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Executive summary

The Mass Casualty Incident (MCI) Framework for British Columbia Hospitals establishes a standardized, evidence-
informed approach to strengthen the preparedness, response, and recovery capacity of acute care hospitals
during large-scale emergencies that result in multiple casualties. Developed through the HEMBC Provincial MCI
Project, the framework synthesizes best practices, literature, subject matter expertise, interest holder input, and
lessons learned from BC's health system to guide consistent MCI planning and coordination across health
authorities.

While each health authority operates within its own structures and capacities, the framework promotes alignment
through shared principles, language, and processes to support interoperability across the provincial health system.
Its scope is focused on acute care settings, recognizing that other system partners - such as BC Emergency Health
Services (BCEHS), community health, and emergency management agencies - play critical but separate roles not
addressed in detail here.

e Mitigation focuses on proactive actions to reduce risk and minimize impacts before an MCI occurs. This
includes completing Hazard, Risk, and Vulnerability Analyses, prioritizing surge and business continuity
planning, and promoting workforce wellbeing initiatives. Mitigation also includes building external
awareness by maintaining liaisons with key partners such as municipalities, event organizers, and
Environment and Climate Change Canada to anticipate potential triggers for MCIs, such as mass
gatherings or extreme weather events.

e Preparedness builds the foundation for effective response through deliberate planning, training, and
exercising. Central to preparedness is the development and regular maintenance of Functional Area Plans
that outline MCl-specific actions for each department. The framework recommends a structured,
progressive exercise program spanning seminars, workshops, tabletop and functional exercises that builds
capacity toward a full-scale exercise. Preparedness also includes maintaining familiarity with site-specific
MCI procedures, training staff on plans and roles, and utilizing iterative exercises and after-exercise
reviews to contribute to a culture of continuous quality improvement.

e Response outlines the operational components that enable hospitals to act quickly and cohesively when an
MCI occurs. This includes standardized notification and activation processes; establishment of Emergency
Operations Centres with predefined roles; and a whole-of-hospital approach to decanting to free capacity
across departments. Guidance is provided for additional response elements such as fan out, disaster
triage, patient tracking, and effective internal and external communications. Together, these measures
support timely, coordinated care and efficient information flow during complex, high-stakes events.

e Recovery focuses on restoring hospital operations to normal, replenishing supplies, and supporting the
physical and psychological wellbeing of staff. Incorporating structured debriefings, psychosocial supports,
and linkages with employee and family assistance programs strengthens organizational resilience and
contributes to continuous improvement.

Collectively, these components offer a comprehensive, evidence-informed framework to guide acute care hospitals
in planning for all phases of an MCI - before, during, and after an event. By adopting these recommendations,
health authorities will enhance provincial coordination, standardize critical processes, and strengthen readiness to
deliver timely, effective care during extraordinary circumstances.
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How to use this framework

This framework is designed to serve as a practical and actionable guide to strengthen the preparedness and
response capacity of acute care hospitals in British Columbia for MCIs. It provides a series of evidence-informed
recommendations organized under the four phases of emergency management: mitigation, preparedness,
response, and recovery. Each recommendation is accompanied by key actions for both Health Authorities and
HEMBC, outlining how each organization contributes to implementation and system alignment.

Unit/Department Leaders

Unit/department leaders play a critical role in operationalizing the framework at the service
level. They should ensure that department-specific Functional Area Plans are developed,
updated, and exercised according to the guidance provided. These leaders should also ensure
that staff are trained on site-specific MCI procedures and understand their roles during
activation, response, and recovery.

¥y Hospital Leads for Emergency Management
0666 e Hospital leads for emergency management are encouraged to review each recommendation
within the context of their site’s existing emergency management program. They should
identify opportunities to integrate the recommendations into local emergency plans, training
schedules, and exercise programs. Leaders should also engage multidisciplinary teams -
including clinical, administrative, and support services - to ensure that all operational aspects
of MCI response are addressed.

Regional Health Authority Leaders
o ; [ Regional health authority leaders are responsible for coordinating system-wide planning and
m ensuring consistency across sites. They should use the framework to identify gaps, align
regional plans with provincial standards, and support the integration of lessons learned from
exercises or real-world events. Regional leaders should also establish processes to monitor and
evaluate progress in implementing the framework’s recommendations.

HEMBC
. . HEMBC's role is to provide subject matter expertise, coordination, and support to Health
-.- Authorities in the implementation of this framework. HEMBC will ensure that emergency
management specialists are equipped with the knowledge and resources to advise on each
component of the framework, facilitate collaboration across jurisdictions, and support
continuous improvement through education, evaluation, and after-action review processes.

Groups Outside the BC Health System

While this framework was developed for BC's acute care system, many of its recommendations
are relevant to hospitals across Canada. For organizations outside the BC health system, the
same principles and recommendations apply, though key actions may be distributed
differently depending on organizational structures and emergency management processes.
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Introduction

The Mass Casualty Incident (MCI) Framework for British Columbia Hospitals is grounded in the work of the Health
Emergency Management British Columbia (HEMBC) Provincial MCI Project, which ran from December 2022 to
December 2025. This multi-year initiative brought together experts, interest holders, and partners from across the
health system to develop a comprehensive, evidence-informed foundation to allow for the planning and
management of MCIs in hospitals across the province. The framework reflects the collective learning and
consensus-building that took place over the course of the project and is intended to support consistent, high-
quality coordination and care during major emergency events.

Background & approach

MCI mitigation, preparedness, response, and recovery is a complex and interdependent cycle that involves
numerous interest holders across local, regional, and provincial levels of health care delivery. Delivering effective
care during an MCI requires more than clinical expertise — it also demands the implementation of well-defined
and practiced structures for command, operations, planning, finance, and logistics.

While each health facility’s MCI response must be tailored to its specific context, such as rural and urban settings,
available surgical services, and specialty resources, there are foundational approaches that should ideally be
standardized. Establishing a common approach and issuing expert recommendations enables better coordination
among facilities, health authorities, and external partners. Additionally, the ongoing development and distribution
of consistent tools and resources ensures the health system remains aligned, agile, and capable of delivering
coordinated care over time.

The Provincial MCI Project was initiated by HEMBC and operated through a dual governance structure. A HEMBC-
led working group, composed of HEMBC Specialists from each of the regional health authorities, led the
development of tools, guidance, and recommendations by reviewing academic and grey literature, industry
standards, previous MCI events, and available subject matter expertise. This group was supported by a Provincial
Steering Committee that included both an operational leader and a medical leader from each health authority in
British Columbia. See Appendix B for the full project structure. In addition to reviewing, approving, and endorsing
the materials produced by the working group, steering committee members also contributed specialized expertise
on an ad hoc basis — including their expertise in pediatric care, rural health delivery, and cultural considerations —
to ensure the recommendations were grounded in practical, system-wide knowledge.

Defining an MCI

This framework defines an MCI as any event that results in multiple casualties and has the potential to overwhelm
the capacity of receiving hospitals. Unlike a fixed numerical threshold, the definition of an MCl is context-
dependent: what constitutes an MCI will vary based on both static and point in time influences such as the
resources, census, and capacity of a hospital. For example, a rural facility with limited staffing and beds may be
overwhelmed by just a few critically injured patients, while a larger urban trauma centre may be able to
accommodate significantly more before reaching capacity. This variability makes MCI identification and planning
particularly complex, requiring flexible, scalable systems that can be adapted to local contexts while still
supporting coordinated, system-wide response.
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Scope

This framework was developed to guide and support acute care hospitals across BC to prepare for and manage
MCIs in partnership with HEMBC. The scope of the project included the creation of this standardized health
authority MCI emergency operations framework, evidence-informed summaries of key preparedness and response
actions, and a set of consistent tools, procedures, and resources to assist health facilities in effectively planning for
and responding to MCI events. The project focused specifically on in-hospital response. While the importance of
coordinated community and pre-hospital response was recognized and informed work throughout the project life
cycle, the recommendations that were developed exclude the pre-hospital and community settings. Furthermore,
BC Emergency Health Services (EHS) was a key collaborator and contributed to the development of components
that directly impact them, such as notification and activation processes. Given the complexity of MCI planning
across diverse settings and partners, this work was intentionally scoped as a minimum viable product - designed to
offer a strong foundation while remaining adaptable for future refinement and expansion.

Patient engagement

To ensure the MCI Framework reflects the needs and values of patients and communities, HEMBC undertook
targeted patient engagement during the development of this work. Participants were identified through the
Patient Voices Network and included individuals with lived experience related to MCIs, emergencies, and disaster
events in British Columbia. Engagement was conducted through two facilitated virtual focus group sessions,
supported by pre-session materials and guided discussions. Input was collected, themed, and shared with the
project working group and steering committee, where it informed the development of recommendations and
tools.

Themes from patient engagement

Cultural safety

Participants emphasized that lack of cultural safety can compound the harm caused by an MCI. Ensuring
care is culturally respectful and responsive is essential - particularly for Indigenous peoples and other
equity-deserving populations.

Mental health care
The psychological effects of an MCI often outlast physical injuries. Participants shared that follow-up mental
health care is difficult to access and frequently left up to patients to navigate on their own.

Patient engagement & trust

Transparent communication and timely information were seen as critical to maintaining trust in emergency
situations. Participants stressed the importance of patients understanding what is happening so they can
feel a sense of control amid chaos.

Support for responders

Acknowledging and supporting healthcare workers and emergency responders during and after an MCI was
viewed as essential. Participants recognized that providers often carry a sense of guilt or inadequacy when
working under extreme constraints that are beyond their control.

Hospital preparedness
Participants highlighted the importance of strong emergency preparedness systems and training. They
expressed concern that hospitals may not be adequately resourced or ready to manage large-scale

emergencies.
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While this engagement reflects the perspectives of a small group of individuals, their insights offer meaningful and
relevant guidance that adds value to the overall framework. Their lived experiences provide important context for
how emergency planning and response can better meet the needs of patients, families, and communities.

Implementation

The implementation of this framework builds on the existing roles and responsibilities of the regional health
authorities and HEMBC. HEMBC provides emergency management subject matter expertise and plays a central
role in supporting health authorities as they plan for and respond to MCls. While the framework offers a
standardized provincial approach, responsibility for developing and operationalizing site- and health authority-
specific plans remains with each health authority.

To enable effective implementation, HEMBC staff are educated on all components of the framework. This ensures
they are equipped to deliver guidance, resources, and targeted education to health authority partners as needed.
HEMBC staff can act as advisors and facilitators, supporting health authorities in interpreting and applying the
framework’s recommendations in their local contexts.

Implementation of the framework will be embedded within the existing emergency management structures and
processes already established across the health system. This includes integration into ongoing planning and
preparedness activities through local and regional emergency management committees as well as the Health
System Emergency and Disaster Management (HSEDM) Steering Committee. By aligning with these established
structures, the framework can be sustainably adopted and adapted across diverse settings, while ensuring that all
health authorities are using informed practices as the foundation for their MCI planning and response.

Renewal

Renewal of the Provincial MCI Project and this framework may be initiated by either the HEMBC or the HSEDM
Steering Committee in response to emerging clinical or operational needs, new evidence, or changes in system
priorities. Any renewal should be grounded in a review of current implementation progress, alignment with best
practices, and lessons learned from MCI events or exercises.

To support effective renewal planning, it is recommended to allow sufficient time - at least five (5) years - for full
implementation and operational integration of the current deliverables. Premature renewal may lead to
duplication of work, disruption of uptake efforts, and dilution of focus. A renewal process should build upon
existing foundations rather than restart or replace them, with a clear emphasis on evaluating impact, identifying
gaps, and adapting tools and frameworks as needed.
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Mitigation
Mitigation refers to the actions taken before an emergency takes place to reduce its potential impact on patients,
staff, and health system operations. In the context of this framework, mitigation focuses on opportunities to

identify and address vulnerabilities within the acute care setting to improve system resilience to MCls. Effective
mitigation lays the groundwork for a more coordinated and less disruptive response when an MCI occurs.

Mitigation activities

Understanding the local context of MCIs is foundational to effective mitigation planning. Hazard, Risk, and
Vulnerability Analyses (HRVAs) are essential tools that can help health authorities and acute care sites identify the
most likely MCI mechanisms in their regions - whether from transportation accidents, industrial events, natural
disasters, or other risks. They also examine geographic and infrastructure limitations, while highlighting feasible
opportunities for system improvement. These assessments are critical to informing mitigation strategies that are
tailored, realistic, and grounded in local realities.

HRVAs offer a structured way to identify risks and develop targeted, evidence-informed mitigation strategies that
strengthen system readiness and response capacity. While the availability of HRVAs varies, their role in assessing
vulnerabilities and guiding planning priorities is universally acknowledged, thus forming a key component of
informed MCI management.

Recommendations

1. All health authorities should have a valid HRVA completed within the last five (5) years.
By ensuring that an HRVA has been completed or updated within the last five years, health authorities can
better identify local risks and strengths, allowing for evidence-based mitigation and planning for MCIs.

Key actions

HEMBC

O Review the available HRVAs done by provincial
government, local government, and health
authorities and adapt as required

Health authorities

O Participate in HRVA development by sharing
relevant organizational information, including but
not limited to infrastructure data and risk

assessments O If no HRVA exists and/or is out of date more than

five (5) years, collaborate with health authorities
and government partners to have one completed

2. Health authorities should prioritize surge planning, business continuity planning, and workforce
wellbeing strategies.
These emergency management-related components can reduce system vulnerabilities and enhance resilience
to severe and catastrophic events, thus limiting the impact of MCIs on acute care hospitals.

Key actions

Health authorities HEMBC

O Develop and maintain surge capacity plans that
outline how acute hospitals / the health authority
can expand clinical and operational capacity

O Review the available HRVAs done by provincial
government, local government, and health
authorities and adapt as required.
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during a mass casualty incident, including
strategies for space, staff, and supplies.

O Integrate business continuity planning into
emergency preparedness efforts to ensure that
critical services can be sustained or rapidly
restored during and after an MCI.

O Implement workforce wellbeing strategies that
proactively address staff mental health, stress,
and burnout, both in advance of and following
high-impact events such as MCls.

O If no HRVA exists and/or is out of date more than
five (5) years, collaborate with health authorities
and government partners to have one completed.

3. HEMBC should liaise between health authorities and relevant external partners to routinely share
timely information about upcoming events and environmental conditions.
Special events and weather patterns may increase the risk or impact of an MCI. By liaising with key relevant
external partners - including municipalities, event organizers, and subject matter agencies such as
Environment and Climate Change Canada (ECCC) - HEMBC can provide the health authorities awareness about
upcoming conditions to inform their planning and enhance their capacity should an MCI occur.

Key actions

Health authorities

O Upon receiving briefings, health authorities
should make operational adjustments and enact
any relevant plans, i.e. surge plans, inclement
weather plans, as needed to ensure readiness for
upcoming special events and environmental
conditions.

HEMBC

0O Establish and maintain communication channels
with key external partners, including but not
limited to local government, First Nations and
other Indigenous governing bodies and councils,
event organizers, and ECCC, to receive regular
updates on planned events and emerging
environmental risks.

O Provide regular updates to health authority
emergency management leads about external
events and environmental conditions that may
elevate MCI risk, i.e. seasonal outlook briefings,
special event guides, and weather alerts.
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Preparedness

Preparedness involves planning, training, and exercising to ensure the health system is ready to respond
effectively to an MCI. While mitigation focuses on reducing risk before an event, preparedness ensures that when
an MCI does occur, health authorities and acute care sites are equipped to act quickly and efficiently. This includes
developing functional area plans that clarify roles and responsibilities, conducting exercises, and maintaining the
systems and resources needed for an organized response. Preparedness is a continuous process that strengthens
system readiness, builds staff confidence, and improves the effectiveness of MCI responses.

Functional area plans

The purpose of a Functional Area Plan (FAP) is for a unit/department to outline its plan and process for responding
to a sudden influx of patients following a mass casualty event. FAPs support the relocation, expansion, or
temporary creation of a specialized department for the duration of a mass casualty event. They also outline key
response actions such as the set up and preparation of the area, staffing requirements, the unit/department
reporting structure, and decanting process. Once a Code Orange is activated by an acute care site, the functional
area plans are activated.

While academic and grey literature on FAPs is limited, an extensive review of previously completed FAP's within BC
led to the development of two (2) FAP templates for acute care sites to utilize. One template is focused on the
Emergency Department (ED) and the specific sub-areas created within the department (e.g. triage, immediate
treatment area, delayed treatment area, etc.). The second template is for the other departments/areas in the
hospital, both clinical and non-clinical in nature. Once a department recognizes the need for a FAP and develops
one, it is important that the plan be reviewed by all staff working in the area. FAPs are an excellent resource to be
used in education and training for a Code Orange and should be incorporated into regular drills and simulations.
See Appendix C for the FAP templates.

Recommendations

1. All acute care hospitals should complete FAPs as part of their MCI preparedness, adapting the provided
templates.
Completing FAPs is a foundational step in MCI preparedness, helping departments anticipate their roles and
enhance their readiness. By adapting the standardized FAP templates provided in this framework, acute care
hospitals can ensure alignment with broader hospital and health authority emergency operations while
accounting for their unique workflows and resources.

Key actions
Health authorities HEMBC
O Complete the FAPs, ensuring accuracy and O Provide templates and offer advisory support.

thoroughness of information. O Monitor for completion and follow-up with areas

O Educate staff working in the area on the contents that still require plans.
of the FAP and their unique role.
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2. FAPs should be updated on a 3-year cycle from published date, unless significant changes within the
department occur outside review cycle and/or the plans are activated for an MCI response.
To ensure FAPs remain relevant and effective, they should be reviewed and updated on a regular basis. A
three-year review cycle allows departments to reflect changes that may affect their response during an MCI. If
significant changes occur outside of the review cycle - such as departmental restructuring or updated clinical
workflows - or if the FAP is activated during an actual MCI, an earlier review should be triggered. Regular
updates support accuracy, staff familiarity, and operational alignment with broader emergency management

plans.

Key actions

Health authorities HEMBC

O Review and update FAPs at the end of 3-year 0O Monitor and prompt review of FAPs at the end of
cycle from published date. 3-year cycle from published date.

O Alert HEMBC when significant changes (i.e. O Prompt review of FAPs as part of AAR following
staffing, workflows, infrastructure, etc.) within the MCI responses.

department occur, warranting review of FAPs.

O Review and update FAPs as part of After-Action
Review (AAR) process following MCI response.

3. FAPs should be posted on the health authority Intranet page and be available in the Emergency
Response manual.
Easy access to these plans is critical to a timely activation of MCI response processes. Posting FAPs on the
health authority’s intranet ensures that personnel can quickly locate and review their department’s response
procedures as needed. In addition, including FAPs in the Emergency Response Manual ensures they are readily
available during both planned exercises and real-time emergencies, including situations where digital access
may be limited.

Key actions
Health authorities HEMBC
O Ensure completed FAPs are in the Emergency 0O Upload FAPs to health authority Intranet page.

Response Manual.

Exercise resources

This section provides resources and guidance to support the planning and execution of MCI-focused exercises.
Exercises are a critical component of MCI preparedness, providing an opportunity to test plans, build staff
confidence, and strengthen coordination across departments and agencies. They allow teams to identify gaps,
clarify roles, and practice critical decision-making in a controlled, low-risk environment. Exercising follows its own
structured cycle: design and development, conduct, evaluation, and improvement planning (see Figure 1).
Embedding this process into preparedness activities ensures continuous learning, system refinement, and
sustained readiness over time.
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Figure 1: Exercise and evaluation program cycle

Types of exercises

Full-scale exercises are widely recognized as the most realistic and comprehensive method for simulating an MCI.
They allow for the testing of systems, processes, and roles under near-real conditions. However, a range of other
exercise types - each with distinct benefits and limitations - can also support preparedness and should be selected
based on the specific objectives of the planning team. Choosing the right type of exercise is essential to achieving
meaningful outcomes, particularly when considering available resources, team experience, and system maturity
(see Table 1).

Discussion-based exercises typically involve scenario-driven dialogue and are effective for exploring policies,
procedures, and inter-organizational coordination in a low-pressure setting. These exercises help identify areas of
misalignment or uncertainty and are particularly useful when organizations are in the early stages of planning or
developing shared understanding across teams. They can also be used to address known challenges or complex
decision-making scenarios where facilitated conversation is needed.

Operations-based exercises focus on the practical application of plans and procedures in response to a simulated
incident. These exercises are most effective once participants have a baseline understanding of roles and
expectations, and they are designed to validate response activities under dynamic conditions. Incorporating drills
and functional exercises before attempting a full-scale exercise can help participants build capacity and confidence.
Regardless of exercise type, it is considered best practice to conduct a structured evaluation and use the findings
to guide improvement planning and further testing of any identified gaps.
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Table 1: Types of exercises

Discussion-based exercises

Type
Seminar

An informal, lecture-based discussion
used to orient participants to new or
updated plans, policies, or
procedures.

Workshop

A structured, collaborative session
focused on producing a specific
outcome such as a draft plan, policy,
or exercise product.

Tabletop Exercise (TTX)

A discussion-based exercise in which
key personnel walk through a
simulated scenario to assess response
strategies, plans, and coordination.

Game

A simulation exercise that often
involves two or more teams using
structured rules, roles, and data to
explore decision-making in a
competitive or collaborative
environment.

MCI Framework for BC Hospitals

Best suited for

e Participants new to a topic or
needing a refresher. Appropriate
for mixed-experience audiences.

e Useful for awareness-building
and foundational knowledge.

e Cross-functional teams,
leadership, SMEs, and decision-
makers who are actively working
to build or revise tools, policies,
or response elements.

e Operational leaders and
emergency management staff.

e Appropriate when exploring
system readiness, roles, or new
policies.

e May only exercise portions of a
plan.

e Senior leadership, policy teams,
or strategic planners.

e Appropriate when exploring
trade-offs, system dynamics, and
organizational behavior.

Considerations

e Typical duration: 1-2 hours.

Casual atmosphere with minimal
time constraints.

e Typical duration: 2-4 hours with
breaks.

¢ Requires clear objectives, skilled
facilitation, and breakout
discussions.

e Typical duration: 2-4 hours
including debrief.

¢ Needs experienced facilitation.

e Participants need a basic
understanding of the MCI
process.

e Encouraged documentation of
action items.

e Typical duration: 1-2 hours.

e Can be used early in planning or
as a complement to other
exercises.




Operations-based exercises

Type
Drill

A supervised, task-specific simulation
used to practice or validate a discrete
function or skill (e.g., fan-out testing,

triage area setup, etc.)

Functional Exercise (FX)

A real-time simulation of an MCI
response actions and decision-
making without deployment of actual
personnel and equipment.

Full-scale Exercise (FSX)

A high-fidelity simulation involving
multiple disciplines and/or agencies
operating in real time with live
resources and actors.

MCI exercise program

Best Suited For

e Operational staff and frontline
responders practicing tactile
tasks or technical stepsin a
controlled setting.

¢ Key site leadership and
participant unit/department
personnel validating plans and
procedures.

e Appropriate once systems and
roles are clearly established.

¢ Entire system - leadership,
command, frontline staff,
external partners - working
together in a coordinated,
immersive scenario.

e Involves actors and/or manikins
simulating casualties

Considerations

Typical duration: 1-2 hours, or as
part of a larger exercise).

Repetition builds proficiency.
Materials and setup required,
but often reusable.

Immediate feedback is critical.

Typical duration: 3-6 hours.
Complex to design and deliver.

Requires injects and a Main
Sequence of Events List (MSEL).

Typical duration: 6-8 hours.

Highest resource and planning
demand.

Needs experienced facilitation.

Participants need a strong
understanding of the MCI
process.

Requires 12-18 months of lead
time and detailed MSEL.

Ensure support for regular
operations during the event.

A well-designed MCI exercise program is essential for building site readiness and ensuring that a full-scale exercise

yields meaningful value. Because full-scale exercises require significant planning lead time and interdepartmental

coordination, they should be approached as the culmination of a progressive 18-month program (minimum). This

program should incrementally develop the site’s capacity through foundational activities such as creating plans

and training staff on MCI plans before moving into more complex exercise formats. Sites are encouraged to use

the full range of exercise modalities (e.g. seminars, drills, tabletop exercises, functional exercises, etc.) and select
the format that best meets the specific objectives at each stage. The program should also incorporate a structured
After Exercise Review (AER) process to capture lessons learned and translate them into actionable improvements.

A sample MCI exercise program is provided in Appendix D and can be adapted to reflect the scale, resources, and

complexity of each site.
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Recommendations

1. All acute care hospitals should adopt an MCI exercise program, integrating MCI exercises into their
routine emergency management cycle and scaling appropriately based on site capacity and readiness.
Regular exercising of MCI / Code Orange plans helps ensure that all staff understand their roles and site-
specific response procedures as well as identify gaps and test interoperability between departments. Exercise
type and complexity should align with site readiness (e.g. workshops and table-tops for early-stage or specific
planning, full-scale for mature systems). This ensures feasibility and sustainability, while still reinforcing core

preparedness competencies.

Key actions

Health authorities

O Develop and maintain an appropriate a multi-
year training and exercise plan that includes MCI
/ Code Orange-specific objectives and timelines
for each acute care site (see Appendix D for
sample exercise program).

O Lead the design and planning of the exercises,
identifying exercise priorities, risks, and logistics.

O Supportinterdisciplinary participation in
exercises, including involvement of diverse
clinical units/departments, leadership, and clinical
and corporate support services.

O Monitor exercise participation and outcomes as
part of broader emergency preparedness quality
improvement efforts.

HEMBC

O Socialize the value of exercise programs as a
systematic way to increase acute care sites’
preparedness to MCI / Code Orange activations.

0O Provide planning support and subject matter
expertise in designing, facilitating, and evaluating
Code Orange exercises. Ensure sites are informed
of the requirements of exercise planning (time,
resources, and budget).

O Liaise with external partners (e.g. BCEHS, Fire,

Police, Emergency Management Climate
Readiness, and local and regional governments)
to participate as either observers or players in
order to develop relationships and learn about
agency capacity and abilities.

0O Utilize the internal HEMBC templates and

resources of MCI exercises (e.g. scenarios, patient
casualty cards, facilitator guides, Main Sequence
of Events List, evaluations tools) to support acute
care sites with their exercise design and planning.
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Response

The response to an MCI focuses on the immediate actions taken to manage the surge of patients, coordinate
resources, and maintain continuity of critical services. Effective response requires rapid activation of MCI plans,
clear communication, and strong collaboration between departments and responding partners such as BCEHS,
supporting hospitals, and HEMBC. In this phase, acute care sites transition from routine operations to an
emergency state, implementing FAPs, disaster triage protocols, and resource management strategies to deliver
timely, high-quality patient care under extraordinary circumstances. The response phase builds on the
preparedness work completed in advance, ensuring that decision-making is informed, coordinated, and adaptable
to the evolving situation.

Notification & activation

The timely notification and activation of hospital MCI (Code Orange) processes are critical to an effective response.
Notification refers to how hospitals are informed of an MCI, while activation involves the steps taken by hospital
leadership to initiate their emergency response protocols.

Limited literature is available on hospital notification and activation processes, but what exists confirmed that
notification most often comes from emergency medical dispatch or the fire department, which aligns with current
practice in BC. Typically, BCEHS alerts nearby hospitals by notifying the charge nurse or patient care coordinator
(PCC) via phone that the ED may soon receive patients. In some cases, however, patients or companions arriving
directly at the hospital, law enforcement officers, or ambulance crews not directly involved in the response have
been the first to provide information about an MCI. These varied experiences highlight the reality that MCI events
evolve quickly, and hospitals may receive information from multiple sources of varying reliability.

A standardized notification process is essential to reduce uncertainty and provide hospitals with early, reliable
information. Hospitals have consistently emphasized the importance of receiving notification as early as possible -
even when information is incomplete - so they can begin preparations and establish Code Orange processes.
Equally important is the early notification of HEMBC, which is critical to building situational awareness, validating
information, and supporting hospitals with timely guidance. Early notification also enables the rapid establishment
of local and regional EOCs, strengthening system-wide coordination and patient flow. At the same time, the need
for early notification must be balanced with ensuring that frontline operational roles are not overburdened by
administrative notification tasks.

The notification process as outlined in the MCI Interagency Operations Flowchart (see Figure 2) is designed to be
efficient and preserve the ability of operational staff to focus on the urgent demands of the unfolding event. It is
the responsibility of all key groups described in this flowchart to ensure they are aware of their role in the
notification process and maintain the required contacts.

Recommendations

1. All health agencies within BC should utilize the established notification process.
A consistent process improves efficiency and minimizes common notification pitfalls. See Figure 2 for the M(CI
Interagency Operations Flowchart for flow of notification.
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Key actions

Health authorities HEMBC

O Ensure all relevant leaders and staff are aware of | O Ensure all HEMBC staff are aware of notification
notification process and their responsibilities. process and their responsibilities.

2. All health agencies within BC should utilize the established notification process.

A consistent process improves efficiency and minimizes common notification pitfalls. See Figure 2 for the MCI
Interagency Operations Flowchart for flow of notification.

Key actions

Health authorities HEMBC

O Ensure all relevant leaders and staff are aware of | O Ensure all HEMBC staff are aware of notification
notification process and their responsibilities. process and their responsibilities.

O Develop and maintain further cascading internal | O Review Code Orange / MCI plans for appropriate
notification processes to be activated once aware inclusion of notification processes.
of a potential or actual MCI.

For future consideration

Although current notification processes rely primarily on phone calls and direct communication from BCEHS or

other first responders, a key opportunity for improving notification lies in leveraging dispatch technology to
provide automated early alerts:

Implement the required technology to send automated early notification from BCEHS
Dispatch to potential receiving acute care sites and partners:

Using specific codes that are assigned to each BCEHS call as an automatic trigger, notification that
there is a potential MCI situation evolving could be sent via text or existing dispatch platforms to
hospitals and key partners. These early alerts would ideally include incident location and nature of
the incident (i.e. fire, motor vehicle crash). For example, hospitals in the surrounding area and
HEMBC response personnel could receive a notification such as “Emergency personnel are
responding to a fire in your area.” This would provide hospitals with rapid situational awareness
while detailed updates follow through established channels, and the automated nature of this
approach would not cause any additional burden to frontline operational staff.

Technologies capable of supporting such notifications already exist and could be adapted for health system use.
However, further exploration would be required to establish the criteria, processes, and funding needed to

operationalize this approach. Targeted work in this area could significantly improve timeliness, reduce uncertainty,
and support early activation of MCI/Code Orange processes across BC.
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Figure 2: MCI Interagency Operations Flowchart
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Emergency response structures

The Incident Command System (ICS) is a standardized management system designed to allow for the command,
control, and coordination of an effective response to emergency incidents and planned events. Since the late
1980s, hospitals throughout North America and the world have used a version of ICS known as the Hospital
Incident Command System (HICS) during emergency responses, including those to MCls. HICS is designed to be
flexible, scalable, and adaptable to any hospital and any hazard. It organizes a hospital's response into five
sections: Command, Operations, Planning, Logistics, and Finance/Administration. The sections are differentiated
by colour-coded vests, the system establishes a predictable chain of command with a suggested span of control,
and roles come with prioritized action checklists. This is all designed to reduce role confusion, promote
accountability, and improve interagency communication. Here in BC, hospitals are mandated to use HICS as their
emergency management structure.

When considering HICS, past research has shown that a culture of preparedness within a hospital is essential to
HICS' success to perform well when used in practice. This includes a commitment from senior management,
regular training and drills, and interagency collaboration. Such a culture of preparedness is especially important to
combat the known challenges that come with HICS usage in hospitals - mainly lack of unfamiliarity, infrequent
usage, misalignment with routine hospital operations, high employee turnover, and cost of upkeep of training and
materials. As well, despite its popularity, research on HICS remains limited overall limited and evaluation and
frontline perspectives are particularity under researched.

In addition to the literature, there is subject matter expertise that must be considered. Emerging practices within
partner response agencies, particularly policing, are highlighting that ICS structures should be adjusted to ensure
the needs of impacted people are fully addressed. Specifically, police have noted that when psychosocial support
roles are dispersed throughout their Emergency Operations Center (EOC), the focus on impacted people can
sometimes be overshadowed by operational requirements. In light of that, policing services across Canada are
adding a “Victim Management Chief” to their section chiefs within their EOC to highlight the importance of caring
for and supporting victims and their families (see Figure 3). The health system can similarly benefit from
recognition that supporting impacted people of an MCI, their families, and the responders themselves needs to be
identified as a stand-alone priority and high-level role.

Figure 3: Victim Management in EOC Structure (Toronto Police, 2022)
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Hospital EOC structures

MCI responses are more effective when responding leaders are trained in the HICS and understand their specific

roles and responsibilities within the EOC structure. Establishing and defining an EOC for each site in advance

significantly increases efficiency during activation, as the process becomes one of filling predetermined roles

rather than building the structure in real time. Predetermining the EOC also allows for deliberate preparation of a

leadership and coordination structure that is tailored to the hospital's size, capabilities, and context. While these

predefined structures provide a strong starting point, EOCs should remain flexible and adaptable to address

unforeseen requirements or circumstances during an actual MCI. See Appendix E for sample local hospital and
regional health authority EOC structures.

Recommendations

3.

MCI Framework for BC Hospitals

All acute care leaders should attend annual HICS / EOC training.
In order to improve familiarity with HICS and maintain competence, leaders (i.e. managers, directors,
supervisors) working in acute care settings should commit to annual EOC training.

Key actions

Health authorities HEMBC

O Support leaders to be able to attend annual HICS | O Advocate for and provide regular HICS / EOC
/ EOC training. training.

O Include HICS / EOC training for all new
administrators on-call.

Local and regional MCI response plans should include pre-determined EOC structures.

Using the principles of HICS, sites and regional health authorities should have pre-determined EOC structures
that outline the roles that will be needed in the EOC during an MCI event. Although these structures may be
amended based on the availability of staff and needs of the event, having pre-determined organizational charts
of the EOC will make the activation process more efficient. Sample organizational charts are noted in Appendix
E.

Key actions

Health authorities HEMBC

O Using the sample EOC structures provided as a O Review MCI/ Code Orange plans to ensure they
base, develop a pre-defined EOC structure that is include a pre-defined EOC structure that can be
specific to your site or health authority during an utilized during an MCL.
MCI.

Local and regional EOCs should adopt a Psychosocial Section Chief.

Roles that deal with the psychosocial well-being of staff, patients, and family members are currently primarily
under the Operations section in most EOCs, but this can result in an inadequate focus. Creating a Psychosocial
Section Chief in EOCs and centralizing all the psychosocial-related roles in this section can ensure these
considerations get the attention they deserve and would be in line with emerging practices among other MCI
responders.

Key actions




Health authorities HEMBC
O  Fill the Psychosocial Section Chief position with 0O Advocate for adoption of Psychosocial Section

qualified HA staff. Chief.
O Review plans to ensure this position is included.

6. When appropriate, utilize HICS on a unit/departmental level.
In addition to site-wide EOCs, very large departments (like a large Emergency Department or Intensive Care
Unit) should also consider using HICS on a unit/department level to organize their response more efficiently.
This internal structure should align and be complimentary to site-wide EOC.

Key actions

Health authorities HEMBC

O Review MCI/ Code Orange plans for large 0O Advocate for utilization of HICS in large
departments and determine whether HICS could departments that require additional
be beneficial to its response management. organizational structure.

O Update plans with unit/department HICS O Provide education about HICS and support to
structures, as required. units who can benefit from HICS implementation

into their plans.
Fan out

Although not formally defined by the British Columbia Emergency Management System, the term fan out is
commonly used to describe the process to contact off-duty staff or responders within a defined group to
determine their availability to report to work during an emergency situation. Unfortunately, there is minimal
literature available on fan out practices in health care settings. Although fan out is commonly referenced within
specific health facility plans, there is a lack of peer-reviewed published documentation to base recommendations
on.

The lack of literature should not be construed as a lack of importance. The absence of formal guidance places a
burden on individual sites or programs to identify a process that will enable rapid communication with off-duty
staff during an emergency. At present, there is significant variability across the health authorities related to the fan
out including a lack of consistency between intra-health authority sites. This is not inherently negative and may be
a result of telecommunication connectivity inconsistencies throughout the province. Thus, recommendations are
based on reviews from health authorities on the efficacy of their processes during actual MClIs and/or exercises.
A combination of the following tools is being used to support fan out and can reasonably be considered for
adoption:

e Staffing services

e Mass text notifications
e Social media platforms
e Mobile messaging applications

e Manual phone calls
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Recommendations

1.

2.
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Fan out should be incorporated as a standard component of all hospital MCI plans.

Each acute care site must ensure that a fan out process is assigned within its organizational structure with
sufficiently detailed Job Action Sheets for timely response. Process should outline maintenance, tracking, and
archival of data.

Key actions

Health authorities HEMBC

O Determine and document a fan out process for O Review MCI/ Code Orange for fan out processes
each site and, if required, each unit/department and advocate for completion.
of the site.

O Prioritize units/departments who will receive
casualties from the MCI first, i.e. EDs, Operating
Rooms, Trauma/General Surgery, etc.

O Prioritize calling in staff who are the closest to the
site to ensure additional staff arrives in time to
support the acute phase of the MCI. Consider
calling out based on geography from the hospital
(i.e. those within 15 minutes, 30 minutes, 1 hour,
etc.).

O Review security considerations for the chosen
modality with your information technology (IT)
department to ensure staff data will not be
compromised.

O Ensure staff are trained on the fan out process.

O Ensure the fan out process is regularly tested, in
alignment with overall MCI exercise program.

Where possible, utilize existing Staffing Services as part of fan out process.

Each health authority has an existing program that interfaces with staff and scheduling. When defining the
process for maintaining and updating staff lists, the staffing services program should be consulted and
engaged as determined to be appropriate by the health authority.

Key actions

Health authorities HEMBC

O Engage your Staffing Services to determine what | O Review MCI/ Code Orange for fan out processes
capacity they have to facilitate fan out during an and advocate for completion.
MCL.

Physician groups and other contracted health professionals should also have a fan out process.
Groups that are in charge of their own scheduling, such as physicians and nurse practitioners, must define
their own fan out process in partnership with their unit/departments and operational leadership.




Key actions

Health authorities

O Engage with leadership of physicians or other
contracted health professionals to ensure they
have developed and tested a fan out process.

O Prioritize physicians and other contracted health
professionals who will be required in the acute
phase of an M(], i.e. those who work in EDs,
Operating Rooms, Trauma/General Surgery, etc.

HEMBC

O Review MCI/ Code Orange for fan out processes
for physicians and other contracted health
professionals and advocate for completion.

Fan out processes should include at least two separate communication modalities.
Redundant communication modalities will increase the likelihood of successful communication to off-site staff.
Chosen communication modalities should rely on different technology, e.g. (1) wired internet (e-mail) and (2)

cellphone (mobile application or voice-call).

Key actions

Health authorities
O Determine and document two modalities for each
fan out process.

HEMBC
O Review MCI/ Code Orange for fan out processes
and ensure two modalities have been identified.

Fan out plans should include a process outlining regular unit/department check-ins regarding staffing

levels and reporting staffing needs to the EOC.

Part of a successful fan out process is ensuring that information about staffing needs flows through to the
EOC. This ensures the EOC will have situational awareness about needs across the sites and can coordinate

deployment of resources to areas in need.

Key actions

Health authorities

O Ensure roles assigned to do fan out (i.e. Staffing
Services, unit/department leaders, etc.) include
instruction to report staffing needs and
availability to the EOC. Consider documenting
this in the roles’ Job Action Sheet.

HEMBC
O Review MCI/ Code Orange for fan out processes
and ensure integration into EOC reporting.

All acute care sites should include a Labour Pool functional area.

Plans should provide a place for staff who show up spontaneously, for staff who choose to stay and help after
their shifts have ended, and for those reporting to duty as requested through the fan out process. A Labor Pool
functional area ensures that those staff have a place to present, ensuring staff accountability and resource
management. Personnel deployed to the appropriate area based situational needs and their ability, clinical

skill, and training.
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Key actions

Health authorities HEMBC
O Develop a functional area plan for the Labour O Review MCI/ Code Orange for fan out processes
Pool. Document its location at the site, the staff and advocate for inclusion of Labour Pool.

who will be responsible for setting up and leading
the Labour Pool, and the process for
communication to/from the EOC.

O Ensure staff are aware of the Labour Pool and
where to present in the event of an MCI. Consider
way-finding signage.

Decanting

Decanting, or reverse triage, is a strategy to rapidly increase hospital capacity during a disaster such as an MCI that
involves the identification and early discharge of certain hospitalized patients who have a lower risk of serious
complications. Unlike other commonly recommended techniques to rapidly increase hospital inpatient capacity
during disasters, decanting does not require increased staffing, making it a more feasible approach. Review of
literature showed that, conservatively, as much as 10-20% of hospital total bed capacity could be immediately
made available with efficient decanting. However, while evidence supports decanting as an effective means of
increasing hospital capacity during an MC], it is often not utilized enough or fully incorporated into response plans.

Decanting effectiveness and patient flow strategies

In general, evidence emphasizes the utility of a pre-determined decanting plan, especially one that incorporates a
phased approach and an inter-departmental patient flow system. Decanting plans tend to be most commonplace
in EDs, as these departments are the first to receive casualties from an MCI and need to create capacity quickly.
However, ED decanting necessitates simultaneous decanting of the other areas that will be involved in the patient
journey such as perioperative areas, critical care areas, and inpatient units - a whole of hospital approach is
required.

Effective decanting plans should also consider the possible injury types and nontraditional resources. Due to the
nature of MCls, patients will likely have similar injury types, so plans should prioritize decanting the treatment
areas that these patients will require. Separate, specialized decanting plans for certain injury types (specifically,
burns and exposure requiring decontamination) can increase preparedness for MCls resulting in those injuries.
Lastly, planners can consider ways to use nontraditional resources to support low acuity patients during decanting.
Strategies like employing non-critical care staff to support low acuity patients and leveraging external resources
such as telemedicine, primary care providers, and Urgent Primary Care Centres can be an effective way to safely
decant a large volume of low acuity patients from the ED and various inpatient units.

Patient safety and ethics

Due to the limited and mixed evidence regarding patient safety after decanting, establishing a mechanism for
reviewing and evaluating the safety of this process is important. This mechanism could be included in an MCI
emergency response plan to ensure that, when decanting becomes necessary, a review process for patient
outcomes after movement or discharge is already in place. There are also ethical dimensions to consider when
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planning for, or conducting, decanting. Specifically, ethical analyses suggest that decision-makers should consider
planning a scaled response to increasing capacity by defining thresholds for patient influx that would determine
degree of decanting.

Patient disposition classification system

A current challenge with traditional approaches to decanting is that they are reliant on clinicians who are working
at the time of the MCI to review the entire census for opportunities to decant. In large hospitals, that can be a very
lengthy list of patients and, depending on the degree of familiarity the clinician has with those patients, this can be
a very time-consuming process. As well, clinicians and different interprofessional roles are known to have different
risk tolerances, thus making the decanting decisions not necessarily reproducible if different staff were working
when the MCI occurred. To address these challenges, emerging evidence suggests that developing a pre-defined
patient disposition classification system for decanting can increase efficiency, consistency in decision-making, and
patient safety.

A patient disposition classification system would categorize patients by the likelihood of an adverse medical
consequence if discharged early. This would allow clinicians to review patient charts who have been classified as
the lowest risk first and then progress to higher risk classifications if the situation warrants it. A classification
system still necessitates clinical judgements, but it has the potential to expedite decanting and introduce some
reproducibility to the decisions. It also inherently facilitates a phased approach, ensuring the lowest risk patients
and only as many as is required are decanted.

At present, there is no validated patient disposition classification system in BC, though some examples exist in the
literature of how such a system could be developed an operationalized. Evidence suggests that each hospital
department (ED, critical care, inpatient adult, inpatient pediatric, etc.) would require its own system to account for
the diversity of patients in those areas. Systems could be adapted from existing acuity and prognosis scores and/or
developed through expert consensus. Given that clinicians tend to demonstrate different tendencies when
identifying patients for early discharge, classification systems are best developed with diverse expert input,
including both nurses and physicians. This emerging practice has a lot of potential, so it is valuable to continue to
explore its possibilities in our health system and future MCI planning.

Recommendations

1. Decanting should be incorporated as a standard component of all hospital MCI planning.
Evidence demonstrates that decanting is a useful strategy when responding to a disaster like an MCI. Each
acute care site should ensure that it has a thorough decanting plan that outlines how patients will be
discharged and/or moved through the hospital to quickly create capacity.

Key actions

Health authorities HEMBC

O Determine and document a decanting plan for O Review MCI/ Code Orange plan for decanting
each site. This plan should outline the triggers for processes and advocate for completion.

activation of decanting process, who has the
authority to make decisions about decanting,
how patients are identified for decanting, and
how decanting is documented and tracked.
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O Test and exercise decanting plan regularly as part
of the broader MCI exercise program.

2. Decanting should be approached as a whole-of-hospital strategy, with every department and service
area developing internal decanting processes.
Effective decanting requires patients to move through the entire hospital. It is not sufficient to focus solely on
clearing the ED if inpatient units do not simultaneously create capacity to receive admitted patients. A whole-
of-hospital approach ensures that patient flow is maintained, bottlenecks are minimized, and capacity is
available where it is most urgently needed.

Key actions

Health authorities HEMBC

O Ensure all relevant units of the hospital have 0O Review MCI/ Code Orange plan for whole-of-
detailed decanting processes in place, i.e. EDs, hospital decanting processes and advocate for
Operating Rooms, critical care areas, and completion.

inpatient areas.

O Designate a Decanted Patients Area at each
hospital, where patients can wait for pick up or
other transport home.

3. Decanting should prioritize treatment areas that will be required for the MCI injury type.
Different types of MCIs generate distinct injury patterns, for example, explosions may result in trauma and
burns, while chemical incidents may require large-scale decontamination. It is essential that these specialized
treatment areas have thorough decanting plans in place in advance, and that they are decanted as soon as the
MCI mechanism is confirmed to ensure there are no delays in patient care.

Key actions

Health authorities HEMBC

O Identify and develop decanting plans for all O Review MCI/ Code Orange plan for specialized
specialized areas within hospital that would be units decanting processes and advocate for
required to care for patients of MClIs based on completion.
common injury types (i.e. Trauma, Burns, Plastics,
etc.).

O Prioritize these areas during MCI responses to
complete their decanting as quickly as possible.

4. Decanting should consider using nontraditional resources to care for low acuity patients.
Non-traditional resources can include employing non-critical care staff to support low acuity patients,
incorporating non-traditional activities for certain health care professionals and other staff, and leveraging
resources such as Primary Care, UPCCs and telemedicine.
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Key actions

Health authorities

O Review units/departments who would not be
directly involved in providing patient care for
casualties of MCIs for opportunities to redeploy
to support decanted patients (i.e. outpatient
clinics).

O Review types of staff who could be redeployed to
support decanted patients (i.e. Nurse
Practitioners, Physicians Assistants, etc.)

O Connect and collaborate with nearby community
services such as UPCCs and virtual health
providers to identify workflows for engaging
these resources during MCIs to provide care to
low-acuity decanted patients.

HEMBC

0O Review MCI/ Code Orange plan for
units/departments and staff who can support
decanted patients and advise for integration of
nontraditional resources.

O Facilitate planning meetings between acute and
community services to outline workflows for
transfer of decanted patients.

Develop rapid decanting order sets and processes.

To efficiently discharge or transfer patients during an MCI, develop rapid decanting order sets and processes

that allow for movement to occur faster than usual.

Key actions

Health authorities

O Lead development of rapid admission order sets
and workflow for the ED to admit consulted
patients to hospital.

O Lead development of rapid transfer order sets
and workflow for the high acuity areas to transfer
appropriate patients to other inpatient units.

O Lead development of rapid discharge order sets
and workflow for inpatient units to discharge
appropriate patients home.

HEMBC

0O Advocate for development of rapid order sets
(admission, transfer, and discharge) and
workflows as part of decanting planning.

Use a scaled decanting approach.

Decant in phases (only as many people as you need to) and start with the most stable/lowest risk

Key actions

Health authorities
O Outline scaled decanting as a key principle in all
decanting plans.

O Integrate decanting into the EOC's situational
awareness and planning cycle to dynamically
adjust priorities as the event unfolds.

HEMBC

O Review MCI/ Code Orange plan for consideration
to take a scaled decanting approach and
advocate for inclusion.
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For future consideration

While current decanting practices leverage existing strategies to create capacity during an MCI, there are
innovative approaches with significant potential that should be explored further. These concepts are not ready for
implementation yet, but they represent important opportunities to advance hospital MCI management in the
future:
1. Develop and use a pre-determined patient classification system.

Use of a classification system that groups patients by degree of risk associated with an early

discharge would be extremely beneficial during an MCI, however no such validated system exists

yet. Differing systems would need be used for ED, ICU, general adult, and pediatric patient

populations. This classification according to a formal system helps to make decision-making

consistent and reproducible, which promotes fairness and transparency. It has also been shown

to increase efficiency. Once categorization has been completed, clinical judgment will still need to

be applied to make the final disposition decision.

2. Leverage electronic health record (EHR) to automate patient classification.
To improve efficiency and alleviate clinician workload, decanting classification systems should be
built-in as a function of existing EHRs. Existing classification systems or scales in the EHR can be
leveraged to do so.

These areas present opportunities for innovation and should be the focus of future projects, partnerships, and
research initiatives to enhance hospital decanting capacity in BC.

Disaster triage

Disaster triage is the process of rapidly prioritizing patients during an MCI when the number of injured individuals
exceeds the immediate treatment capacity of the health system. Unlike routine triage, which focuses on individual
patient outcomes by identifying the sickest patients within a context of assumed ample resources, disaster triage is
designed to rapidly identify acuity amongst a collection of patients in order to hopefully minimize overall patient
mortality and morbidity within a potentially resource austere environment. This approach requires clinicians to
make difficult, time-sensitive decisions in dynamic and often resource-constrained environments. A standardized,
evidence-informed triage approach enables consistency across sites and regions and ensures patients are directed
to the most appropriate level of care as quickly as possible. Globally, there are a number of different disaster triage
systems in use, each with a distinct combination of triage categories and scoring parameters. The systems
reviewed by the working group are listed for reference in Table 2.
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Table 2: Summary of reviewed disaster triage systems

Triage System

START

JumpSTART

MSTART

CareFlight

SALT

Triage Sieve

Sacco

MPTT

MPTT-24

Military Triage

Triage Categories

Immediate (red), delayed (yellow), minor
(green), deceased (black)

Immediate (red), delayed (yellow), minor
(green), deceased (black)

Immediate (red), delayed (yellow), walking
wounded (green), deceased (black)

Immediate (red), urgent (yellow), delayed
(green), unsalvageable (black)

Sorting (walking, movement, still)
Life-saving interventions

Assess (minimal, delayed, immediate,
expectant, dead)

Immediate (red), urgent (yellow), delayed
(green), expectant (blue), dead

High, moderate, slow (rate of
deterioration)

Priority 1 (red), priority 2 (yellow), priority 3
(green), dead (black)

Priority 1 (red), priority 2 (yellow), priority 3
(green), dead (black)

Immediate (treated first), delayed (6-8
hours), minor, expectant (death without
vast resources)
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Scoring Parameters

Respiratory rate >30, radial pulse or
capillary refill, following commands,
walking, airway

Respiratory rate <15 or >45, palpable
pulse, neurological assessment (AVPU),
walking, airway

Respiratory rate >30, palpable radial pulse,
following commands, walking, airway

Walking, airway, following commands,
palpable radial pulse

Respiratory distress, palpable radial pulse,
following commands, walking, airway,
hemorrhage, survivability

Respiratory rate <10 or >20 or cap refill >2
sec, walking, airway

Respiratory rate, palpable radial pulse,
motor response

Walking, airway, Respiratory rate <12 >22,
heart rate >100, GCS <14

Hemorrhage, walking, airway, responds to
voice, respiratory rate <12 or >24, heart
rate >100,

Open airway




Comparison of Triage Systems (START vs. SALT)

There are numerous disaster triage systems available for use during an MCIL. While many of these systems rely on
similar components, like respiratory rate and mental status exam, to generate a triage category, they are
nonetheless distinct from one another and have differing strengths and limitations. However, present study of
disaster triage has not been able to prove superiority of one system in terms of patient-important outcomes, such
as morbidity or mortality. Research in this area is inherently limited, as determination of outcome validity of these
triage systems requires randomized and controlled studies, which is near impossible to complete within disaster
scenarios. The majority of studies in disaster triage have thus been based on simulations or retrospective reviews,
which while helpful in determination of usability, efficiency, accuracy, and construct validity of triage systems, this
level of evidence is often limited in its ability to generalize to real-world MCI events. Moreover, on review of
literature, it was determined that incorporation of the motor component of Glasgow coma scale (GCS) and the
presence of a radial pulse improved a tool's ability to determine acuity. Considering the strength of evidence
behind each triage system based on the mentioned factors (usability, efficiency, accuracy, construct validity, use of
GCS and radial pulse), two tools - START and SALT - emerged as reasonable options. Both demonstrate
comparable sensitivity and specificity, and have some supporting construct validity evidence, albeit limited. The
definitions of “acuity” remain inconsistent across research, making direct comparison of these tools difficult from a
construct validity perspective.

Consideration of the operational differences between these two systems provides further insight. START has been
widely used for over 30 years but requires the paired use of JumpSTART for pediatric patients, adding to training
demands. SALT, developed in 2008, integrates both adult and pediatric triage into a single algorithm, potentially
reducing training burden. SALT also includes an “Expectant” category to account for survivability and resource
availability, as well as additional Life Saving Interventions (LSIs), such as hemorrhage control and antidote
administration. While evidence is lacking to show these features improve outcomes, they represent thoughtful
considerations for austere resource settings.

Although START/JumpSTART and SALT differ in their structure and operational features, they are considered
interoperable systems to each other. The triage categories they use are aligned such that the acuity of a Red in
START is equivalent to a Red in SALT, and the same applies across other color designations (Yellow, Green, and
Black/Expectant). This alignment ensures that, regardless of which system is applied at the site level, patients will
be prioritized consistently, enabling effective coordination of care and communication across facilities and with
pre-hospital providers.

In summary, both START and SALT are viewed as viable disaster triage systems within the BC health system
context. START offers a long history of use and larger evidence base, but it requires dual training with JumpSTART.
SALT offers operational advantages, including combined adult/pediatric applicability, survivability considerations,
and expanded LSIs, though it has a more limited evidence base to date. From a provincial perspective, however,
SALT is the recommended system to support interoperability across BC, while acknowledging that sites currently
using START/JumpSTART may continue with that approach.
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Recommendations

At the provincial level, interoperability and alignment are key priorities, and therefore the adoption of a single
disaster triage tool is recommended across BC. Although both START/JumpSTART and SALT are acceptable options,
standardization will improve interoperability across the province, reduce training burden, and strengthen
coordinated response to MCIs:

1. Adopt SALT at all acute care sites as the standard disaster triage system.
SALT demonstrates reasonable performance in construct validity, usability, and efficiency, while offering
several operational advantages. It combines adult and pediatric triage into a single tool, which simplifies
training staff and makes it easier to maintain competency. SALT incorporates survivability and resource
allocation considerations, which can be extremely useful in hospitals that are significantly overwhelmed during
an MCL Finally, it includes an expanded list of LSIs which can expand the therapeutic window for patients
waiting for treatment.

Key actions

Health authorities HEMBC

O Adopt disaster triage system, preferably SALT, as | O Review MCI/ Code Orange plans for inclusion of
part of MCI / Code Orange planning and SALT disaster triage system.
preparedness.

O Ensure front line staff are trained on how to
conduct disaster triage, including routine
refreshers.

O Maintain any associated disaster triage materials,
i.e. colour-coded wristbands, tags, or patient
packs.

O Ensure their EHR is aligned with disaster triage
categories.

Alignment across BC hospitals on a single disaster triage system presents an important opportunity to simplify the

complex process of MCI training, education, preparedness, and response. Since hospitals are currently at different

stages of adoption of a disaster triage system, standardization to SALT will require senior level endorsement across
the health system. While there may be some one-time costs incurred related to replacing current systems in place,

the long-term benefit of adopting a single tool far outweighs the initial operational burden.

Patient tracking

Patient tracking during an MCl is a complex and often imperfect process. Tracking patients from the scene to
hospitals as well as between hospitals can be particularly challenging, as not all patients will arrive by ambulance
and not all transported patients will require or receive care. The total number of affected individuals may remain
unclear for hours or even days, as some may self-present to hospitals or clinics well after the event, while others
may never seek medical attention.
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In BC, the absence of a unified patient registration system across all the Health Authorities further complicates
tracking. Multiple systems are currently in use, including Meditech, various versions of Cerner, and other interim
platforms, which do not easily share data across organizations. When patients are transferred between facilities for
higher levels of care or repatriation, they must be manually discharged from one hospital and admitted into
another to avoid duplicating bed counts. This process, while necessary for hospital operations, disrupts seamless
tracking of patient movement within and between health authorities.

Some registration systems now include features to identify “disaster patients,” such as flags or Code Orange
modes. These tools support local awareness and reporting by distinguishing patients directly impacted by the
incident from those already in hospital care at the time of activation. However, these features currently function
only at the site level and do not enable coordinated tracking across facilities or regions.

Given that current EHR systems across BC are not interoperable, a standardized manual tool can help bridge this
gap during an MCIL. The MCI Patient Tracking Template has been developed as a practical, province-wide resource
to support consistent documentation and coordination (see Appendix F). This Excel-based tool captures a minimum
essential data set - including patient name, date of birth or approximate age, sex, condition (critical, serious, non
life-threatening, discharged, or deceased), and current location. The template can be adapted as needed during an
event to include additional relevant markers; however, users should avoid collecting unnecessary information, as
doing so increases operational burden and introduces potential privacy risks. Access to the tracking document
should be strictly limited to those directly involved in patient management and coordination to protect patient
confidentiality while ensuring accurate, timely information sharing.

Disaster Unknown-Patient Nomenclature

A further challenge lies in the naming of unidentified patients, a long-standing issue that becomes significantly
amplified during an MCI. Without a standardized approach, hospitals often assign temporary identifiers such as
Unknown, Unknown-A or triage color codes paired with numbers such as Disaster, Red-One. During large events,
near-duplicate names can create confusion, delay tracking, and increase the risk of patient identification errors.
Thus, establishing a standardized and effective approach to unknown-patient nomenclature is essential for
ensuring accuracy and safety during an MCI. The naming convention used for unidentified patients must be
simple, distinctive, and operationally compatible with existing EHR systems and emergency workflows.

The following principles can guide the development or adaptation of disaster unknown-patient nomenclature
across all hospitals:
1. Names must be sufficiently diverse to avoid confusion.
Each placeholder identity should be unique and easily distinguishable from others in the system. A diverse
set of names minimizes the risk of duplicate or similar patient identifiers, which can lead to documentation
errors, delayed record retrieval, and communication challenges during high-volume events.

2. Names must meet system and interoperability requirements.
Nomenclature must align with the technical requirements of electronic systems and partner agencies,
including:

e Compatibility with EHR character limits and screen display constraints.

e Inclusion of site identifiers or other mandatory components (as required by the health
authority or vendor).
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3. Names should avoid potential sources of confusion.
To reduce the risk of error, nomenclature should:

¢ Avoid real human names, which can inadvertently overlap with non-MCI patients in the system.

e Avoid color-based identifiers, as emergency departments are often divided into color-coded
treatment zones during Code Orange activations, which could cause miscommunication.

e Avoid numerical identifiers, since numbers are commonly used to designate patient locations
(e.g., bed or room numbers), leading to potential confusion in verbal and written
communication.

e Consider cultural appropriateness when developing generic naming nomenclature and what
might be appropriate in one culture might be viewed as inappropriate in others.

These principles are intended to support each HA in designing or adapting a disaster unknown-patient naming
convention that aligns with both local EHR functionality and provincial best practices, ensuring patient traceability
while minimizing the risk of error during high-volume surge events.

Case Study: VCH Disaster Nomenclature Model

After identifying the need to improve their disaster nomenclature, VCH updated and validated a nomenclature
system through a series of Code Orange exercises (2017-2019) and then implemented this approach at all VCH
sites upon Cerner rollout in 2023. Under this model, all pre-created Code Orange patient identities follow a
standardized, easily distinguishable naming convention (see Table 3). This model can serve as an example for other
HAs to adapt to their region and requirements.

Table 3: VCH Disaster Unknown-Patient Nomenclature

______________________________ -
{ Previous nomenclature l
I |
I Last Name First Name Middle Name | Examples |
| [SITE]DISASTER | TRIAGE COLOUR- N/A e [SITE]JDISASTER, RED-ONE |
| NUMBER e [SITE]DISASTER, RED-TWO :
e [SITE]JDISASTER, YELLOW-ONE

' e [SITEIDISASTER, YELLOW-TWO | |
| e [SITE]DISASTER, GREEN-ONE |
| I
N o o o o o o o e e e e e e e e e e e e e e — 4

______________________________ —
{ Current nomenclature |
| |
| Last Name First Name Middle Name | Examples I
| | VPPD MILITARY PHONIC- SITE e VPPD, KILO-L |
| LETTER e VPPD, FOXTROT-Q I
I e VPPD, BRAVO-Y :

e VPPD, DELTA-X

| « VPPD, ECHO-F '
| |
N o e e e e e e o o e e e e e e e e e e e e e e e o o = e = — 7
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Recommendations

1. Whenever reasonable, acute care sites should utilize actual patient identifiers to register incoming MCI
patients.
Site MCI / Code Orange plans should specify that, time permitting, best practice is to register patients
according to their actual and confirmed identity. Registering patients by their actual identifiers allows access to
the medical history and reduces risks of clinical errors. However, full registration should not impede rapid

patient care and entry to hospital, so it is appropriate to switch to pre-made disaster identities in the event of a
rapid influx that overwhelms registration.

Key actions

Health authorities HEMBC

O Incorporate considerations for using actual O Review MCI/ Code Orange plans for triage or
patient identifiers whenever possible into triage registration area to ensure considerations are
and/or registration MCI / Code Orange plans. included to utilize actual patient identifiers
Provide guidance to staff to switch to pre-made whenever reasonable.
disaster identities when required to avoid delays
in patient care.

2. For “Unknown Patients” during an MCI, all acute care sites should utilize a standard nomenclature that
minimizes risk of patient misidentification.
Near-duplicate names pose a significant challenge to patient tracking and increase the risk of clinical errors.
When developing their disaster unknown-patient nomenclature, all sites must avoid names that are too similar
in phonetic and spelling and ensure the nomenclature system works within their EHR. The principles of good
disaster nomenclature, listed above, can serve as guidance for hospitals. Further, the nomenclature from VCH
(MILITARY PHONIC- LETTER) has been tested and accepted and can be considered an example for the province.

Key actions
Health authorities HEMBC
O Implement a disaster unknown-patient O Review MCI/ Code Orange plans for appropriate
nomenclature system that meets the outline disaster unknown-patient nomenclature and
guidance in this framework. advocate for adoption of an approach grounded
O Provide regular training to triage and registration in the outlined principles.
staff on the use of disaster unknown-patient
nomenclature during MClIs.

3. Acute care sites should reconcile registration for “Unknown Patients” during an MCI to their actual
identities as soon as possible and reasonable.
As is the case during routine operations, acute care sites should prioritize reconciling patients who are
registered as “unknown” under the above nomenclature to reflect their actual identity as soon as it is
reasonable to do so. To support this work, sites should have a plan in place to increase support for registration
staff following an MCI if there is a substantial number of identities to be reconciled.
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Key actions

Health authorities

for the registration department, which includes
guidance about how to work with disaster

increasing registration staff following an MCIL.

O During planning, consider any downstream

reconciliation and how to mitigate disruptions.

O Retain record of the unknown disaster
nomenclature within the patient’s EHR to ensure
continuity of care.

O Develop and maintain an MCI / Code Orange plan

unknown-patient nomenclature and a process for

workflows that could be impacted during identity

HEMBC
0O Review MCI/ Code Orange plans for inclusion of
registration staff considerations.

4. All acute care sites should have pre-made disaster registration packs in-place for “Unknown Patients”

during an MCIL.

To support effective utilization of standardized disaster nomenclature and to expedite patient care, acute care
sites should have pre-made disaster packages prepared that include the barcodes, labels, and documentation

that will be required for each incoming MCI patient.

Key actions

Health authorities

O Develop and maintain registration packs for MCI
patients, to be utilized when the regular
registration process is overwhelmed and/or
unknown patients arrive.

using these registration packs.

O Ensure triage and registration staff are trained on

HEMBC
o Review MCI / Code Orange plans for inclusion
of pre-made disaster registration packs.

5. All acute care sites should have a dedicated role in their EOC for patient tracking.
Patient tracking has critical implications on family reunification and communications. To ensure reporting is
done cohesively and without error, each site must identify a designated person who will be responsible for
patient tracking, most easily accomplished through the inclusion of a dedicated role in their EOC. The sample
EOC structures provided in this framework exemplify where such a role would be positioned (see Appendix E).

Key actions

Health authorities

O Assign a staff member to be the patient tracking
lead, ensuring this person is well positioned to
access patient information as required.

O Provide timely updates about number, identities,
and condition of MCI patients in their care.

HEMBC
0O Ensure local EOCs for MCIs / Code Orange have a
patient tracking role.
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6. Regional or inter-health authority EOCs should also have a dedicated role for patient tracking which
consolidates all the information from receiving sites.
When an MCI affects multiple sites or health authorities, the MCI Patient Tracking document can be used to
identify and monitor the location of all MCI patients (see Appendix F). To enable this process, patient tracking
leads from receiving sites must send their patient information to a regional patient tracking lead in order for
cross-site/cross-health authority reconciliation to take place. The sample EOC structures provided in this
framework exemplify where such a role in the regional EOC would be positioned (see Appendix E).

Key actions

Health authorities HEMBC

O Assign a staff member to be the regional patient | O Ensure regional or inter-HA EOCs for MCIs / Code
tracking lead, ensuring this person is well Orange have a patient tracking role.
positioned to access patient information and O Support with establishing patient tracking

provide updates as required. processes, including managing the tracking until

a more appropriate responsible party is
identified.

For future consideration

While the MCI Patient Tracking Template provides an interim solution, the long-term goal should be to establish an
integrated provincial patient-tracking system that enables real-time information sharing across HAs and with key
partners such as BCEHS. Leveraging existing technologies or developing interoperable digital tools could
significantly enhance situational awareness, improve coordination of patient transfers, and reduce the risk of
duplication or data loss. Such a system has application beyond MCIs and would support patient tracking across any
other type of emergency:

1. Provincially, a system should be developed that supports real-time information sharing of
patient information during an MCI.
In order to make the patient tracking process more efficient, a platform should be utilized that
allows key relevant partners to input data and see updates immediately. MS Teams has sharing
capabilities that could be utilized if privacy concerns can be mitigated.

2. BCEHS, HEMBC, and HAs to explore utilizing live geo-tagging technology or other emerging
technologies to support patient tracking from scene to hospital.
While preliminary at this point, technology is being developed and utilized in some contexts that
could support live patient tracking from the scene to the hospital, and beyond. Future MCI
planning between the HAs, HEMBC, and BCEHS should explore the possibility of incorporating
this technology on a provincial scale.

These areas present opportunities for innovation that could significantly improve the way we track patients and
the reduce the associated burden on operational staff. Achieving this outcome would require collaborative
exploration of technical compatibility, privacy safeguards, and funding models, as well as the identification of clear
governance structures to support system-wide implementation.
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Communications

Effective communication is a cornerstone of a coordinated and successful response to an MCI. Communication
systems serve multiple critical functions: supporting internal coordination, informing external partners,
maintaining situational awareness, and managing public messaging. During an MCI, information must move
rapidly and reliably within hospitals, between agencies, and to the public. However, communication is often
strained or disrupted during large-scale incidents, and competing information streams can lead to confusion,
misinformation, or delayed decision-making.

A well-designed communication plan anticipates these challenges by integrating redundancy, clarity, and flexibility.
Hospitals and HAs should ensure that staff are trained in communication protocols, understand their roles within
the MCI response structure, and can adapt when primary systems fail. Just as importantly, communication must
extend beyond the acute response phase to include recovery and staff wellness messaging once the immediate
event concludes.

Internal Communications

Internal communication ensures that hospital staff, leadership, and response teams receive timely, accurate, and
coordinated information during an MCI. Clear internal messaging supports rapid activation of response structures,
efficient use of resources, and staff safety. Internal communication systems must be resilient, adaptable, and
supported by well-trained personnel who understand the established communication pathways and their specific
roles within the emergency response. The following guidance supports effective planning for internal
communication during an MCL:

e Incorporate a robust staff notification system into the MCI communication plan.
Hospitals should establish reliable, multi-modal staff notification systems capable of reaching
large numbers of personnel quickly. Plans must include contingencies in the event of
infrastructure damage, power failure, or system overload to ensure continuity of communication.

e Educate hospital staff on communication pathways, media protocols, and alternative tools.
Staff should receive education on established disaster communication procedures, including the
use of non-traditional tools such as radios or satellite phones. Selected staff—such as charge
nurses, critical care leads, or site commanders—should also receive basic media training to
support professional, accurate communication with journalists who may arrive at the hospital
site.

¢ Incorporate staff debriefing and recovery communications.
Communications planning should extend beyond the response phase to include structured
debriefing, wellness messaging, and psychological recovery communications for staff involved in
the incident. Providing transparent, timely updates and recognition of staff efforts supports
resilience and organizational learning.
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External Communications

External communication connects hospitals and HAs with partners, patients, families, the public, and the media.
Effective external communication promotes situational awareness, manages expectations, and supports public
trust. During an MCI, external messaging must balance transparency with privacy and operational security,
ensuring that accurate information is shared quickly while safeguarding patient confidentiality and maintaining
focus on the clinical response. The following guidance supports effective planning for external communication
during an MCI:

e Incorporate contingency methods for external communication.
Plans must include backup methods for maintaining communication with HA leadership,
emergency services, and other partners if primary systems fail or are overloaded.

e Leverage social media for bi-directional communication.
Social media can be an important tool both for disseminating public information and for
monitoring situational awareness. Hospitals and HAs should establish protocols for using verified
social media channels to share accurate updates, while also monitoring community posts for
early indicators of emerging patient presentations or evolving incident details.

o Disseminate self-care and service information.
Communication plans should include strategies for distributing information to the public about
available medical services, locations of care, and self-care instructions—particularly in cases
involving contamination or infectious exposure.

e Separate communication with media and the public from patient and family interactions.
Hospitals should ensure that patients and families are communicated with before, and separately
from, the media and general public. Physical separation of media areas and family reception
zones helps preserve patient privacy, reduce stress, and maintain professionalism in high-
pressure situations.

MCI Communication Toolkit

To support hospitals in developing clear, coordinated, and timely communication during an MCI, the MCI
Communication Toolkit has been developed as a practical, site-level resource (see Appendix G). The toolkit provides
a collection of templates, sample scripts, and adaptable materials that can be incorporated directly into hospital
emergency operations and communication plans.

The toolkit is designed to help communication leads and operational staff deliver consistent messaging during all
phases of an MCI - activation, response, and recovery. It includes examples for internal notifications, staff updates,
media holding statements, and public information releases, as well as guidance for message approval processes
and documentation.

Hospitals are encouraged to review the toolkit in advance of an incident and tailor the materials to reflect their
local context, organizational structure, and communication systems. By preparing and familiarizing staff with these
standardized tools ahead of time, hospitals can reduce confusion, improve information flow, and ensure
consistent, accurate messaging throughout an MCI response.
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Recommendations

All acute care sites should adapt, scale and customize the MCI Communications Toolkit to their unique

processes and realities.

The MCI Communications Toolkit is intentionally designed to be flexible, allowing each site to tailor the
templates, scripts, and communication workflows to align with their existing emergency operations plans and
to reflect the site’s organizational voice and capacity. By scaling the toolkit appropriately - whether for small
rural facilities or large tertiary hospitals - sites can ensure that communication during an MCl is both
operationally feasible and contextually relevant, supporting a coordinated, timely, and effective flow of

information throughout the event.

Key actions

Health authorities

O Incorporate the MCI Communications Toolkit into
local MCI planning, adapting and scaling the
materials as required (see Appendix G).

O Ensure the Communications role is filled in the
EOC.

HEMBC
0O Share the MCI Communications Toolkit with acute
cares sites during MCI planning and review MCI /

Code Orange plans for inclusion of the outlined
guidance.
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Recovery

The recovery phase of an MCI begins once the immediate threat has passed and the focus shifts from emergency
response to stabilization, restoration, and long-term recovery. Recovery is an essential component of the disaster
management cycle, encompassing not only the restoration of hospital operations and patient care services but
also the well-being of staff, patients, and communities affected by the event.

Effective recovery planning ensures that acute health care facilities can transition smoothly from crisis operations
back to normal functioning while capturing lessons learned to strengthen future preparedness. This phase involves
a range of activities, including debriefing, psychosocial support, data collection, after-action reviews, and
implementation of identified improvements. Recovery is not simply the conclusion of response—it is a deliberate
process of reflection, adaptation, and resilience-building that reinforces the health system'’s ability to respond to
future events.

Recovery activities

Recovery is a critical phase of the MCI cycle, encompassing the actions taken after the immediate response to
restore services, support staff, and strengthen resilience for future events. As defined by the Emergency
Management Framework for Canada and the World Health Organization, recovery involves restoring or improving
health, social, and operational systems in alignment with the principle of “building back better” - ensure that
lessons learned translate into stronger, more sustainable systems.

Within the acute care context, the World Health Organization further identifies recovery as the period following the
clearance of MCI patients from the emergency department. During this phase, hospitals should focus on
replenishing supplies, replacing damaged equipment, supporting staff recovery and debriefing, and restoring the
department to baseline preparedness. Despite its importance, recovery is often underrepresented in hospital MCI
plans and the published literature, underscoring the need for greater emphasis on this phase within acute care
preparedness and response planning.

Recovery involves both operational and human dimensions. Operationally, hospitals must consider that an MCI can
deplete resources beyond normal supply chain capacity. Incorporating business continuity and recovery planning
into MCI preparedness supports early identification and mitigation of potential shortages of critical supplies,
equipment, or blood products. Equally important are the psychosocial aspects of recovery: evidence shows that
responding to MCIs can have lasting effects on healthcare workers’ mental health and well-being. Integrating
mental health and psychosocial supports, including but not limited to self-care, peer support, and access to formal
debriefs or employee assistance programs, should be a routine part of recovery planning.

Currently, linkages between psychosocial support services and MCI responses are largely ad hoc across BC.
Establishing formal connections between existing employee and family assistance programs, provincial
psychosocial resources, and MCI response structures would provide a more consistent and proactive approach to
staff recovery. Recognition of staff contributions during and after an MCI also plays a vital role in maintaining
morale and supporting workforce resilience.
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While MCIs cannot be predicted, deliberate recovery planning allows health authorities and acute sites to reduce
harm to staff, restore system function, and strengthen preparedness for future incidents. Ongoing review of
emerging evidence and best practices will be essential to refine recovery processes and ensure that recovery is
treated as an integral phase of MCI management.

Recommendations

1. All acute care sites should outline recovery needs of both health care staff and the health care system
in their MCI plans.
Site MCI / Code Orange plans should incorporate pre-planned actions to address anticipated recovery needs of
the health care staff and system. In addition to the anticipated recovery needs, each MCI will inherently have
unique factors, necessitating recovery planning to take place within the EOC, through the planning section.

During small MCI responses, the responsibility for recovery planning may be assigned to the Incident
Commander / EOC Director.

Key actions

Health authorities HEMBC

O Define and document the anticipated needs of O Review MCI/ Code Orange plans for inclusion of
staff and supplies during an MCIL. health care staff and system recovery needs.

O Outline procurement and replenishment
procedures.

O Outline staff support processes.

O Ensure the recovery planning role is filled in the
EOC.

2. All acute care sites should include a site-level position in their MCI response plans with the responsibility
to liaise between all impacted departments and HA supply chain logisticians.
Front line staff and managers may not be positioned to independently identify the full consequences of an MCI
related to supply chain, so they should be supported by the EOC for any MCI that exceeds their ability to re-
supply through normal departmental processes. This is most efficiently accomplished by including a Supply
Chain in the EOC or, if unavailable, as a function of the planning section. During small MCI responses, this
responsibility may be assigned to the Incident Commander / EOC Director.

Key actions

Health authorities HEMBC

O Identify a staff member who can fill the supply O Review MCI/ Code Orange plans for inclusion of
chain role in the EOC. supply chain in the EOC structure.

3. AIll MCI activations should trigger automatic deployment of mental health and psychosocial resources
for health care staff, patients, and families.
The minimum level of activation should be defined by the HA in consultation with subject matter experts,
however it is critical that this important resource be included within MCI/ Code Orange plans or processes and
not be left to the ad hoc decisions of responding teams. It is recommended that a formal check-in or defusing
be held within the first 24 hours after an MCI and that each HA defines the approach to scheduling formal
debriefings in consultation with subject matter experts.

MCI Framework for BC Hospitals




Key actions

Health authorities

O Outline available mental health and psychosocial
resources for health care staff, patients, and
families in local MCI / Code Orange plans.

O Include the role of a Psychosocial Section Chief in
the EOC to ensure these resources are deployed
effectively (see Emergency Response Structures
and Appendix E).

O Plan to have psychological safety debriefs for all

impacted staff as soon as possible following the
event, ideally within 24 hours.

HEMBC

0O Review MCI/ Code Orange plans for inclusion of
psychosocial resources for staff, patients, and
families.

MCI recovery should include recognition for those involved within the response.
Site leadership should include recognition of the services provided by staff, volunteers, external personnel, and

donors during MCI recovery based upon the response complexity and involvement. Recognition can include

and is not limited to a mix of formal, informal, and peer-to-peer methods, from public awards and leadership

messages to personal thank-you notes and team-based gestures like lunches or gift cards. Commemorating

the response and responders through plaques or annual messaging can also be considered if appropriate.

Key actions

Health authorities

O Identify the services provided by staff, volunteers,
external personnel and donors during MCI
response and recovery.

O Provide recognition through a mix of formal,
informal, and peer-to-peer methods or other
existing avenues as appropriate.

HEMBC

0O Support the HA with their identification and
recognition of the services provided by staff,
volunteers, external personnel and donors during
MCI response and recovery.

0O Conduct own internal identification and
recognition of services provided by staff through
a mix of formal, informal, and peer-to-peer
methods or other existing avenues as
appropriate.

In partnership with HEMBC, all acute sites should complete a formal debrief as part of an After-Action

Review (AAR) following all MCIs.

AARs are an integral part to maintaining accountability over the response to an MCI, ensuring that successes

and lessons learned are captured and actioned in future planning. In addition, this process can contribute to

the psychological wellbeing of staff, helping them make sense of the event and find closure knowing their

experience will contribute to improvements in future plans and responses.

Key actions

Health authorities

O Ensure staff are able to participate in debriefs
and data collection activities, supporting
psychological safety of participants.

HEMBC
O Facilitate the debriefs, ensuring the psychological
safety of participants.

MCI Framework for BC Hospitals




O Schedule debriefs as soon as possible and O Collect and analyze the information to identify

reasonable following the response to maximize successes, opportunities for improvement, and
recall and ensure lessons learned are captured. clear actional recommendations (i.e. generate
O Adopt a formalized debrief process which starts AAR report).

with and cascades from debriefs for all impacted
units/departments followed by a site-based
debrief and culminating in a regional health
authority debrief if required.

O Maintain responsibility for implementation of
recommendations from the AAR report.

Conclusion

MCIs are, by nature, unpredictable and high-impact events that test the resilience and coordination of the entire
health system. While we hope that such events never occur, preparation remains essential to ensure that when
they do, our response is timely, organized, and effective. This framework provides an evidence-informed
foundation for improving provincial readiness and response by standardizing approaches, tools, and expectations
across British Columbia’s hospitals.

The recommendations outlined throughout this framework are based on current best practices, expert consensus,
and lessons learned from both local and international experiences. Their adoption represents a critical opportunity
to strengthen interoperability, enhance coordination between agencies, and ensure a consistent, system-wide
approach to MCI preparedness, response, and recovery. Implementing this framework will also promote greater
equity and efficiency in how hospitals across the province manage surge events, communicate during crises, and
support patients and staff through the full disaster cycle.

Ultimately, preparedness for MCls is not only about readiness for rare large-scale events but also about building
everyday resilience within our health system. Through continued collaboration, training, and improvement, BC's
health authorities can collectively build the structures, partnerships, and capabilities needed to safeguard patients,
support healthcare workers, and sustain high-quality care under extraordinary circumstances.
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Appendix A: Acronyms

AAR After Action Review

AER After Exercise Review

BC British Columbia

BCEHS British Columbia Emergency Health Services
C&W Children and Women's (Hospital)

ECCC Environment and Climate Change Canada
ED Emergency Department

EHR Electronic Health Record

EOC Emergency Operations Centre

FAP Functional Area Plan

FNHA First Nations Health Authority

HEMBC Health Emergency Management British Columbia
HICS Hospital Incident Command System

LSI Life-Saving Intervention

MCI Mass Casualty Incident

MSEL Main Sequence of Events List

PHSA Provincial Health Services Authority

VCH Vancouver Coastal Health

MCI Framework for BC Hospitals




Appendix B: HEMBC Provincial MCI Project Structure

HEMBC SLT

Project sponsors

Project leads

Project coordinator

Steering committee

HEMBC working group

Fraser Health
Medical expert
Operations leader

Providence Health
Medical expert
Operations leader

BCEHS
Medical expert
Operations leader

1

Interior Health
Medical expert
Operations leader

Northern Health
Medical expert
Operations leader

Vancouver Coastal

Trauma Services BC
Medical expert
Operations leader

Medical expertise
Associate Medical Director
*Physicians from steering committee
*as needed

Lower Mainland
VCH/PHC
FH
PHSA C&W

Medical expert
Operations leader

Island Health
Medical expert
Operations leader

Emergency Care BC
Medical expert
Operations leader

Island Health

Interior Health

FNHA
Medical expert
Operations leader

PHSA C&W
Medical expert
Operations leader

MCI Framework for BC Hospitals
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Appendix C: Functional Area Plan Templates

For access to and support with completing the FAPs, please contact your regional HEMBC team. If you're unsure
who to reach out to, email HEMBC@phsa.ca and we will direct your inquiry.

Functional area plan template: Emergency Department

linsert specific heaith authority logo herel Code Orange: Functional Area Plan
Emergency Department - [Specific Area]

Code Orange

Functional Area Plan

Emergency Department -

What is a Code Orange?
A Code Orange (mass casualty/disaster) is activated when an event stresses campus operations and
impairs the organization’s ability to maintain normal service levels.

Examples of potential events that could lead to Code Orange being activated:
. Natural disasters (earthquakes, snowstorms, floods)
. Mass casualty events (bus accident, plane crash)

Purpose/Objective

The purpose of this plan is to outline the needs and actions required by your unit/department to
support the relocation, expansion or temporary creation of a specialized department for the duration
of a Mass Casualty Event. This plan is complementary to and relies on the principles outlined in the
Code Orange procedure found in the site’s Emergency Response and Code Manual.

Contents
¢ Functional Area Information
e Code Orange Stages
¢ Map of Functional Area
e Code Orange Staffing
e Setup and Preparation of Area
e Decanting
e Reporting Structure
e Treatment areas & Patient flow
¢ Finalize Plan
¢ Plan Maintenance
e Appendix A —Job Action Sheet
e Appendix B — Mass Casualty Reporting Structure

Date of Plan: [Publish Date]

Document prepared by:

MCI Framework for BC Hospitals
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[Insert specific health authority logo here]l

Code Orange: Functional Area Plan
Emergency Department - [Specific Area]

Functional Area Information

Functional Area Objective

What does your area do?

Number of beds
(for patient care areas)

Current

Activation

Describe current number of beds
in area.

Describe number of beds area
could accommodate.

Location: [Building/Floor/Room]

Insert location

Hours of Operation

Insert hours of operation

Functional Area Contact Number

Insert unit/department phone number

Reports to: (see Appendix B)

Insert reporting structure

Emergency Operations Centre Location

Insert location of EOC

EOC Telephone Number

Insert phone number, if applicable

Location of Emergency Response Kit
(if applicable)

Insert location of kit, if applicable

July 2024

HEMBC
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Diessert speckic healthowfharity/logo here] Code Orange: Functional Area Plan
Emergency Department - [Specific Area]

Code Orange Stages

Code Orange can be activated at any stage.

Insert stage as it applies to your site

e Short definition of this stage

Stage

e Short definition of this stage

Stage

e Short definition of this stage
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

Emergency Department - [Specific Area]

Functional Area Map

Insert functional area map here

July 2024 HEMBC Page 4 of 12



fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

Emergency Department - [Specific Area]

Code Orange Staffing

Identify staffing levels and the skill sets required for your functional area.

1. Add positions/titles that are required in your functional area
2. ldentify the number usually present
3. Identify the number required for a Code Orange functional area activation

[0}
4
=]
z
Position o S S S S 5 5 S <

o = = = = = = = =
- (%] (%] (%] (%] (%] (%] (%] wv
%) o o o o o o o (@)
oY) o o o o o o o o
© £ £ ut ut € € s £
e o] o] 0] 0] 0] 0] 0] 0]
'><' (%] (%] (%] (%] (%] (%] (%] 1%}
i £ £ £ £ £ £ £ £

Day

Regular Afternoon/
Staffing Evening

Night

Day

Afternoon/

Evening

Night
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Diessert speckic healthowfharity/logo here] Code Orange: Functional Area Plan
Emergency Department - [Specific Area]

Setup and Preparation of Area

Identify any actions that need to be taken to prepare the physical space. For example, describe how you
would convert the identified space, how long will it take to convert, and any limitations of this space.

If you are making a significant change to how your physical space functions, it is recommended that you
include a map in this section.

Activity Details
Ex: Identify Area Leader Identify Area Leader, who will lead all actions
Review staffing needs Asses staffing needs, activate fan out if necessary

Designate roles to initiate calls. [insert where phone list is located]

Assess current capability Assess and provide a Status Report of current patient care capabilities.

Decant patients out of the ED | Review emergency patients to determine who could be
discharged/admitted or transferred to a less acute area.

Use a scaled decanting approach.

Initiate rapid decanting order sets/processes, if available.

Housekeeping Have housekeeping clean any dirty rooms.

Assess supplies/equipment Assess critical equipment and supply needs. Consider hyperlinking forms to
this document

Request equipment supplies from in-hospital replenishment

Determine blood product supply

Click or tap here to enter text. Click or tap here to enter text.
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Diessert speckic healthowfharity/logo here] Code Orange: Functional Area Plan
Emergency Department - [Specific Area]

Decanting Process

Decanting is a process that is used to rapidly create inpatient surge capacity and refers to the identifying
hospitalized patients who can be most safely discharged or transferred to a lower acuity level of care.
Note, this section only applies to clinical areas.

Outline the decanting process in your functional area in the event of a Code Orange.

Person Responsible Activity Details
Insert person responsible Who is deciding on discharge? (physician in area + nurse?)
Insert person responsible Consider ward staff availability to come to ED to transfer patients
Insert person responsible Is there a waiting area for patients who can't be picked up right away

but are safe for discharge?

Insert person responsible What documentation exists to give to patients who are discharged
due to a code orange?

Insert person responsible Click or tap here to enter text.

*If this section does not apply to your area, write N/A*
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

Emergency Department - [Specific Area]

Reporting Structure

Outline the reporting structure within your functional area in the event of a Code Orange.

Insert org chart below.
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

Emergency Department - [Specific Area]

Treatment Areas and Patient Flow

SALT Mass Casualty Triage — Route to Transfer

Treatment Areas

Write where in the department these patients would be
directed to

YELLOW Delayed Write where in the department these patients would be

directed to

Write where in the department these patients would be
directed to

Write where in the department these patients would be
directed to

Deceased Write where in the department these patients would be
directed to
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Diessert speckic healthowfharity/logo here] Code Orange: Functional Area Plan
Emergency Department - [Specific Area]

Finalize Plan

After completing Functional Area Plan, please carry out the following activities:

Insert health authority and site/unit specific activities for plan finalization and maintenance below. See
example:

O Print and insert the completed plan into the Emergency Response and Code Manual(s), behind the
Code Orange tab or the Department tab.

[ Print ten (10) copies of the form listed below and insert it into the Emergency Response and Code
Manual(s), behind the Code Orange or the Department tab.

e Unit/Department Status and Request Form — link to your unit/site specific forms
[ Email the completed plan to your HEMBC Specialist.
[0 Assemble Code Orange Supplies and Equipment, as applicable to your unit.
The above materials can be found in the following locations:

e Health Authority Emergency Management Intranet Page
e Emergency Operations Centre
e Emergency Response and Code Manual

HEMBC is responsible for posting the plan online and ensuring a copy is provided to the Emergency
Operations Centre (EOC).

Plan Maintenance

This plan is intended to be reviewed annually and updated every three (3) years. The Unit/Department
Manager is responsible for the activities below:

[ Review the plan and supplies/equipment on an annual basis (12 months) from the publish date.
There is no requirement to provide updates to your HEMBC Specialist, unless significant changes are
made.

[1 Update the plan and supplies/equipment based on a three (3) year cycle from the publish date.
Email the updated plan to your HEMBC Specialist.

If there are significant changes to the plan outside of the review cycle, update and email the revised plan
to your HEMBC Specialist.
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fussextpenifc heclvomthurty bogo herc Code Orange: Functional Area Plan

Emergency Department - [Specific Area]

Appendix A —Job Action Sheet

[Role - leader of this area/process]

[High-level description of the purpose of this role]

High Priority Actions

a X

Additional Actions

a X
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Disomns speciic Resithvautivachy oo herel Code Orange: Functional Area Plan

Emergency Department - [Specific Area]

Appendix B — Mass Casualty Reporting Structure

EOC Director/
Incident Commander

—

Medical Staff Director

Mass Casualty Incident:
Reporting Structure for
Acute Hospital
(SAMPLE)

Administrative Support
(x2)

Information
(Corporate Communications)

] Liaison
[Health Emergency Management)

Security
{Integrated Protection Services)

Risk Management
(Integrated Risk Management)

Ethics
{Corporate Ethical Services)

Operations Planning Logistics Psychosacial Finance
Section Chief Section Chief Sectimlw Chief Section Chief Section Chief
[ ] | | |
patient Care Ancillary Services P;::ient Tg:a:lking Supply Resources Support Resources Human Resources SUF!PLBHZEWiCES
T T e {Access & Flow) Leader Leader Leader eader
Leader | |
In-Patient Care Treatment Area  — . .
B B Patient Release of n Facilities g L. Staff Support
Unit Leader Unit Leader — Laboratory | | Information - Housekeeping Maintenance and Physician Pool Ares
Coordinator Operations
Surgical Units Triage Area — Pevehoceen|
l— Medical Imaging L Laundry / Linen Labour Pool m v
Support Area
—  Registration Biomedical
Maternity Units Immediate — Services Enai :
Treatment Area — Pharmacy L Nutritional Supply ISl Volunteer Pool 1 DepeT;:t Car=
Decanted Patient
e P Assessment & Pick " :
Pediatric Unit Delayed Treatment —] L A L Sterile Processing ' -
Area | Respiratory Thearpy| up Area (Discharge) L In-Hospital |- Family Waiting
Replenishment AIea
Critical Care Units Minor Treatment — - Parters AT T
Area L Morgue 1 o
Psychiatric Care Decontamination
Units Area
Medical Units Expectant Area
Adult Care
**CW Only**

July 2024

HEMBC

Page 12 of 12



Functional area plan template: Non-emergency areas

[isersperic hesitivasthcrity logo herel Code Orange: Functional Area Plan
[Specific Area]

Code Orange

Functional Area Plan

What is a Code Orange?
A Code Orange (mass casualty/disaster) is activated when an event stresses campus operations and
impairs the organization’s ability to maintain normal service levels.

Examples of potential events that could lead to Code Orange being activated:
. Natural disasters (earthquakes, snowstorms, floods)
*  Mass casualty events (bus accident, plane crash)

Purpose/Objective

The purpose of this plan is to outline the needs and actions required by your unit/department to
support the relocation, expansion or temporary creation of a specialized department for the duration
of a Mass Casualty Event. This plan is complementary to and relies on the principles outlined in the
Code Orange procedure found in the site’s Emergency Response and Code Manual.

Contents
e Functional Area Information
e Code Orange Stages
¢ Bed Capacity
e Code Orange Staffing
¢ Setup and Preparation of Area
e Decanting
e Reporting Structure
e Finalize Plan
¢ Plan Maintenance
e Appendix A - Job Action Sheet
¢ Appendix B — Mass Casualty Reporting Structure

Date of Plan: [Publish Date]

Document prepared by:

MCI Framework for BC Hospitals




[Insert specific health authority logo here]'

Code Orange: Functional Area Plan

[Specific Area]

Functional Area Information

Functional Area Objective

What does your area do?

Number of beds
(for patient care areas)

Current

Activation

Describe current number of beds
in area.

Describe number of beds area
could accommodate.

Location: [Building/Floor/Room]

Insert location

Hours of Operation

Insert hours of operation

Functional Area Contact Number

Insert unit/department phone number

Reports to: (see Appendix B)

Insert reporting structure

Emergency Operations Centre (EOC)
Location

Insert location of EOC

EOC Telephone Number

Insert phone number, if applicable

Location of Emergency Response Kit
(if applicable)

Insert location of kit, if applicable

July 2024

HEMBC
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan
[Specific Area]

Code Orange Stages

Code Orange can be activated at any stage.

Insert stage as it applies to your site

e Short definition of this stage

Stage

e Short definition of this stage

Stage

e Short definition of this stage

July 2024 HEMBC Page 3 of 11



fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan
[Specific Area]

Bed Capacity

[Unit/Department]
Current Bed Capacity Additional Bed Capacity
(Regular functional capacity) (Additional equipment and supplies required to support
patient care)
Total | X Total | X
Location # Capacity Details Location # Capacity Details
(Bed/Pt) (Bed/Pt)
X X X X X X
X X X X X X
X X X X X X
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

[Specific Area]

Code Orange Staffing

Identify staffing levels and the skill sets required for your functional area.

1. Add positions/titles that are required in your functional area
2. ldentify the number usually present
3. Identify the number required for a Code Orange functional area activation

Position

Ex: Registered Nurse

Insert position
Insert position
Insert position
Insert position
Insert position
Insert position
Insert position
Insert position

Day

Regular Afternoon/
Staffing Evening

Night

Day

Afternoon/
Evening

Night
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fissexi speciic Reairvathortiy oo herel Code Orange: Functional Area Plan
[Specific Area]

Setup and Preparation of Area

Identify any actions that need to be taken to prepare the physical space. For example, describe how you
would convert the identified space, how long will it take to convert, and any limitations of this space.

If you are making a significant change to how your physical space functions, it is recommended that you
include a map in this section.

Activity Details
Ex: Identify Area Leader Identify Area Leader, who will lead all actions
Review staffing needs Asses staffing needs, activate fan out if necessary

Designate roles to initiate calls. [insert where phone list is located]

Assess current capability Assess and provide a Status Report of current patient care capabilities.
Initiate decanting processes Review patients who could be discharged/transferred to alternate levels of
care.

Use a scaled decanting approach.

Housekeeping Have housekeeping clean any dirty rooms.

Assess supplies/equipment Assess critical equipment and supply needs. Consider hyperlinking forms to
this document

Request equipment supplies from in-hospital replenishment

Determine blood product supply

Click or tap here to enter text. Click or tap here to enter text.
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fissexi speciic Reairvathortiy oo herel Code Orange: Functional Area Plan
[Specific Area]

Decanting Process

Decanting is a process that is used to rapidly create inpatient surge capacity and refers to the identifying
hospitalized patients who can be most safely discharged or transferred to a lower acuity level of care.
Note, this section only applies to clinical areas.

Outline the decanting process in your functional area in the event of a Code Orange.

Person Responsible Activity Details
Insert person responsible Who is deciding on discharge? (physician in area + nurse?)
Insert person responsible Consider ward staff availability to present to ED to transfer patients
Insert person responsible Is there a waiting area for patients who can't be picked up right away

but are safe for discharge?

Insert person responsible What documentation exists to give to patients who are discharged
due to a code orange?

Insert person responsible Click or tap here to enter text.

*If this section does not apply to your area, write N/A*
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

[Specific Area]

Reporting Structure

Outline the reporting structure within your functional area in the event of a Code Orange.

Insert org chart below.
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan
[Specific Area]

Finalize Plan

After completing Functional Area Plan, please carry out the following activities:

Insert health authority and site/unit specific activities for plan finalization and maintenance below. See
example:

O Print and insert the completed plan into the Emergency Response and Code Manual(s), behind the
Code Orange tab or the Department tab.

[ Print ten (10) copies of the form listed below and insert it into the Emergency Response and Code
Manual(s), behind the Code Orange or the Department tab.

e Unit/Department Status and Request Form — link to your unit/site specific forms
[ Email the completed plan to your HEMBC Specialist.
[0 Assemble Code Orange Supplies and Equipment, as applicable to your unit.
The above materials can be found in the following locations:

e Health Authority Emergency Management Intranet Page
e Emergency Operations Centre
e Emergency Response and Code Manual

HEMBC is responsible for posting the plan online and ensuring a copy is provided to the Emergency
Operations Centre (EOC).

Plan Maintenance

This plan is intended to be reviewed annually and updated every three (3) years. The Unit/Department
Manager is responsible for the activities below:

[ Review the plan and supplies/equipment on an annual basis (12 months) from the publish date.
There is no requirement to provide updates to your HEMBC Specialist, unless significant changes are
made.

[1 Update the plan and supplies/equipment based on a three (3) year cycle from the publish date.
Email the updated plan to your HEMBC Specialist.

If there are significant changes to the plan outside of the review cycle, update and email the revised plan
to your HEMBC Specialist.
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fussertopienitc Heclrouihorty logo herel Code Orange: Functional Area Plan

[Specific Area]

Appendix A —Job Action Sheet

[Role - leader of this area/process]

[High-level description of the purpose of this role]

High Priority Actions

a X

Additional Actions

a X
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[Insert specific health authority logo here]|

Code Orange: Functional Area Plan
[Specific Area]

Appendix B — Mass Casualty Reporting Structure

Medical Staff Director

EOC Director/
[ Incident Commander

Administrative Support
(x2)

Information

{Corporate Communications)

Security

(Integrated Protection Services)

u Liaison
{Health Emergency Management)

Ethics
(Corporate Ethical Services)

Risk Management
(Integrated Risk Management}

Mass Casualty Incident:
Reporting Structure for
Acute Hospital
(SAMPLE)

Operations

Section Chief
|

Patient Care
Services Leader

Ancillary Services
Leader

In-Patient Care Treatment Area
Unit Leader Unit Leader
Surgical Units Triage Area
Maternity Units Immediate
Treatment Area

Pediatric Unit

Delayed Treatment
Area

Critical Care Units

Minor Treatment

Area
Psychiatric Care Decontamination
Units Area
Medical Units Expectant Area
Adult Care
**CW Only**

Planning
Section Chief

Patient Tracking

- Laboratory

L. Medical Imaging

- Pharmacy

|—Respiratory Thearpy|

L Morgue

|
Logistics
Sectioin Chief

Psychosacial
Section Chief

Supply Resources

Support Resources

Human Resources

Support Services
Leader

{Access & Flow) Leader Leader Leader
Leader | |
Patient Release of , Facilities .
Information [ LeekesEkE Maintenance and piEicaniioc)
Coordinator Operations
L Llaundry / Linen Labour Pool
—  Registration Biomedical
Services Engineering

Decanted Patient
|| Assessment & Pick
up Area (Discharge)

L Nutritional Supply

Volunteer Pool

- In-Hospital
Replenishment

L Sterile Processing

L Parters

L Staff Support
Area

l—  Psychosocial

L Dependanrt Care
Area

L. Family Waiting
Area

L Cultural Support

Support Area

Finance
Section Chief
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Appendix D: Sample Exercise Program

For access to and support with an MCI exercise program, please contact your regional HEMBC team. If you're unsure who to reach out to, email

HEMBC@phsa.ca and we will direct your inquiry.

Note, the greyed-out section indicates a break in work based on the summer season, where there are often fewer staff able to assist with planning and

training.

Task | Description

Oct
1 Planning & preparation
1.1 Initial planning discussion
1.2 Confirm objectives
1.3 Develop work plan / project plan
1.4 Invitation to core planning team
1.5 Develop risk management plan
1.6 Meet with functional area leadership

1.7 Develop budget proposal / request

1.8 Approval of budget

1.9 Develop communication plan

1.10 | Rollout communication plan

2 Exercise development

2.1 Develop scenario & narrative of events

2.2 Develop patient cards

2.3 Confirm patients (actors, cards or mannikins)
2.4 Finalise MSEL

2.5 Confirm key interest holder involvement

MCI Framework for BC Hospitals

Dec

Jan

Q4
Feb

Mar

Apr

Q1
May

Jun

Jul

Q2
Aug

Sep

Oct

Q3

Nov

Dec

Jan

Q4
Feb

Mar
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2.6

2.7

3.1

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

4.11

4.12

4.13

414

5.1

5.2

5.3

54

Schedule supporting staff

Finalize & send out handbooks

Development of functional area plans
Participating areas develop or update FAPs
Education & training

Seminar: Cultural safety during MCI (leaders)
Seminar: Cultural safety during MCI (physicians)
Seminar: Cultural safety during MCI (ED staff)
HICS training (leaders)

Drill: Activation & triage (ED staff)

Workshop: Decanting (ED staff & physicians)
Functional exercise (leaders)

Drill: Fan out (all staff)

Seminar: Previous MCIs & current plan (leaders)
Seminar: Previous MCIs & current plan (ED staff)
Seminar: Previous MCI & current plan (physicians)
Seminar: Previous MCIs & plan review (clinical)
Seminar: Previous MCI & plan review (non clinical)
Seminar: Previous MCIs & plan review (security)
Preparation for exercise (2 weeks prior)
Seminar, 15 min: MSEL & injects (leaders)
Huddle: Training on FAP & exercise (ED staff)
Huddle: Training on FAP & exercise (physicians)

Huddle: Training on FAP & exercise (clinical)
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5.5

5.6

6.1

6.2

7.1

8.1

8.2

8.3

8.4

8.5

8.6

Huddle: Training on FAP & exercise (non clinical)
Huddle: Training on FAP & exercise (security)
Conduct exercise (day-of)

Pre-exercise check-in with staff

Full scale exercise

After exercise report (AER)

Deliver AER to leadership

Action the AER improvement plan
Seminar/drill: AER recommendations (leaders)
Seminar/drill: AER recommendations (physicians)
Seminar/drill: AER recommendations (ED staff)
Seminar/drill: AER recommendations (clinical)
Seminar/drill: AER recommendations (non clinical)

Seminar/drill: AER recommendations (security)
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Appendix E: Sample EOC Structures

For access to and support with emergency response structures, please contact your regional HEMBC team. If you're unsure who to reach out to, email
HEMBC@phsa.ca and we will direct your inquiry.

Local Hospital EOC Structure

EOC Director/
[ Incident Commander

Mass Casualty Incident:
prmp——— Reporting Structure for
= Acute Hospital

[Ccrpnraltne’oCnmn‘la;:‘ljl:ications] B (SAM PI—E)

| | Liaison
{Health Emergency Management)

Medical Staff Director

Security
{Integrated Protection Services)

| | Risk Management
Ethics (Integratec Risk Management)

{Corporate Ethical Services)

Operations Plarning Logistics Psychosocial Finance
Section Chief Section Chiof Section Chicf Section Chief Sectian Chief
' I
[ | [ | ]
Patient Care Ancillary Services Patient Tracking Supply Resources Support Resources Human Resources Suppart Services
e e IAccess & Flow) Leader Leacer Leacer Leader
Leadler ] |
[ Irl-_lpa':lﬁ m;a re TTJ‘HTLert e Laborato Paticnt Release of Housekeepir Eaciines Physician Poal e
QitLeacen piles0er B . | | Information B L | | Maintenance and b Area
Coordinator Operations
L1 Surgical Units Triage Area | - .
i 7 7 -  Psychosocial
L— Mecical Imaging | Laurdry / Linen Labour Pool
Suppaort Area
- Registration Biomedical
—  Maternity Units Immediate — Services . Engineering || Depencant Care
Treatmenrt Area - Pharmacy — Mutritional Supply Waolunteer Pool s
Decartec Patiert
| Pediatric Unit Delayed Treatment — || Assessment & P'°k| | Sterile Processing s
Area | Respiratory Thearpy up Area [Discharge) - In-Hospital | ;': 8
Replenishment TE]
= Critical Care Units Minor Treatment e — Porters Cuttural Support
Area L Morgue
- Psychiatric Care Decontamination —f
Units Area
Mecical Units Expectant Area
L Adult Care
**CW Only**
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Regional Health Authority EOC

EOC Director/

L e —— M Mass Casualty Incident:

[ [ ——— Reporting Structure for

i — e Regional Health Authority
(SAMPLE)

BCEHS Liaison

BC Children's & BC
Women's Liaison -

Information
(Corporate Communications)

| | Liaison
(Health Emergency Management)

Other External Agencies
{as neacded) b — Security
{Integrated Protection Services)

| Risk Management
Ethics {Integrated Risk Management)

{Corporate Ethics Services)

Operations Planning Logistics Psychosocial Finance
Section Chief Section Chief Section Chief Section Chief Section Chief
| | | — 1 — 1
Impacted Sites/ Regional Programs Patient Tracking L Human Resources | | Family
Communities of Care Reunification
| Facilities
|| Receiving site/CoC Advaue Bagin — Maic?tenar?ce i Staff Psychosacial
erations =

- Laboratory P Support
L Receiving site/CoC L Situation Unit

— Medical Imaging Supply Chain L Indigenous Health
L Receiving site/CoC

| Pharmacy
| Receiving site/CoC

| _|UPCC, Primary Care,

HH, HS, MHSU, LTC

L Supporting site/CoC

- IPAC
L Supporting site/CoC

MCI Framework for BC Hospitals




Appendix F: MCI Patient Tracking Template

For access to this patient tracking template, please contact your regional HEMBC team. If you're unsure who to reach out to, email HEMBC@phsa.ca and
we will direct your inquiry.

MCI patient tracker: [Event name]
Last updated: [DD-Mon-YYYY at HH:MM] Updated by: [Name, Role]

Disaster Nomenclature Last Name First Name Sex DOB or Approx Age Patient Location Patient Status Disposition Being transferred to Additional Comments

Last name, First name

If known If known (M / F / Other) YYYY-MM-DD Current site Choose from drop down Choose from drop down Receiving site i.e. accepting service, estimated time of transfer, ete.
- | - | [~ - | - | [~ [~ [~ -

MCI Framework for BC Hospitals
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Mass Casualty Incidents: Communication Toolkit
For site-level communications and operations
HEMBC, Provincial MCI Project Team
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Communications Toolkit: Overview

What is a Mass Casualty Incident?

A mass casualty incident (MCI) is a sudden event that causes a surge of patients, which overwhelm the
health system resources of one or more acute care facilities. Acute care facilities have Code Orange-MCl
response plans for responding to and managing an MCI.

Purpose of this toolkit

This toolkit is intended to guide and recommend site-level communications when planning for, responding
to, and recovering from MCls by providing scalable templates and tools. This toolkit is not prescriptive,
rather suggestive, to support the communications components of existing MCl plans.

Who is this toolkit for?

e MCI EOC Director, who delegates functions to:
o Communications-command team
o Operations section

The toolkit guides MCI communications tasks that are both for communications-command teams, as well
operational teams. It is recommended that the EOC director delegate activities and pages within this
toolkit to the respective team in charge of that work.

Ve

A Tasks recommended for communication teams are noted with blue text boxes.

v
Tasks recommended for operational communications are noted with orange text boxes.
.

How to use this toolkit
1. Readthe MCI job action sheet for site-level communications
2. Review the suggested MCI communications responsibilities for site-level communications teams,
operational teams, health authority corporate communications teams
3. Godirectly to the tool that supports your work

Target Audiences
Strategies and templates are included for communicating to 3 primary audiences:
1. Health care staff

2. Patients and families
3. Media and the public

HEMBC

Health Emergency
Management
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Content Flow

— Job action sheet
Roles and responsibilities

Response

Staff Communications

Overhead announcement

Group chat alerts

“Keeping You Informed” Email to all-staff

Ground communications between units

Patient and family communications
Patient speaking notes
Family speaking notes

Call centre scripts

Media and public communications

Media protocol for health facilities

Recovery

All clear email memo
r—— Communications debrief

Planning

pe  [\|C| Planniing all-staff email
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Mass Casualty Incident: Communications Toolkit
For site-level communications

MCI Job action sheet: Site-level Communications tasks

Action Items

[l Receive briefing about the mass casualty incident from EOC director or designate
Upon direction of EOC, and if applicable:

[J Ensure overhead announcement that Code Orange alert has been made

[l Ensure Code Orange email notification has been sent through contact centre

'l Notify leadership in impacted units and departments

[J Contact health authority corporate communications team

[l Review your Media protocol Communication Plan

[J Establish runners or information form to send messages between operational units
to ensure steady flow of information

[ Distribute patient and family keynote cards to staff at family reception stations,
patient care areas, patient information call-line

[J Set up a Patient Information call line to dispatch a family’s phone calls to appropriate
receiving site

71 Email a “Keeping You Informed” memo
1 Once MCI is over, resend initial Code Orange email with “All-Clear” status

71 Send an email concluding the MCI response and thanking all staff

HEMBC Page 4 of 16
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Mass Casualty Incident: Communications Toolkit

For site-level communications

Communications roles and responsibilities

Y
*~* Operational teams

» MCI communication between units
within site

» Staff notifications and alerts
» Patient and family communications

» Alerting health authority corporate
communications about the MCI

November 2023

L[ —
-Communlcatlons teams

HEMBC

Health Emergency

Management

Health facility staff communications
Establishing Patient Information call-line

Media and public communications,
including media enquiries, social media
messages, news releases

Liaising with Ministry of Health and
communications departments of
responding agencies

Determining communications lead if
multiple jurisdictions involved

Directing patient and families to the

appropriate health facility and family
reception centre

Page 5 of 16



Mass Casualty Incident: Communications Toolkit
For site-level communications

Response

Staff Communications

The following are placeholders and templates for communicating to staff during an MCI
RESPONSE.

)
‘ )Overhead announcement

'Y
.’ Use an overhead announcement to notify the site about an incoming MCI

[INSERT YOUR CODE ORANGE OVERHEAD ANNOUNCEMENT SCRIPT]

Example: CODE ORANGE: Insert MCl Descriptor has occurred on Date at Time. First patients expected to
arrive in Insert Time. Please report to your station and supervisor to provide immediate support.

What to consider for you message:
Incorporate redundancies—not all overhead speakers work
Use commands—be direct about what you need from those receiving the message
Provide opportunity for follow up—who can staff ask for more information? Where can they go
to provide support? When will the next update be?

0
4 Direct alert notifications

.I
.’ Use this memo template for group chats, mass texts, SnapComms and other notification
methods to notify operational teams about an incoming MCI/Code Orange.

Team,

Code orange: an [Insert MCI Descriptor] has occurred on [Date] at [Time]. The first patients are expected
to arrive in [Insert Time]. For those currently working, please report to your station and supervisor to
provide immediate support. To those on-call, please standby for possible call-in.

We will share patient compositions here as soon as we have them.

Patient compositions are as follows:

Xgreen

X yellow

Xred

November 2023 HmHBealt?Emergency Page 6 of 16
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Mass Casualty Incident: Communications Toolkit
For site-level communications

©)
Email a “Keeping You Informed” memo to all-staff

A Once Code Orange is in a prolonged state, use this email template to keep all site staff informed about
Code Orange.

To: all staff operations, clinical and administration
Subject: CODE ORANGE Status Update: Keeping You Informed
*Mark as urgent*

Dear staff,

Background

"This message is to notify staff of [Insert Hospital] that [Insert MCI Descriptor] has occurred on [Date] at
[Time]. [Insert Hospital]'s physical environment and staff safety [is/is not] affected by this incident.
*Provide guidance on how staff can help safeguard the internal environment, if necessary.*

EOC status

The EOC is located in [room #] and continues to be operate 24/7 or from [time] to [time], daily. Food is
delivered periodically. A staff sleeping and rest room has been set up in [room #].

[X staff] will be coming in at [time] to provide relief for staff working in the EOC. Please ensure thorough
handovers.

Next steps
To those currently working, please report to your unit and supervisor to provide support to ongoing
patients. To those on-call, please standby for possible call-in.

Safety and Wellness [If staff and staff family are affected]:

We recognize that staff and their family could be affected by this incident and we stand with you. Please
speak with your supervisor about your family safety and wellness needs at this and we will support you.
Please take care yourself and your family. You are our priority during this difficult time and we will get
through this as a team.

We will continue to relay information through direct reporting lines, as well as by email and group chat
channels to keep you informed and to identify where support is needed. The next Keeping you Informed
email will be sent at [time]

Thank you for your dedication and service to providing patient-centred care,

Signature

November 2023 HEMBC

Health Emergency
Management
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Mass Casualty Incident: Communications Toolkit
For site-level communications

'Y
o9 . . .
<~ Ground communications between units

.l
" How are units communicating with each other about what they need?

Charge runners or distribute forms with exchanging information between key response function
including, but not limited to, the EOC, the emergency department, perioperative units, critical

Sourcing information: Sending information:

e Information flows: Is there any e Information flows: X person from Y unit
information you need from another unit needs to know Z. Do you have that
that | can get for you? information? IF NO, where can | go to get

it?

e Information baselines: Do you have all
the information you need to do your job e Information baselines:
right now? o Xunit needs a direct line of

communication to Y unit.

e Resource intelligence: Are there any o B unitis getting overwhelmed
resources that | can check the status of and needs less information
for you? What resources are you requests from C unit
uncertain about that you need right
now? e Resource request: D unit is critically low

on E resource and needs more X OR
needs to suspend Z

Documents:

Use this document to inform the EOC of Units/Departments status and capability:

i
%
Unit-department-stat
us-report.docx

Use this document support communication and requests for equipment and supplies between the EOC
and Units/Departments:

[

-
Unit-department-equ
ipment-supply-reques

November 2023 HEMBC
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Patient and family communications
The following are templates for communicating to patients and family during an MCI RESPONSE.

L

Patient speaking notes

o

Use these speaking notes for patient assurance and identification prompts

Background for patient
» Good [morning/afternoon/evening], [patient's name]. I'm Dr. [Your Name], and I'll be taking
care of you today.
» Youwere in an accident at [location, incident description], and the medical team has been
working to stabilize your condition. I'm here to help you through this process of recovery."
» Right now, you are in [hospital/ward], and we are monitoring your vital signs closely.
» You're going to be ok.

Addressing immediate concerns
» Our team has already performed [mention any emergency procedures, surgeries, or
interventions] to address immediate concerns
» "Moving forward, our goal is to manage your pain, promote healing, and support your overall
well-being."

Patient and family reunification
» What is your name? Who can we contact for you?
> Your family has been contacted and they are on their way.

Assurances

» You're right where you need to be. You're healing and getting better. You need to stay here a
little longer so you can continue to heal.

» Youare sostrong. You are doing great. This will get better, and you will be out of here soon.

> It's normal to feel a range of emotions after such an event. We have counseling services to
support you.

> I'll be checking in regularly, and our team is available 24/7. If you need anything please let us
know.

» Thankyou for trusting us with your care. Your trust is not taken lightly, and we are dedicated to
providing you with the best possible support throughout your recovery journey.

HEMBC

Health Emergency
Management
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Family speaking notes

.l
" Provide these speaking notes to staff at family reception centres or over the phone at a patient
information call line to guide patient and family reunification dialogue

Q
4 By phone:

If patient is on registry:

YES: | do see that we have a patient by that name here at [Insert Hospital]. When you arrive, please
checkin at the [Insert Arrival Location] and we will direct you to your loved one’s current location at
that time.

If patient is not on registry:

NO: Unfortunately, | do not see any patients by that name here registered at [Insert Hospital] right now.
However, it takes some time for us to confirm patient identity; if you can call us back in one hour, we
may have additional information available at that time.

If pressed for answer:

| apologize--because of the overwhelming number of requests, | am unable to provide callbacks at this
time; we are trying to speak with as many people as we can to reunite family members.

[ ¥ X

ZaaN
In person

If patient is on registry:

Yes, | do see that we have a patient by that name here at [Insert Hospital]. Please check in at the [FLOOR

HOSPITAL UNIT] and we will direct you to your loved one’s current location.

If patient is not on registry:

Unfortunately, | do not see any patients by that name here at [Insert Hospital] right now. However, it
takes some time for us to confirm patient identity; please come back in 1 hour to see if there are any
updates.

If pressed for answer: | understand this is scary and you want to know how your loved one is doing.
We're doing everything we can right now. Please come back in 1 hour for any updates.

HEMBC

Health Emergency
Management
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Mass Casualty Incident: Communications Toolkit
For site-level communications

D)

Call Centre script

A Use this template to build out a call centre script and a job action sheet at patient call lines to
guide the dispatching of families and receiving sites. Use in combination with the above family key
messages.

[Insert Location] Switchboard [Insert Phone Number]

Purpose: To provide families a call number to obtain the location of their loved ones following [Insert MCI
Descriptor].

Actions:

e Calltaker is to provide the hospital location and phone number to callers looking for their loved
ones.

List information only contains patients who have registered at [Insert Health Authority] facilities.
[Insert Location] Switchboard [Insert Phone Number]
[Insert Location] Switchboard [Insert Phone Number]
[Insert Location] Switchboard [Insert Phone Number]
[Insert Location] Switchboard [Insert Phone Number]

VVVYY?®

Q1. What if loved one is not on the [Insert Health Authority] list?

e Our list only contains patients that have registered at [Insert Health Authority] facilities.
There are still some patients in transport or transport between facilities.

e As well we know some patients did not require medical care and have been provided
hotel accommodations.

e As more patients are identified, we may be able to connect you with your loved-one. Can |
please get their name, your name and your phone number in case we’re able to identify
them. [ADD NAME TO REGISTERED MISSING AND SUSPECTED PATIENT LIST]

Q2. What condition is my loved one in?
e The medical team at the facility will be able to confirm that information. You will need to
call the site and be transferred to the unit caring for your loved one.

If you are receiving questions you are not able to answer, please call [Insert Name] at [Insert Phone
Number].

November 2023 HEMBC
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Media and public communications
The following are templates for media communication during an MCI RESPONSE.

Q.9

Media protocol for health facilities

A Refer media to your health authority corporate communications office or consult your media
protocol crisis communications plan.

Your health authority corporate communications team is responsible for media and public
communications. In the event of a Mass Casualty Incident, please arrange a coordination call with your
strategic communications contact as soon as possible so they can begin crisis management
communications.

II Holding line to media
If pressed:

Thank you for your enquiry. Please contact our health authority communications team @ XXXX for media
requests. Our communications team can help with your request.

HEMBC

Health Emergency
Management
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For site-level communications

Recovery

@)
All-Clear email memo

A Send an email to all staff at the facility notifying the MCI response has concluded. Send in
addition to an updated all-clear status on the initial Code Orange email notification.

To: all staff operations, clinical and administration
Subject: MCI deactivation and situation update
*Mark as urgent*

The Mass Casualty Incident that occurred at [Insert MCI Descriptor] on [Date] has now concluded and
this facility is returning to regular operations.
{Provide an update of patient care activities, number of patients in care, and units involved}

We would like to acknowledge the dedication of [Insert Hospital’s] staff to responding to this MCI. Thank
you for your service and dedication to patient care.

A debrief will be scheduled at a later date OR a debrief will be scheduled at [DATE and TIME].

This is also a reminder of the health and wellbeing resources available to you at [Insert Hospital] or
through the health authority, listed below. [Insert link to health and wellbeing resources]

November 2023 HEMBC
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For site-level communications

&

Communications Debrief

A Consider the below questions to guide discussion during a debrief with Communications teams
who responded to the MCI.

Questions Responses

1. | What were our goals during this incident?

2. | Did we accomplish our goals? Why or why
not?

3. | What steps were taken by Communications
during the event?

4. | What went well during the incident? Why?

5. | What organizational constraints or barriers
did we face? How did we overcome them, or
did we?

6. | What can be improved? How? Who will be
responsible for resulting action items?

7. | Did the Communications team meet
sufficiently often and work productively
together?

8. | Could time pressures have been alleviated by
organizing the work differently?

9. | Do we need to modify any part of our Crisis
Communications Plan? Which part(s)? Who
will be responsible for modifications to the
plan?

10. | Do we need to share ‘lessons learned’ with
our Health Emergency Management
contacts? Anyone else?

11. | Who will report out to the broader
Communications & Public Engagement team?
The incident team?

*Courtesy of Interior Health Communications

HEMBC

Health Emergency
Management
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Planning

@)
MCI planning all staff email

A Prepare staff for what communications they will expect during a mass casualty incident

To: all staff operations, clinical and administration

Subject: FYI only, no action required: Preparing for a Mass Casualty Incident, what to expect
Message:

Dear Colleagues, The purpose of this email is to prepare staff about this facility’s process for alerting a
code orange, mass casualty incident response.

What is a Mass Casualty Incident (MCI)?
A mass casualty incident is a sudden event that causes a surge of patients, which overwhelm the health
system resources of this facility.

How will | be notified?

When an MCl occurs, you may be alerted by overhead announcement, email, group chat message alert,
and/or phone call

This notification will be sent by your supervisor, facility communications team, or HEMBC contact

What information will | receive when | am notified?

Your safety is our first priority, so you will be alerted whether the health facility and health care
personnel are at risk and what precautions you need to take to protect yourself.

If the health facility is not directly affected but will be receiving patients from the incident, you will
receive the following details and direction:

A brief background of the incident that has occurred, based on early reports

Patient numbers and composition, as available

How you are needed to assist incoming patients

What units need prepping

Who to report to

YVVVYY

What can | do to prepare for an MCI?
» Discuss with your supervisor about your individual and team role during an MCI event. Identify
for job action and station.
» Review Insert site’s MCl plan If available
> Review insert Health authority Code orange training module
» Contact insert HEMBC Specialist or MCI site lead for any further questions or comments insert
Include contact details

HEMBC
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Appendix H: Reference Guide

HEMBC

Reference Guide

Health Emergenc . .
Management ' Provincial MCI Project
. Facilitator(s)
Phase Deliverable Document —
HEMBC Health authorities
Mitigation Mitigation activities Evidence summary & recommendations X X
Evidence summary & recommendations
Functional area plans
FAP template: Emergency department X X
(FAPs)
Preparedness FAP template: Non-emergency areas
] Evidence summary & recommendations
Exercise resources — X X
Training plan
- o Evidence summary & recommendations
Notification & activation : X X
Interagency operations flowchart
Evidence summary & recommendations
Emergency response
Sample local EOC structure X X
structures
Sample regional EOC structure
Fan Out Evidence summary & recommendations X
Response - - :
Decanting Evidence summary & recommendations X
Disaster triage Evidence summary & recommendations X
] ) Evidence summary & recommendations
Patient tracking : : X X
Patient tracking template
o Evidence summary & recommendations
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Toolkit (templates)
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Executive Summary

Decanting, or reverse triage, is a strategy to rapidly increase hospital patient capacity during a disaster
such as a Mass Casualty Incident (MCI) that involves the identification and early discharge of certain
hospitalized patients who have a lower risk of serious complications.? Unlike other commonly
recommended techniques to rapidly increase hospital inpatient capacity during disasters, reverse triage
does not require increased staffing, making it a more feasible approach.?

As much as 10-20% of hospital total bed capacity could be made available with efficient reverse triage.!
However, it is unclear whether certain reverse triage procedures are more effective than others, or
which are less likely to result in medical complications for the patients who were discharged early.12
Therefore, the aim of this literature review is to identify promising practices for reverse triage, including
procedures for inter-departmental patient flow as well as techniques to efficiently and safely identify
patients for early discharge. Toinvestigate this subject, MEDLINE (PubMed) and ASPR TRACIE databases
were searched and 411 articles were identified. After title and abstract and full-text screening, 32
articles were included in this literature review.-32

This literature review found evidence supports decanting as an effective means of increasing hospital
capacity during a disaster like an MCl, but that is not utilized enough or incorporated into response plans
in Canadian hospitals.13-¢ As such, evidence emphasizes the utility of a pre-determined, whole-hospital
surge capacity and decanting plan, especially one that incorporates a phased approach, an inter-
departmental patient flow system, and considers patient flow bottlenecks unique to the hospital of
interest.”-17 Additionally, some evidence suggests that developing a pre-defined patient disposition
classification system for reverse triage can increase efficiency, consistency in decision-making, and
patient safety.1-417-19

For general hospitals accepting adult patients, evidence suggests that ED decanting necessitates ICU
decanting (especially in small hospitals), and thus researchers emphasize early involvement of ICU staff
and immediate decanting of this unit during an MCI, even during a lower phase of patient influx.”2° In
contrast, in pediatric hospitals, reverse triage of the ICU had the least effect on capacity expansion.3
Furthermore, in general, the authors found that reverse triage in pediatric hospitals accounted for a
more modest increase in surge capacity compared to that in adult populations.3 The researchers
therefore concluded that reverse triage appeared to pose limited utility for pediatric patients and
suggested that reverse triage should be exercised with caution for this population.?

Finally, there is limited evidence focusing on patient safety after reverse triage, likely due to the rarity of
MCI events and potential concerns about data privacy. Existing evidence is mixed.%2! Ethical analyses
suggest that decision-makers should consider planning a scaled response to surging patient volume by
defining thresholds for patient influx that would warrant reverse triage.®

Background

Surge capacity (or surge response capability) generally refers to the ability of a hospital to respond to a
sudden increase in patient care demands, especially in the context of a disaster like a Mass Casualty
Incident (MCI).33 Most authors argue that this concept excludes daily or seasonal fluctuations in
emergency department (ED) overcrowding, but note that a number of lessons-learned from operational
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and disaster contexts could be usefully applied to respond in both scenarios.33 The concept of surge
capacity also encompasses the means of measuring potential hospital bed availability during
conventional (normal), contingency (increased), and crisis (overwhelming) phases of patient care
demands, in addition to describing the strategies torespondto increased demand.33 However, the scope
of this literature review is restricted to the approaches to managing (not measuring) surge capacity in a
disaster context only, specifically during MCls.

Surge response capability involves addressing challenges related to space (e.g., facility design, bed
availability), staff, stuff (medical supplies), and systems (e.g., policies, communication).33 The systems
component is the focus of this literature review, but could involve elements of the other three factors if
studies recommend certain procedures relating to those topics. However, infrastructure alterations are
out-of-scope, as these changes are less feasible, and pre-hospital strategies will not be reviewed to
remain within the scope of the Provincial MCI Project.

Of particularinterest to this review is decanting (or reverse triage) processes. Reverse triage is a strategy
to rapidly increase hospital patient capacity during a disaster that involves the identification and early
discharge of certain hospitalized patients who have a lower risk of serious complications.! Unlike other
commonly recommended techniques to rapidly increase hospital inpatient capacity during disasters,
reverse triage does not require increased staffing, making it a more feasible approach.2 As much as 10-
20% of hospital total bed capacity could be made available with efficient reverse triage.! However, it is
unclear whether certain reverse triage procedures are more effective than others, or which are less
likely to result in medical complications for the patients who were discharged early.1?2 Therefore, the
aim of this literature review is to identify promising practices for reverse triage, including procedures for
inter-departmental patient flow as well as classification systems for identifying patients for early
discharge. This review will also include a summary of other potential policies to rapidly expand hospital
capacity during MCls.
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Methods
Articles identified from: — } _ _ _ _ _ _
MEDLINE (PubMed) and ASPR TRACIE PubMed (n = 236) { Duplicates removed ‘l
databases were searched using the ASPRTRACIE (n = 175) > =43 :
strategy outlined in Table 1. PubMed Total (n = 411) ) S —————— -
and ASPR TRACIE databases were 1l
chosen due to their relevance to r ) , ;;T"I'd';_“"‘\\
healthcare and emergency {Trlltl_e:g; abstracts screened [ ic :s;x::(;rt: 1e(n.: 220) :
management topics. Titles and \ J : Reason 2 (n = 5) 1
abstracts were screened by one I Rexson3(n=16) 1
Reason 4 (n = 57) i
individual (the author) using the : Reason 5 (n = 4) i
inclusion and exclusion criteria \ Total (n = 302) ;
described in Table 2. Full text articles, { S —————
were subsequently also screened by r ) gmmmmmm—————
Articles sought for retrieval I Articles unavailable 1
one individual (the author) using the (n = 66) —b= (h=1) I
inclusion and exclusion criteria “ # / S ————— S
described in Table 3. The number of p . ymmm——————— -
articles screened can be found in Figure Full text assessed for eligibility I' Articles excluded: 'i
1, and the corresponding reasons for | (n=065) ) Ez:zg: ; ::3}4) :
exclusion are in Tables 2 and 3. Of the : Reason 3 (n=4) :
411 articles screened, 32 articles were I Reason4(n=3]
included in this literature review.1-32 '\ Total (n = 33) ;
o —— -
Tables can be found in the Appendix.
v

Figure 1 (Right). PRISMA flow diagram for
this literature review on decanting. One
individual performed all screening; it was
not performed in duplicate.

Findings

[n 32)

Artlcles included in review ]

The body of reverse triage literature is relatively new, with the bulk of investigations published after
2006. Evidence suggestsdecanting is an effective means of increasing hospital capacity during a disaster
like an MCI.13-5> Lower estimates include reverse triage accounting for 10 — 20% of total hospital bed
capacity made available within a few hours, or 10.8% immediately available and 13.2% available in 96
hours.1? Higher estimates include one third of patients eligible for discharge within 24 hours and 50%
within 72 hours.* Another study found that reverse triage accounted for the majority (50-59%) of surge
beds at three hospitals that responded to the same MCI, where 44% of patients were suitable for early
discharge.®

In a study of Canadian trauma centres, investigators found that many of these hospitals have plans for
increasing capacity during MCls, but have not necessarily tested them.22 For example, Canadian trauma
centres had a plan to address increase surgical (77% of hospitals), ED (100%), and ICU (85%) capacity,
but a small proportion of those with plans had been tested for surgical (30%), ED (85%), and ICU (45%)

May 2023 HEMBC Page 4 of 16





HEMBC Decanting

Health Emergency .. ]
Management Provincial MCI Project

units.?? Additionally, a consensus study found that experts agreed that decanting was useful and not
utilized enough in the ED.® Three themes in the literature were identified, including investigating
hospital patient flow practices during an MCI (i.e., a whole-hospital perspective on decanting),
discussing how to select patients to decant, and examining patient safety during decanting.

Decanting Effectiveness and Patient Flow Strategies

In general, evidence emphasizes the utility of a pre-determined surge capacity and decanting plan,
especially one thatincorporates a phased approach.?13.17 Afew studies have developed a whole-hospital
patient flow system for decanting during disasters such as MCls.810.1L15 For example, two systems
support expanding the ICU, ED, and PACU to the IMCU and telemetry units, which expand to the general
wards, which send their least sick patients to non-hospital sites (including nursing homes, home health,
and alternate care facilities).®1% In cases of sustained surge capacity, the phased expansion of these two
systems involves the ICU, ED, PACU, IMCU, and telemetry units expanding to the general ward, which
can send their least sick patients to non-hospital sites.1>Other systems recommend decanting from the
ICU to coronary care units, post-anesthesia care units, step-down units, or endoscopy and surgical
suites.!

For general hospitals accepting adult patients, evidence suggests that ED decanting necessitates ICU
decanting, and thus researchers emphasize early involvement of ICU staff and immediate decanting of
this unit during an MCI, even during a lower phase of patient influx.”2° In fact, for large hospitals,
reverse triage alone did not result in a noticeable difference in hospital capacity unless reverse triage
was conducted simultaneously in the ED and ICU, as identified in a simulation study.2° For small- and
medium-sized hospitals, ICU reverse triage was the single most impactful patient flow strategy.?° Thus,
the authors noted that the ICU was the limiting resource, especially at smaller acute sites.2? When the
ED and ICU were decanted simultaneously, reverse triage accounted for approximately 15% of capacity
increase in large urban hospitals, 7% in mid-size community hospitals, and 5% in small rural hospitals.2°

For pediatric hospitals, evidence suggests that the psychiatry unit is a critical factor when decanting
these types of acute sites.3? Specifically, one study found that the psychiatry unit had the most patients
eligible (72.7%) for immediate reverse triage due to the lower acuity of their patients, which accounted
for more than half of the reverse triage effect at pediatric hospitals.? This study noted that the oncology
(1.3% of patients eligible) and ICU (0% of patients eligible) departments in pediatric hospitals had the
least effect on capacity expansion via decanting.3 The authors suggest this is due to the higher acuity of
these patients and experts’ lower risk tolerance for young people resulting in little opportunity for
decanting these patients.3

Additionally, evidence suggests the importance of using non-traditional resources to support low acuity
patients during decanting.11.23.24 For example, employing non-critical care staff to treat low acuity
patients, including hospitalists, internists, and nurses.81023.24 Secondly, researchers suggest health care
staff take on non-traditional activities during disasters such as MCls, including anesthesiologists re-
evaluating triage in the ED or assisting with identifying patients, and other personnel identifying
pediatric or specialist providers, and scribing or charting.2> Thirdly, non-traditional resources can be used
to support low acuity patients during decanting, such as utilizing telemedicine to reach other health care
providers virtually.11.26
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One of the limitations, or barriers, to decanting is that decanting will be less effective due to hospital
bottlenecks, so authors suggest identifying the unique hospital bottlenecks and considering them when
creating decanting plans.”1214 Some investigators note that simulations can be useful when determining
which capacity-expanding strategies would be most helpfully incorporated into MCI response plans, and
when identifying patient flow bottlenecks unique to particular acute sites.2027

Patient Disposition Classification System

Three patient disposition classification systems for reverse triage were identified, which categorize
patients by the likelihood of an adverse medical consequence if discharged early to inform decanting
decision-making.2:3:18:19 The authors advocate that using a pre-defined classification system when
responding to surges in patient volume, such as after an MCl, can improve patient safety and
consistency in decision-making.1#17 For example, evidence indicates that decision-making during the
identification of candidates for early discharge can differ by specialty and role; ICU physicians are less
likely than ICU nurse managers totransfer patients toa lower level of care, while ED nurse managers are
less likely than ED physicians to transfer patients to a lower level of care.l# Pre-defined patient
disposition classification systems have the potential to improve decision-making consistency by first
categorizing patients by a consistent measure.'# Researchers also highlight that pre-defined
classification systems can potentially improve response efficiency, especially when patient disposition
scores that are already collected in the given department are incorporated.'® However, the authors
recognize the continued necessity for clinical judgement after patients are categorized according to
these systems.2:3:19

The classification systems identified in this literature review included one created for use in adult
populations in the ED, one for pediatric populations, and one for ICU patients.23.1819These systems were
developed through expert consensus and place patients into categories that are defined by the
likelihood of an adverse medical event if they are discharged early.23.18.1% An adverse medical
consequence was defined as unexpected death, irreversible impairment, or reduction in function within
72 hours for adults (96 hours for pediatric) of hospital discharge for which an in-hospital critical
intervention would be initiated to stabilize.2319The classification system categories created for adult ED
and pediatric patients depend on the presence of certain critical interventions to define risk for an
adverse medical consequence.231° The classification system created for ICU patients uses Modified
Sequential Organ Failure Assessment (MSOFA) scores to define its categories.®

A validation study of the classification system for pediatric populations was identified in this literature
review.3 The authors found that in pediatric hospitals, reverse triage accounted for a 10.8% increase in
surge capacity, which is a more modest effect compared to an evidenced 33% increase in surge capacity
after reverse triage in adult populations.3 This validation study therefore concluded that reverse triage
appeared to pose limited utility for pediatric patients and suggested that reverse triage should be used
with caution for this population.3 Validation studies for the other two classification systems were not
identified in this literature review.

Patient Safety and Ethics

There is limited evidence focusing on patient safety after reverse triage, likely due to the rarity of MCI
events and potential concerns about data privacy. Existing evidence is mixed. For example, one study
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noted that reverse triage resulted in no increase in clinical risk as only one out of 19 patients who were
discharged early returned for further treatment.2! However, another study indicated that patients who
return had a higher length of stay and were more than twice as likely to be admitted; in fact, 16 of the
174 return patients had a related and likely preventable problem.?

Furthermore, an article analyzing the ethical consequences of reverse triage noted the importance of a
scaled response to surging patient volume, in terms of defining a sufficient influx threshold to warrant
reverse triage and the associated reduced standard of care.1®

Discussion

Decanting Effectiveness and Patient Flow Strategies

Evidence suggests that decanting is a useful mechanism to increase hospital capacity when responding
to a disaster like and MCI, but is not utilized enough or incorporated into response plans in Canadian
hospitals.23-¢ As such, evidence emphasizes the utility of a pre-determined, whole-hospital surge
capacity and decanting plan, especially one that incorporates a phased approach and an inter-
departmental patient flow system.811.13.15-17 General patient flow plans involve high acuity care
departments expanding to step-down units, which expand to general wards, which expand to non-
hospital sites.815

Due to the nature of MCls, patients will likely have similar injury types, and thus prioritizing decanting
the treatment areas that these patients will need should be considered when creating a decanting
plan.810 Authors suggest that developing separate, specialized decanting plans for certain injury types
(specifically, burns and exposure requiring decontamination) can increase preparedness for MCls
resulting in those injuries.?10 Furthermore, evidence suggests that it is important to identify bottlenecks
in patient flow that are unique to the hospital of interest and consider them when creating decanting
plans.812.14

For general hospitals accepting adult patients, evidence suggests that ED decanting necessitates ICU
decanting (especially in small hospitals), and thus researchers emphasize early involvement of ICU staff
and immediate decanting of this unit during an MCI, even during a lower phase of patient influx.”-2°
However, for pediatric hospitals, evidence suggests that the psychiatry unit is a critical factor when
decanting these types of acute sites and that ICU and oncology unit decanting has little effect on
capacity during an MCI response.3 The authors suggest this is due to the higher acuity of these patients
and experts’ lower risk tolerance for young people resulting in little opportunity for decanting these
patients.3 Note that evidence is especially limited on the topic of decanting pediatric hospitals, and as
existing evidence is mixed regarding the utility of reverse triaging in pediatric hospitals, the authors note
that reverse triage should be exercised with caution for pediatric patients.3

Additionally, evidence suggests the importance of using non-traditional resources to support low acuity
patients during decanting.819.11.23-26 For example, including employing non-critical care staff to support
low acuity patients, involving non-traditional activities for anesthesiologists and other staff, and
leveraging non-traditional resources such as telemedicine.810.11,23-26
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Patient Disposition Classification System

Some evidence suggests that developing a pre-defined patient disposition classification system for
reverse triage can increase efficiency, consistency in decision-making, and patient safety.1-417-19 |t is
important to note, though, that these classification systems are limited in number and it appears only
one classification system was validated.3 Furthermore, the development of these classification systems
relied on expert consensus, which has limitations such as reduced generalizability and potential bias
dependent on which experts are invited.3* Though expert consensus techniques are not as robust as
controlled studies, they are useful when sufficient evidence does not exist and are increasingly being
employed to develop classification guidelines in multiple fields of medicine.34 Thus, the classification
systems identified in this literature review can guide acute site decision-makers by exemplifying how to
construct a classification system, so that they may adapt these systems or develop their own.

The researchers suggest that creating unique classification systems for each hospital department
(especially for the ED, adult in-patient, pediatric units, and ICU) can be useful as scoring systems and
threshold criteria may depend on the acuity of care.23:11.18 Furthermore, as clinicians and nurse
managers tend to demonstrate different tendencies when identifying patients for early discharge,
classification systems are best developed with diverse expert input, including both nurses and
physicians.14

When creating a pre-defined patient disposition classification system for reverse triage, scores and
measurements that are already used in the hospital department of interest can be incorporated into the
system.'® Doing so mayincrease reverse triage efficiency as patients have already been scored on these
scales andthe measures mayalso already be coded into electronic records.'® Allauthors note that these
classification systems still necessitate clinical judgement, but in the case of an MCl, categorizing patients
using these classification systems first have the potential to expedite the reverse triage process.

Patient Safety and Ethics

Due to the limited and mixed evidence regarding patient safety after reverse triage, establishing a
mechanism for reviewing and evaluating the safety of this process is important.’?! This mechanism
could be included in an MCI emergency response plan to ensure that, when reverse triage becomes
necessary, a review process is already in place. There are also ethical dimensions to consider when
planning for, or conducting, reverse triage.® Specifically, ethical analyses suggest that decision-makers
should consider planning a scaled response to surging patient volume by defining thresholds for patient
influx that would warrant reverse triage.®
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Conclusion and Recommendations

Approved

Decanting Effectiveness and Patient Flow Strategies

1.

Decanting should beincorporated as a standard component of all hospital MCl plans: Evidence
demonstrates that decanting is a useful mechanism to increase hospital capacity when
responding to a disaster like an MCI.

Decanting requires a whole-of hospital approach: The decanting component of an MCl plan
should incorporate an inter-departmental patient flow system. For example, general patient
flow plans involve high acuity care departments expanding to step-down units, which expand to
general wards, which expand to non-hospital sites.

Decanting should prioritize treatment areas that will be required for the MCl injury type:
Especially for burns and exposure requiring decontamination, decanting plans should focus on
increasing space for the specialized treatment areas needed to care for the MCl injury type.

Decanting should consider using nontraditional resources to care for low acuity patients: Non-
traditional resources can include employing non-critical care staffto support low acuity patients,
incorporating non-traditional activities for certain health care professionals and other staff, and
leveraging resources such as Primary Care, UPCCs and telemedicine.

Patient Disposition Classification System

6.

Leverage electronic health record (EHR) to automate patient classification: To improve
efficiency and alleviate clinician workload, decanting classification systems should be built-in as
a function of existing EHRs. Existing classification systems or scales in the EHR can be leveraged
todo so.

Patient Safety and Ethics

8.

Use a scaled decanting approach: Decant in phases (only as many people as you need to) and
start with the most stable/lowest risk.
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Not Approved (Approved votes : Not Approved votes)

Patient Disposition Classification System

5. (14:4) Use a pre-determined classification system*: Use an existing classification system +/-
modifications to group patients by degree of risk associated with an early discharge. Differing
systems may be used for ED, ICU, general adult, and pediatric patient populations. This
classification according to a formal system helps to make decision-making consistent and
reproducible, which promotes fairness and transparency. It has also been shown to increase
efficiency. Once categorization has been completed, clinical judgment will still need to be
applied to make the final disposition decision.

7. (15:3) Develop rapid decanting order sets and processes*: To efficiently discharge or transfer
patients during an MCI, develop rapid decanting order sets and processes that allow for
movement to occur faster than usual.

*See Appendix B: in reference guide for more details on recommendations #5 & 7
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Appendix

Table 1. Search strategy used for PubMed and ASPR TRACIE databases, with the number of results
indicated. Searches were conducted on January 20, 2023.

DATABASE: PubMed

Number

Search Term

Results

1

“Surge Capacity”[Mesh]

448

2

Surge capacity preparedness:

(("surge capacity"[MeSH Terms] OR ("surge"[All Fields] AND "capacity"[All
Fields]) OR "surge capacity"[All Fields]) AND "preparedness"[All Fields])

442

Emergencydepartment crowding OR Emergency department overcrowding

(("emergency service, hospital"[MeSH Terms] OR ("emergency"[All Fields]
AND "service"[All Fields] AND "hospital"[All Fields]) OR "hospital emergency
service"[All Fields] OR ("emergency"[All Fields] AND "department"[All Fields])
OR "emergency department"[All Fields]) AND ("crowd s"[All Fields] OR
"crowding"[MeSHTerms] OR"crowding"[All Fields] OR "crowd"[All Fields] OR
"crowded"[All Fields] OR "crowds"[All Fields])) OR (("emergency service,
hospital"[MeSH Terms] OR ("emergency"[All Fields] AND "service"[All Fields]
AND "hospital"[All Fields]) OR "hospital emergency service"[All Fields] OR
("emergency"[All Fields] AND "department"[All Fields]) OR "emergency
department"[All Fields]) AND ("overcrowded"[All Fields] OR
"overcrowding"[All Fields]))

3,100

Expanding or increasing emergency department capacity:

(("expand"[All Fields] OR"expandable"[All Fields] OR "expanded"[All Fields]
OR "expandible"[All Fields] OR "expanding"[All Fields] OR "expands"[All Fields]
OR"increase"[All Fields] OR "increased"[All Fields] OR "increases"[All Fields]
OR "increasing"[All Fields]) AND ("emergency service, hospital"[MeSH Terms]
OR ("emergency"[All Fields] AND "service"[All Fields] AND "hospital"[All
Fields]) OR "hospital emergency service"[All Fields] OR ("emergency"[All
Fields] AND "department"[All Fields]) OR "emergency department"[All Fields])
AND ("capacities"[All Fields] OR "capacity"[All Fields]))

2,745

Reducing emergency department occupancy

("reduce"[All Fields] OR "reduced"[All Fields] OR "reduces"[All Fields] OR
"reducing"[All Fields]) AND ("emergency service, hospital"[MeSH Terms] OR
("emergency"[All Fields] AND "service"[All Fields] AND "hospital"[All Fields])
OR "hospital emergency service"[All Fields] OR ("emergency"[All Fields] AND
"department"[All Fields]) OR "emergency department"[All Fields]) AND
("occupancies"[All Fields] OR "occupancy"[All Fields])

173

(Emergency OR Disaster OR Crisis) AND (Discharging OR Rapid admission OR
Relocation) AND (Emergency departments):
*Cleaned*

("emergencies"[MeSH Terms] OR "emergencies"[All Fields] OR
"emergency"[All Fields] OR ("disasters"[MeSH Terms] OR "disasters"[All Fields]
OR "disaster"[All Fields]) OR ("crisis"[All Fields])) AND ("discharges"[All Fields]

14,622

May 2023

HEMBC

Page 14 of 16





HEMBC

Decanting
Health Emergency L. .
Management Provincial MCI Project
OR "discharging"[All Fields] OR "patient discharge"[MeSH Terms] OR
"discharge"[AllFields] OR "discharged"[All Fields] OR (("rapid"[All Fields] OR
"rapidly"[All Fields]) AND ("admission"[All Fields] OR"admissions"[All Fields]))
OR ("relocate"[All Fields] OR "relocated"[All Fields] OR "relocates"[All Fields]
OR "relocating"[All Fields] OR "relocation"[All Fields] OR "relocations"[All
Fields])) AND ("emergency service, hospital"[MeSH Terms] OR
("emergency"[All Fields] AND "service"[All Fields] AND "hospital"[All Fields])
OR "hospital emergency service"[All Fields] OR ("emergency"[All Fields] AND
"departments"[All Fields]) OR "emergency departments"[All Fields])
7 TOTAL | 1O0R20OR3 0OR40R50R6 20,410
8 Mass Casualty Incidents 2,490
"Mass Casualty Incidents"[MeSH Terms]
9 Mass Casualty Incident management or response: 1,543
*Cleaned*
("Mass Casualty Incidents"[MeSHTerms] OR "Mass casualty incident*") AND
(("response"[All Fields] OR "responses"[All Fields]) OR ("management"[All
Fields] OR "manage"[All Fields] OR "managed"[All Fields] OR "manages"[All
Fields] OR "managing"[All Fields]))
10 “Code orange” 12
11 TOTAL| 8 OR9 OR 10 2,791
12 TOTAL | "Canada"[Mesh] 179,014
13- 7 AND 11 AND 12 4
FINAL
(Canada)
14 - 7 AND 11 225
FINAL
(Global)
DATABASE: ASPR TRACIE
Number | Search Term Results
1 Surge capacity 629
2 “Increasing capacity” 2
3 “Reverse triage” 8
4 “Patient flow” 11
5TOTAL | 10R20R30OR4 633
(Surge capacity OR "increasing capacity" OR "reverse triage" OR "patient
flow")
6 “Mass casualty incidents” 170
7 “Mass casualty events” 62
8 “Multiple casualty incidents” 5
9 “Multiple casualty events” 2
10TOTAL| 6 OR70OR8 OR9 222
("mass casualty incidents" OR "mass casualty events" OR “multiple casualty
incidents” OR “multiple casualty events”)
11 - 5 AND 10 175
FINAL
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Table 2. Inclusion and exclusion criteria used during title and abstract screening.

Category Criteria Reason Description (Reason for Exclusion)
Included Discusses the decanting process | N/A N/A
when managing a Mass Casualty
Incident (MCI) that occurred in
the community
Excluded Meets reason for exclusion 1 Does not discuss the decanting process
2 Does notdiscuss decanting in the context of a
crisis or emergency in the community (i.e.,
during normal operation)
3 Discusses decanting in the context of a crisis or
emergencyotherthan an MCl (e.g., long-term
capacity concerns related to the pandemic)

4 Descriptive study with setting outside of
Canada
5 Not in English

Table 3. Inclusion and exclusion criteria used during full-text screening.

Category Criteria Reason Description (Reason for Exclusion)
Included Discusses the decanting process | N/A N/A
when managing a Mass Casualty
Incident (MCI) that occurred in
the community
Excluded Meets a reason for exclusion 1 Does not substantially discuss the decanting
process (e.g.,does not provide lessons-learned
or recommendations; not a major focus, etc.)
2 Discusses decanting in the context of a crisis or
emergency other than an MCI (e.g., longer-
term capacity concerns due to the pandemic)
3 Discusses disaster mitigation or preparation
activities relating to decanting, such as
methods to measure surge capacity
4 Only provides descriptive state of decanting
literature knowledge without offering solutions
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INTRODUCTION

The World Health Organization defines a mass casualty incident (MCl) as “an event which generates
more patients at one time than locally available resources can manage using routine procedures. It
requires exceptional emergency arrangements and additional or extraordinary assistance” (1). MCls can
have wide-ranging consequences with the potential to greatly impact society at both individual and
societal levels. Moreover, MCls can be manmade, such as motor vehicle accidents, toxic spills, or
naturally occurring, such as wildfires, floods, and earthquakes (1). Although MCls are not completely
preventable, studies have shown certain measures are key to maximize preparedness and response, for
example, robust communication, enhanced disaster training, surge capacity planning, and implementing
established triage systems (2).

The word triage originates from the French word “trier” referring to sorting (3,4). In the context of
healthcare, this is a concept utilized frequently to prioritize patients upon arrival in emergency
departments (ED) to identify acuityand escalate care as needed, with the goal of having urgent patients
seen first to reduce and prevent avoidable poor patient outcomes (5). Triage done in the context of
usual day-to-day operations, such as patients arriving at the ED, is completed by a clinician/clinical team
that can focus on preventing poor outcomes on a smaller scale, often proportionate to the resources
available (4,5). In the context of an MCI, clinicians are faced with the challenges of having to prioritize
mass numbers of patients, frequently with resultant resource scarcity (4). This patient surge commonly
introduces an imbalance between the demand and supply of resources, whether that be human
resources such as healthcare providers, or physical resources such as hospital beds (2). When the supply
of health resources is acutely surpassed by the resource demands introduced by an MCI, this acute
imbalance represents a disaster (6). A disaster scenario shifts the goals and functions of triage from
prioritizing patients on a smaller-scale in the context of ample resources, to wider considerations of
population-scale outcomes to “do the greatest good for the greatest number” given an austere resource
environment (2,4).

There are three levels of MCl triage corresponding to the location of triage: primary, secondary, and
tertiary. Primarytriage refers tofield triage, focusing on prioritizing treatment on scene, and evacuation
(4). Secondary triage occurs when the patient enters the ED or acute centre, where providers prioritize,
resuscitate, treat, and admit to other units (3). Tertiary triage occurs when patients leave the ED and
enter care with another service, often the ICU or the OR (3). Having an effective, efficient, and accurate
MCI triage system is paramount to an MCI response, as it is thought to directly contribute to reduced
mortality and morbidity of patients (2,7).

Numerous MCl triage systems exist with variations of metrics used to assess circulation, respiration, and
neurological/mental status (Appendix 2) (7). Thereis currently limited consensus surrounding which MCI
triage systemis superior. The majority of MCl triage studies evaluate triage system effectiveness based
on accuracy, usability, and efficiency, which we used to inform our themes outlined below (2,8,9).
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AlM

The aim of this literature review is to identify existing knowledge on MCI triage system performance
primarily exploring findings related to accuracy, with secondary focuses on efficiency and usability.

METHODS

The primary database used was PubMed. Our search strategy had two steps (Table 1). First, we gathered
literature from Canada/USA, then expanded our search strategy to include global literature.

Table 1 - PubMed Search Strategy

Number Search Term Results

1 "triage"[MeSH Terms] OR "triage"[All Fields] OR "triages"[All Fields] OR "triaged"[All | 32, 115
Fields] OR "triaging"[All Fields]

2 "mass casualty incidents"[MeSH Terms] OR ("mass"[AllFields] AND "casualty"[All Fields] | 3,084
AND "incidents"[All Fields]) OR "mass casualty incidents"[All Fields] OR ("mass"[All
Fields] AND "casualty"[All Fields] AND "incident"[All Fields]) OR "mass casualty
incident"[All Fields]

3 "disasters"[All Fields] 33,109

4 “Code orange” 12

5 20R30R4 35,495

6 "Canada"[Mesh] OR “United States”[Mesh] 1,609,356
7 "Patient Outcome Assessment"[Mesh] OR ("patient"[All Fields] AND "outcome"[All | 11,135,407

Fields]) OR "patient outcomes"[All Fields] OR "evaluation"[All Fields] OR
"assessment"[All Fields] OR "comparison"[All Fields] OR "success"[All Fields] OR
"analysis"[All Fields]OR ("success"[All Fields] AND "rates"[All Fields]) OR ("reduced"[All
Fields] AND "mortality"[All Fields])

9 1 AND 5 AND 6 395

10 1 AND 5 AND 7 696

Eligibility Criteria

Exclusion criteria included being (1) published before 2000, (2) not discussing triage in the context of
MCI, only describes triage, does not evaluate, or analyze a triage system component, (3) was not in
English, (4) not available online, (5) not a peer-reviewed article.
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Our searchstrategy generated 1091 articles that were input into an excel sheet matrix. We removed 200
duplicates, leaving 891. Following title and abstract screening, we were left with 80 articles that met our
inclusion criteria for full text review. Fifty articles were further excluded yielding 30 eligible articles for
analysis. It should be noted our primary focus were articles that discussed triage systems for the general
population, therefore not all pediatric articles were included for review. Information on pediatrics was
extracted from our included articles, in addition to some select pediatric comparison studies (n = 3)
being included to supplement our results.

Once our 30 articles were analyzed using our matrix, a secondary matrix was created to pull out themes.
One team member reviewed the texts and identified themes, and these themes were revised and
reinforced using an iterative process amongst the research team. This process yielded our five themes
(Table 2). These themes are not exhaustive or comprehensive, as they need to be further situated
amongst other metrics including setting, mechanism of injury, applicability across populations.

RESULTS

Literature review revealed multiple triage systems for consideration, which are summarized in Appendix
1. Our data synthesis of included studies revealed five main themes of inquiry that emerged from
literature review. The majority of these themes describe different performance characteristics of triage
systems, namely accuracy, efficiency, usability, and key features, with one additional theme, pediatrics,
representing an important population with dedicated study in MCl literature.

Table 2 — Themes

Aim Triage System Performance
Themes Accuracy Efficiency Usability Pediatrics Key features
Sensitivity . . .
e . Time to triage | Ease of learning Accuracy GCS
Specificity Simplicit Barri Radial oul
Sub themes AUC |mp '.C' Y arriers adial pulse
Training One system
Over/under .
. Categories
triage
Accuracy

The predominant theme studied in disaster triage literature was related to accuracy, as correctly
determining the triage category is thought to directly correlate to morbidity, mortality, and determining
resource distribution (10). The ability of a disaster triage tool to discriminate between varying risks of
mortality, morbidity, or in other words, acuity, describes the construct validity of the tool (10, 11). Our
searchrevealed many comparison studies attempting to study the construct validity of different disaster
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triage systems, with no single system emerging as best, indicative of the lack of consensus in MCl
researchand the challenges associated with defining and capturing “accuracy”. Most studies measured
accuracy using sensitivity and specificity measured against varying and debated “gold standards” of
acuity.

MCI triage system START, is one of the most widely used and studied MCI triage systems in North
America and globally, however, there are mixed findings with regards to its accuracy (12). Multiple
studies have found START has the “highest” performance, however, results still implied insufficient
accuracy (12—14). Heller et al., 2019 retrospectively assessed precision of triage systems in capturing
severely injured patients from 500 helicopter medical missions in Germany. Among PRIOR, START,
MSTART, SAVA, CareFlight, and Triage Sieve, START had marginally higher sensitivity (57%) among 48%-
57% and specificity (72.7%) among 71.3-72.7% (13). Although START had the highest performance, it still
only was sensitive 57% of the time, meaning it under-triaged 43% of severe cases. However, the
population originated from a registry, not an MCl, and they did not address which system, if any, the
physician had prior experience working with potentially biasing the baseline triage assigned. Similarly,
Franc et al., 2022 concluding START was not an accurate enough MCI triage tool as the proportion of
adult victims correctly triaged using START ranged from 27%-99% with an overall triage accuracy of 73%,
with the lowest accuracy in the yellow category (66%) (12).

Some studies identify that START has the highest performance. For example, Garner et al., 2001,
retrospectively assigned triage levels to adult trauma registry patients in Australia using START,
CareFlight, mSTART, and Triage Sieve. They focused on the discriminant validity of each system to be
able to distinguish patients requiring a life-saving intervention (LSI), and indicated that the discriminant
validity of Care Flight Triage and START was significantly better than Triage Sieve in this retrospective
analysis (15). Lin et al., 2020 retrospectively reviewed MCI victims of an earthquake in Taiwan,
specifically looking at ED discharge vs. admission/death. The retrospective application of START reported
a sensitivity (SE) = 82.4%, specificity (SP) = 55%, and area-under-the-curve (AUC) = 0.71 (16).

Other studies do not support the use of START. Sacco et al., 2005 conducted an MCI simulation to
compare the predictive validity of START and Sacco. The authors found that the use of Sacco triage
system provided higher numbers of expected survivors than did the use of START in all the simulations
(17). Zoraster et al., 2007 analyzed the use of START for a train crash in LA. They concluded that START
was appropriate for the initial incident scene, but not for hospital settings due to the terminology and
categories associated with START. They suggested they lacked clarity, specifically the terms
"immediate", “delayed", and "minor", which was found to increase the maldistribution of patients
(14). Kahn et al., 2009 retrospectively reviewed the overall accuracy of START for a train crash in
California. They found the overall accuracy was 44.6%. However, when looking at the specific categories
of triage, Red (SE = 100%, SP = 77.3%) performed quite well compared to Yellow (SE = 39.1%, SP =
11.9%) and Green (SE = 45.8%, SP = 89.3%) (10). Based on their findings, in primary triage, START was
accurate in identifying strictly Red/Immediate patients for transport but performed poorly for the
Yellow/Delayed category when distinguishing between immediate life threats and serious yet stable
injuries. However, the authors noted they were unable to fully distinguish if triage error was due to the
system algorithm or the provider application. Other studies have had similar findings indicating START
has higher rates of under-triage (8).
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Malik et al., 2021 analyzed triage systems ability to predict priority 1 (Red) status from the UK National
Trauma Audit and Research Network registry (TARN). Results showed START (SE = 75.3%, SP = 85.1%).
mMSTART, (SE = 77.3%, SP = 82.9%), CareFlight (SE = 69.6%, SP = 88.3%), MPTT (SE = 34.2%, SP = 57.4%),
and MPTT-24 (SE = 33.4%, SP = 61%) (18). BCD Triage Sieve had the highest SE for predicting priority 1
status, with the accompanying highest over triage (81.2%), mSTART had the next highest SE with a
slightly lower over-triage (71.6%). This study had a large sample, however, 97.1% were blunt injuries,
affecting the generalizability to other trauma types.

Vassalloet al., 2017 utilized the UK National Trauma Audit and Research Network registry (TARN). They
included 6095 adult patients from a deployed military treatment facility. Results showed CareFlight (SE =
98.4%, SP = 33.5%), START (SE = 38.7%, SP = 96.9%), MPTT (SE = 69.9%, SP = 65.3%), Military Sieve (SE
=43.8%, 93.6%), Triage Sieve (SE = 23.8%, SP = 94.7%) (19). Triage Sieve had the highest under-triage of
(75.2%), MPTT had the lowest under-triage (30.1%), but highest over-triage (35.2%). CareFlight had the
lowest over-triage (5.0%). This study focused on the military setting, therefore including a high
proportion of Red-level patients (47.8%) and primarily younger males, while a civilian MCI may include a
different distribution of acuity, age (affecting comorbidities), and gender. Additionally, they substituted
measuring radial pulse with a SBP <90 for CareFlight and START (20). Vassallo et al., 2017 has done
further comparisons using the JTTR and TARN databases and found MPTT scored the highest for
sensitivity and specificity, compared to MPTT-24 and Military Sieve (21).

Cross et al., 2013 used 530,695 records from the National Trauma Data Bank in the USA to compare
triage allocations of CareFlight, Sacco, START, and FDNY to mortality outcome at discharge. Sacco scored
the highest for mortality prediction with an AUC of 0.883, among the systems range of 0.825 - 0.883
(22). In their sub-analyses, CareFlight more frequently mis-triaged potentially salvageable patients to
“dead” but was more accurate for burns, specifically. Cross et al., 2015 expanded on those findings and
assignedtriage levels specifically using START and categorized them by trauma type. Results showed the
AUC for blunt injuries (0.83), penetrating injuries (0.93), burns (0.86) (23).

James et al., 2021 compared a simple triage system (absolute vs relative emergency) to various MCI
triage systems based on a terrorist attack in Paris. They found that the simple triage system had better
diagnostic performance than FTS and MPTT, with less over- and under-triage (24). Authors noted patient
data was missing, potentially biasing the results, and in addition, on-scene casualties were not included
reducing the overall the reported mortality.

Marcussen et al., 2022 conducted a meta-analysis and compared the ability of primary triage systems
START, CareFlight, Triage Sieve, and Military Sieve to classify critically ill/injured patients. Based on
sensitivity and specificity, Military Sieve had the highest relative sensitivity and Care Flight had the
highest relative specificity (25). This study used need of an LSI as a gold standard for acuity.

There have been studies indicating promising performance using SALT, despite being a newer triage
system with limited research. Lerner et al., 2009 conducted a simulated MCI event with 217 patient
scenarios, with a diverse group of medical professionals. The final triage using SALT was correct for 83%
(95% Cl: 78%—88%) of the observations; 6% were over-triaged and 10% were under-triaged. They
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proposed these results were comparable, if not better than other triage systems (26). This study was
limited due to being a simulation, and that triage accuracy was based on SALT triage definitions which
had not been correlated to patient outcomes. Bhalla et al 2015 had ED physicians retrospectively apply
SALT and START for 100 patient charts from a hospital trauma registry in Ohio, USA based on patient
outcomes and need for interventions. Their results showed that SALT had less over- and under-triage,
and better sensitivity (65%) and specificity (88.3%) than START (SE = 55%, SP = 85%) (27). Authors
acknowledge the limited sample size and acuity (60% green).

Usability

Another theme identified was usability, although our search strategy generated limited findings. It was
suggested that START was easy to learn and required minimal training. Badiali et al., 2017 randomly
divided nonprofessional first responders into a non-START group and a START group (defined as
receiving a 30 min training on START). The START group correctly triaged 94.2% of patients, compared to
59.8% among the non-START (28). However, Aslan et al., 2021 conducted an observational study with
healthcare workers in Turkey on their knowledge and skill with START. The scores were 70% for
knowledge and 60% for skill, highlighting that effective triage is more than theoretical knowledge (29).

One article discussed the user confidence of SALT following a 30-minute training. Following the training,
74% felt more confident and no respondents reported that SALT was more difficult to use than the
current disaster triage tool they used (26). Lee et al., 2015 reported a 79.9% triage accuracy using SALT
during MCI simulation after brief 30-minute teaching to paramedics without prior MCI experience (30).
Cross & Cicero also noted that a strength of CareFlight was its simplicity for users, while maintaining
accuracy (22).

Efficiency

There was limited discussion of our theme efficiency, however, Heller et al., 2019 proposed the largest
determinant of efficiency is not the system, rather the experience of the provider completing the triage
(13). Two articles proposed CareFlight to be an efficient system, taking only 15 seconds to complete due
to the lack of respiration rates (15,18). One article mentioned the efficiency of SALT, due to the global
sorting component contributing to the timely management of triaging urgent patients (31). Results vary
for how long it takes to complete START with results ranging from 30-90 seconds (9,18,31-34).

Pediatrics

Heffernan et al., 2018 conducted a prospective observational study with 115 pediatric patients (under
18 years old) at a pediatric ED in Wisconsin, USA. They reviewed the accuracy of SALT, JumptSTART,
Triage Sieve, CareFlight, with SALT having the best performance with the highest accuracy (59%), lowest
under triage (33%), but highest over triage (6%). Most errors for all the systems occurred between the
“minimal” and “delayed categories” (35). This study was limited to a small sample size, with limited
acuity, however, they did assess performance in the ED setting. Jones et al., 2014 compared JumpSTART
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to SALT in a pediatric MCI simulation with 44 paramedics. The systems scored the same on accuracy
(66%) and over triage (10%). For under-triage, SALT scored 10% and JumpSTART 11%. JumpSTART scored
26 seconds to complete, 8 seconds faster than SALT, however, providers reported both were easy to
use. For both systems, cognition errors were the primary error, however, next most frequent errors
were technical errors for SALT and affective errors for JumpSTART (36). Overall, there were no
significant differences in system performance. The study had a limited sample size, in addition to
different experience levels of the providers using SALT versus JumpSTART. In a systematic review
conducted by Costa et al., 2021, most of the research focused on pediatrics evaluated SALT and
JumpSTART, showing minimal differences. However, they did find common barriers to pediatric triage
were providers being less familiar with pediatric physiology, emotional reactions, and training
limitations (37).

Tawil et al., 2022 completed a scoping review which concluded that no triage system was found to be
conclusively better for pediatric patients, including the specifically-designed pediatric JumpSTART (38).
Jenkins et al., 2008 reviewed sensitivity and specificity of assigning pediatric patients to the
Immediate/Red category and found CareFlight scored the highest (SE = 31.5%, SP = 99%), compared to
JUumpSTART (SE = 2.4%, SP = 97.8%) (11).

Cross & Cicerocompleted performance comparisons for the outcome ‘mortality at discharge’ for ages 0-
8 and found the AUC (95% Cl) was START (0.931), FDNY (0.891), CareFlight (0.952), GCS (0.964), Sacco
(0.961). A key take awaywas the performance of GCS as a MCl triage tool, indicative that mental status
in young children may have greater predictive abilities than other vital signs or triage parameters (22).

Key Considerations

The literature frequently mentioned two variables highly discriminatory for mortality when incorporated
into a triage system: (1) the motor component of GCS and (2) presence of radial pulse
(9,10,15,22,26,39,40). The motor component rapidly and simply assesses patients in need (9,13). A
palpable radial pulse is suggested to measure circulation and provide information on SBP better than
capillary refill, which is dependent on patient temperature, access to light, and is less accurate for
predicting hypovolemia (9,32,40). As such, incorporation of these two variables in any utilized triage tool
is thought to provide improved construct validity.

Evidence also indicates that triage systems that encompass all ages perform better (9,32). Additionally,
it was noted systems with more triage categories such as the “Expectant” category, perform better as it
allows providers to better discriminate patient urgency and prioritize resources for salvageable patients
rather than those unlikely to survive (9,22).

LIMITATIONS

Due to the complex nature of the topic and the limited available research, this review faced many
limitations. First, many studies focused on primary triage, also known as field triage, which has different
goals, contexts, and resources compared to triage that occurs in the acute care setting. Primary triage
also is usually completed by different types of providers such as paramedics or emergency responders,
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with varying training and professional scope with limited generalizability to providers performing
secondarytriage at an acute care centre. Second, systems have not been equally researched, with most
of the research focusing on, or in relation to START, making it difficult to directly compare system
performance. Third, some studies focused on a certain MClI type, such as burns or gunshot wounds,
further posing challenges to infer and compare how systems perform from an all-hazard perspective.
Fourth, there are many methodological limitations when conducting MCI research. Due to the nature of
MCI events, controlled, randomized, or experimental studies are difficult to perform practically and
ethically (8,35). These limitations pose a challenge for the generalizability of MCl research findings. Most
of our included studies were retrospective analyses or simulations, which do not capture the authentic
high stress circumstances of an MCl, challenges of resource distribution, nor allow the provider to
visualize the patient which is a key factor of clinical decision making. Therefore, further research needs
to be conducted to better represent and capture the authentic circumstances of MCl events. Lastly,
many of the studies included were conducted outside of Canada/USA, where they may have different
standards, training, and resources. While these factors may limit the direct generalizability of our results
to the context of acute care centres in British Columbia, they are helpful to guide and inform
recommendations within our own context.

DISCUSSION

There are many disaster triage systems that can be employed during an MCI, each with its own
strengths and weaknesses. Unfortunately, there is currently no available evidence to support choosing
one triage system over another based on patient-important outcomes (e.g. morbidity or mortality). Due
to the prospective and randomized nature necessitated by a study to differentiate the ability of triage
tools to affect patient-important outcomes, there are currently no disaster triage studies describing the
outcome validity of any triage system. As such, in order to develop a recommendation on which triage
tool to utilize provincially, the triage systems were evaluated by criteria available in literature: usability,
efficiency, accuracy, and the key considerations and populations as elaborated in the Results section of
this review (Appendix 2). As mentioned, motor response and radial pulse parameters were discussed as
important inclusions to improve the construct validity of a disaster triage algorithm, which when cross-
referencing the tools that use these parameters, the following tools were identified: START, SALT,
CareFlight, mSTART, and Sacco. Filtering these tools further by the available data for usability and
efficiency, START and SALT remain as disaster triage tools that seem to perform reasonably well after
taking all the aforementioned criteria into account.

In terms of START and SALT performance with respect toaccuracy, the reported ranges of sensitivity and
specificity seem comparable as listed in Appendix 2. However, comparison of the described accuracy
ranges must take into context the strength and type of studies being compared. Multiple simulation
studies have been completed for both START and SALT (26,41-47), which report sensitivity and
specificity by comparing triage categorizations of simulated case vignettes to a gold standard of their
predetermined “correct” triage categories. These types of simulation studies show that a developed
triage tool can be reliable (intra-rater and inter-rater reliability, types of triage errors) but have very
limited ability to demonstrate that triage algorithms appropriately identify patient acuity in the context
of an MCI. Accurately identifying patient acuity in an MClI, with its resultant effects on morbidity,
mortality, and resource utilization, is arguably what a disaster triage system is designed to do (10, 11).
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There have been an increasing number of studies attempting to demonstrate the construct validity of
various MCI triage algorithms, however, there currently remains active debate on what constitutes
acuity (48). Due to this continued debate, the gold standard of acuity utilized amongst studies remains
heterogeneous, which makes comparing data problematic. Moreover, START is by far the more
ubiquitous triage system, being described in literature for over 30 years (49) with its resultant
foundation of evidence being the largest. SALT is comparatively new, being developed by the USCDC in
2008 (9). However, the evidence for SALT continues to grow and shows promise when it comes to its
construct validity (27). These construct validity studies are also largely retrospective, of small sample
size, or based on trauma registry data, which is often serial cases of singleton trauma, limiting their
generalizability to live MCl triage. While keeping in mind these limitations and differences, the reported
ranges of sensitivity and specificity in Appendix 2 are qualitatively similar between START and SALT, with
no obvious differences to draw significant conclusions or recommendations from.

While the construct validity measures of START and SALT seem comparable, there are operational
differences between these algorithms that can be scrutinized to help make recommendations. START is
chiefly used as an adult triage tool, with derivation of a pediatric-specific tool, JumpSTART, in 1995 with
a further revision in 2001 (50). As such, utilization of START is often paired with JumpSTART, requiring
triage officers to be knowledgeable of two algorithms rather thanjust one. Whereas, SALT was designed
as a combined pediatric and adult triage system. The performance of JumpSTART to other combined
tools, such as SALT, has been comparable with no large differences noted as yet (22, 35, 36). START lists
four triage categories and does not formalize any consideration for survivability or appropriateness of
resource allocation. SALT includes an Expectant triage category, which is based on contextual
considerations of available resources to determine priority of transport and treatment. While there is
little evidence currently on the utility of added survivability considerations, it has been advocated as a
worthwhile inclusion, especially in the context of austere resources (32, 51). One further operational
consideration is the inclusion of Life Saving Interventions in START and SALT. START formalizes the use of
BVM rescue breaths, whereas SALT further includes hemorrhage control, needle thoracostomy, and
auto-injector antidotes. While there is no current evidence available to suggest that inclusion of these
expanded LSIs improve triage system operating characteristics or patient-important outcomes, they do
serve as formalized opportunities to intervene in simple yet effective ways to potentially temporize
acutely life-threatening conditions and lengthen the window for effective transport or treatment.

CONCLUSION

Although there is no conclusive evidence demonstrating superiority between START or SALT from a
construct validity, usability, or efficiency perspective, they both perform reasonably and could be
considered for utilization. However, if START is adopted at a site or Health Authority, it is strongly
recommended to concomitantly maintain training on the partnered pediatric tool, JumpSTART. SALT is a
reasonable choice of triage system as well, with added value in comparison to START in terms of
formalized survivability and resource allocation considerations, expanded LSIs, and less training burden
as a combined adult and pediatric tool.
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RECOMMENDATION

From the perspective of provincial guidelines, interoperability prioritizes the recommendation to adopt
a single tool. As such, it is recommended for Health Authorities and sites to adopt SALT due to its
reasonable performance in construct validity, usability, and efficiency, while having the added
advantages of being a combined pediatric and adult tool, the incorporation of survivability and resource

allocation considerations, and an expanded LSI list.
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APPENDIX

APPENDIX 1: Summary of MCI Triage Systems

Triage Triage Categories Scoring Parameters

System

START Immediate (red), delayed (yellow), walking RR >30, radial pulse or cap refill, following
wounded (green), deceased (black) commands, walking, airway

mSTART Immediate (red), delayed (yellow), walking RR >30, palpable radial pulse, following
wounded (green), deceased (black) commands, walking, airway

CareFlight Immediate (red), urgent (yellow), delayed Walking, airway, following commands,
(green), unsalvageable (black) palpable radial pulse

SALT Sorting (walking, movement, still) Respiratory distress, palpable radial pulse,
Basic life interventions following commands, walking, airway,
Assess (minimal, delayed, immediate, hemorrhage, survivability
expectant, dead)

Triage Sieve | Immediate (red), urgent (yellow), delayed RR <10 or >20 or cap refill >2 sec, walking,
(green), expectant (blue), dead airway

Sacco High, moderate, slow (rate of deterioration) | RR, palpable radial pulse, motor response

MPTT Priority 1 (red), priority 2 (yellow), priority 3 | Walking, airway, RR <12 >22, HR >100, GCS
(green), dead (black) <14

MPTT-24 Hemorrhage, walking, airway, responds to

voice, RR<12 >24, HR >100,

Military Immediate (treated first), delayed (6-8 hours), [ Open airway

Triage minor, expectant (death without vast
resources)
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APPENDIX 2: Results Summary

System SE/SP Range Radial pulse & GCS-M Usability Efficiency
START SE=55-85% o7 o7 o7
SP=533-97%
CareFlight SE=33.5-82% o - o
SP=72.6-96%
Triage Sieve SE=24.8-45% X - -
SP=72-94.7%
SALT SE = 65% o o o
SP = 88.3%
MPTT SE=34.2-69.9%
SP=574-653%
MPTT24 SE=33.4-535% X - X
SP=61-74.8%
Military Sieve SE=28-43.8% X - -
SP=93.6-94.1%
mSTART SE=55.3-84% i - -
SP=723-91%
Sacco No SE/SP included o - of
Field Triage SE=48% X - -
SP=72%
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Background

The Incident Command System (ICS) is a standardized management system designed to allow for the
command, control, and coordination of an effective response to emergency incidents and planned
events (1). Since the late 1980s, hospitals throughout North America and the world have used a version
of ICS known as the Hospital Incident Command System (HICS) during mass casualty events (2). HICS is
designed to be flexible, scalable, and adaptable to any hospital and any hazard. It organizes a hospital’s
response into five sections: Command, Operations, Planning, Logistics, and Finance/Administration (2).
The sections are differentiated by colour-coded vests, the system establishes a predictable chain of
command with a suggested span of control, and roles come with prioritized action checklists (2). This is
all designed to reduce role confusion, promote accountability, and improve interagency communication.
Here in British Columbia, hospitals are mandated to use HICS as their emergency management
structure.

Despite its intended benefits, HICS is not a system without issues. The language and organizational
structure of HICSdo not correlate to routine hospital operations (2). This can pose significant challenges
for healthcare providers who are already being tested by an increasing volume of patients with acute
care needs during disaster or emergency events. Infrequent usage of HICS and healthcare’s well-
documented high employee turnover problem (3) further contribute to a lack of familiarity with HICS
among healthcare staff.

This project will identify strategies that make the implementation and utilization of HICS more efficient.
It will investigate ways to tailor HICS to the hospital staff intended to use it, as well as the gaps in
knowledge and training that hospital administrators should consider in their mass casualty incident
(MCI) planning efforts.

Literature Review

This paper reviews and synthesizes past literature on the Hospital Incident Command System in order to
understand what is known about HICS and to identify the gaps in our knowledge. The majority of source
articles were identified using searches of electronic databases and consist of peer-reviewed qualitative
studies and government agency reports. The findings are organized by according to the defining
features of HICS, the advantages of using HICS, the barriers to HICS implementation and utilization, and
the culture of preparedness that is essential for HICS to function welling.

Defining Features

HICS is intended to meet the needs of all hospitals, regardless of size, location, or patient care
capabilities. The defining features of HICS are its modularity, task accountability, and a hierarchical chain
of command. HICS organizes a hospital’s response into five sections - Command, Operations, Planning,
Logistics, and Finance/Administration - and then further breaks down each section down into
subsections (2). HICS is a modular approach to incident management, meaning that smaller subsections
can be activated, modified, created, or deleted and still fit within the greater HICS framework. Roles
within each section are provided with Job Action Sheets (JABs) that include checklists for prioritization of
action and this is designed to promote accountability and assist with decision-making (2). These roles
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are collectively known as the HICS Management Team and they are organized into a pyramid structure
with a hierarchical chain of command and a suggested span of control (2). The Command section is at
the top of the pyramid and is led by the Incident Commander. The Chiefs of the Operations, Planning,
Logistics, and Finance/Administration sections report to the Incident Commander report the Chiefs of
the Operations, Planning, Logistics, and Finance/Administration sections. This design matches the ICS-
based framework that government and other allied disaster management agencies use during an
emergency or disaster response.

CEMSA'’s (2) HICS Guidebook is the foundational document of HICS that provides information and
guidance on planning and utilizing HICS. Planning is a key component for HICS and includes a focused
risk assessment, determining a hospital’s capabilities, and evaluating preparedness through exercises.
CEMSA recommended a diverse planning team composed of representatives from various hospital
departments and community partners who are tasked to with identifying what objectives would need to
be accomplished set during an emergency and who the personnel are that would be required to
accomplish them. Utilization of HICS begins with the recognition that an incident has occurred or is
about to occur that is likely to disrupt or overwhelm a hospital’s normal operations. The HICS
Management Team positions are activated in accordance with a hospital’s Emergency Operations Plan.
The Hospital Command Centre is established as the focal point for communication and remains active
until demobilization is possible. CEMSA highlights clear, consistent communication throughout HICS
utilization as essential to its success (2).

Advantages of HICS

Past research has consistently identified several key advantages of using HICS during an emergency or
disaster response. In their systematic review, Bahrami et al. (4) contended that the defining features of
HICS, which are its hierarchical structure, a specific chain of command, clear uniform language, defined
roles and responsibilities, modularity, and flexibility, are the foundation of what makes HICSa successful
management tool during emergencies and disasters. The hierarchical structure of HICS and its
associated suggested span of control creates a clear chain of command and a clear chain of decision-
making during disasters. Roles and responsibilities are well-defined, and the hierarchical structure
explains how positions are related to one another. This facilitates decision-making and reduces the
chance of errors and redundant work (4). In their research on HICS utilization at a large hospital in
Taiwan, ROC during the 2003 SARS outbreak, Tsaiet al. (5) reported that HICS’ hierarchical structure was
successful at disseminating information, like updates on infection control procedures, from top
leadership down to frontline staff. According to CEMSA (2) HICS’ modularity and flexibility are also great
assets and HICS can be scaled for use for any size hospital and any type of disaster. Bahrami et al. (4)
agreed that HICS’ modular framework provided the necessary flexibility for it to be utilized for in a
variety of situations and this as was further evident in Tsai et al.’s (5) research which showed that the
HICS framework allowed the hospital to keep six irrelevant response units closed, to create six new
ones, and to logically determine where the new units would be placed within the overall organization,
enabling their integration into the greater whole. Finally, the language and structure of HICS match the
language and structure of partner response agencies, like those of local government, fire, and other
emergency services, because they are all based on the same ICS framework (2). This uniform language
and structure promotes successful interagency communication and collaboration (2) which is key to a
successful disaster response. Past research supports the assertion that HICS facilitates a flexible,
organized, multi-agency response.
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Barriers to Implementation and Utilization

HICS also poses some major challenges for hospital emergency preparedness personnel and clinical
staff. Yarmohammadian et al. (6) interviewed senior hospital managers and emergency management
specialists with experience using HICSand argued that the cost of HICS, lack of familiarity with HICS, and
an emergency preparedness workplace culture problem were significant barriers to HICS
implementation and utilization. Funding is a challenge for any policy implementation effort and HICS is
no different. Yarmohammadian et al. (6) reported that implementation and maintenance of HICS was a
challenge for hospital emergency planners because they lacked the necessary facilities and funding.
Yarmohammadianet al.’s (6) experts also noted the difficulties stafffaced using HICS because they were
not familiar with its language. This was echoed by Bahrami et al. (4) who further attributed hospital
staff’s general lack of familiarity with HICS to the fact that HICS was originally modelled after the
management hierarchy of the military and the significant work culture differences between healthcare
and the military. This lack of familiarity is exacerbated by infrequent usage of HICS (4) and the high
employee turnover seen in healthcare (3). Workplace culture is its own barrier to HICS. According to
Yarmohammadian et al. (6), hospital emergency planners reported a lack of motivation and knowledge
about emergency plans from managers and staff. If a workplace culture does not value and prioritize
emergency preparedness, infrequently used procedures like HICS will be unfamiliar to staff. There is also
some debate over whether HICS is able to be adapted to all hospital settings as intended. In their
review, Bahrami et al. (4) reported that HICS had not been as successful in the public health setting as
desired, although details of the challenges were not included in the study. This was contradicted by Tsai
et al.’s (5) research, which overwhelmingly concluded that HICS was effective at responding to the SARS
outbreak, a public health crisis. While HICS’ effectiveness in a public health setting remains debated,
past research has identified shown that the cost of implementation and maintenance, lack of familiarity
from of staff, and an unmotivated workforce continue to pose a challenge to HICS implementation and
utilization.

Culture of Preparedness

Past literature suggests that the key to successful HICS implementation and utilization is a culture of
preparedness at the hospital. A culture of preparedness can be defined as a shared, integrated belief in
the importance of and a commitment to emergency preparedness (7) and can be developed through
investment from by management, training and exercises, and inter-agency collaboration.

Senior Management Commitment

Hospital management has the responsibility to actively build a culture of preparedness and can do so by
investing into emergency planning, modelling the culture they seekto create, and engaging their staff to
participate in HICS activities and training. Schoenthal’s (8) research on successful implementation of
HICS through in a case study of Stanford Medicine’s response to the Asiana plane crash of 2016
identified four critical factors that led to successful implementation of HICS, and the first of these critical
factors was a firm commitment from hospital executive leadership to implement HICS and create a
culture of preparedness. Likewise, Bahrami et al. (4) identified a commitment from senior management
as a significant factor that determines successful HICS outcomes functioning. Management must invest
both time and resources into emergency planning. Djalali et al.’s (9) study on the decision-making
performance of leadership using HICS during simulated disaster responses provided evidence of the
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importance of investment from by management and showed that public hospitals performed better
than university hospitals. They hypothesized that public hospitals performed better because
management at public hospitals had implemented HICS one year sooner and had allocated more
financial support to their emergency preparedness program than their university counterparts.
Regarding a commitment from senior management, Yarmohammadian et al. (6) conversely attributed
unsuccessful HICS implementation efforts at Iranian hospitals to management that lacked a belief in the
value of HICS and did not allocate sufficient financial resources or encourage staff to participate in a
meaningful way. Leadership must commit to making emergency management a priority in order for HICS
to be successfully implemented and ultimately utilized during a crisis.

Training and Exercises

Past literature has consistently stated that training healthcare staff on emergency preparedness plans
and HICS, including drill and exercises, is essential to success. Bahrami et al. (4) identified training and
disaster simulations as factors that increase effectiveness by increasing staff familiarity with the HCIS'
organizational structure. When Bulson and Bulson (10) researched the use and effectiveness of HICS in
real-life incidents, both planned and emergent, a hospital survey showed healthcare staff felt more
confident and more proficient using HICS after receiving training from their employer. Likewise,
Schoenthal (8) argued that advance planning that includes training, drills, and exercising was a critical
factor that led to a successful HICS implementation. Staff who participated in the Asiana plane crash
response that Schoenthal (8) studied, specifically reported that training before the incident contributed
to successful HICS utilization and the hospital emergency personnel interviewed by Yarmohammadian et
al. (6) similarly highlighted the value of training packages similarly. This shows how that unified hospital
staff are unified in their assertion that training leads to success. Bulson and Bulson’s (10) research, in
particular, concluded that staff training was one of the most important elements of in successful HICS
utilization and highlighted that there are more ways to train staff ion HICS than just traditional courses,
drills, and exercises. Activating HICS for planned events, as was done in Bulson and Bulson’s (10)
research, allows staff to practice emergency protocols in a more stable setting than presents itself
during an unplanned emergency. Investing into training and drills can help combat the lack of familiarity
that healthcare staff have with HICS and set emergency plans up for success during actual disasters.

Interagency Collaboration

While HICS is designed for use by the hospitals, its design is intended to be compatible with partner
agencies who are also using an |CS-based framework. Interagency collaboration has been consistently
highlighted in the literature as a one of the fundamental elements of a culture of preparedness that
contributes to successful HICS implementation and utilization. In all three events that they reviewed,
Bulson and Bulson (10) concluded that strong partnerships with other response agencies was a key to
successful HICS utilization. For example, when HICS was activated by the hospital in response to a bomb
threat, constant and open communication with the police department was instrumental to the HICS-
based response (10). When that same hospital briefly activated HICS for President Ford’s funeral,
interagency collaboration was once again noted to be a key to success, but in particular, Bulson and
Bulson (10) contended that pre-established communication links between hospitals and partner
agencies enabled effective sharing of information between them during HICS activation. Such pre-
established lines of communication should be considered by emergency managers as they plan for and
implement HICS structures. Once established, these connections with partner agencies must be
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maintained and developed. Schoenthal (8) suggested that planning, training, and exercising with
community partners was critical to the successful implementation of HICS. This supports Bulson and
Bulson’s (10) research about the importance of interagency collaboration and should be considered a
priority by hospital emergency planners. Training with other agencies is an efficient way to build and
maintain relationships whilst also testing the hospital’s systems and training staff. Hick et al.”s (10)
expert speakers further elaborated on the importance of interagency collaboration. De-Atley, Rawlings,
Wargo, and Saruwatari, who are all high-ranking hospital emergency management personnel, discussed
their experiences activating HICS and all agreed that interagency collaboration was essential to success
(11). In particular, Saruwatari proposed that HICS facilitated a common operating picture amongst all
the members of the response and that this unified vision created an environment that was conducive to
a successful, integratedresponse (11). Fostering relationships and a shared vision with partner agencies
is an ongoing part of HICS implementation and utilization and is essential for success.

Discussion

The synthesizes of previous literature shows that HICS is a standardized management system designed
to enable an efficient, effective, and coordinated response to emergencies and disasters. HICSfeatures a
common hierarchical structure, clear chain of command, and defined roles and responsibilities. It is
designed to be modular and flexible and it has been a part of successful, and unsuccessful, hospital
incident response efforts all over the world since the 1980s. Past research has shown that a culture of
preparedness within a hospital must include as commitment from senior management, training and
drills, and interagency collaboration is essential to HICS' success to perform well when used in practice.
Despite its popularity, research on HICS remains limited overall limited and evaluation and frontline
perspectives are particularity under researched.

In addition to the literature, there is subject matter expertise that must also be considered. According to
police experts from the RCMP National Security FPND, Investigation and Support Bureau of Ontario
Provincial Police and the National Security Working Group, prioritizing a victim-centered approach is
crucial while formulating protocols. This approach ensures those victims' needs, concerns, and rights are
given the utmost consideration during the planning process. Although response organizations typically
emphasize measurable outcomes in their response efforts, the community's assessment of the response
quality is based on how victims, their families, and responders were treated and supported during the
incident (12). However, Police have noted that when victim management roles are integrated
throughout their Emergency Operations Center (EOC), the focus on victims can sometimes be
overshadowed by prioritizing operational requirements. In light of that, policing services across Canada
are adding a “Victim Management Chief” to their section chiefs within their EOC to highlight the
importance of caring for and supporting victims and their families (see Figure 1). The health system can
similarly benefit from recognition that supporting victims of an MCI, their families, and the responders
themselves needs to be identified as a stand-alone priority and high-level role.
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Figure 1: Victim Management in EOC Structure (Toronto Police)
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Recommendations

1. Acutecareleaders should attendannual EOCtraining: In order to improve familiarity with HICS
and maintain competence, leaders (i.e. managers, directors, supervisors) working in acute care
settings should commit to annual EOC training.

2. Localand regional MCl response plans should include pre-determined EOC structures: Using
the principles of HICS, sites and regional health authorities should have pre-determined EOC
structures that outline the roles that will be needed in the EOC during an MCl event. Although
these structures may be amended based on the availability of staff and needs of the event,
having pre-determined organizational charts of the EOC will make the activation process more
efficient. (Sample organizational charts are noted in Appendix A).

3. Local and regional EOCs should adopt a Psychosocial Section Chief: Roles that deal with the
psychosocial well-being of staff, patients, and family members are currently primarily under the
Operations section in most EOCs, but this can result in an inadequate focus. Creating a
Psychosocial Section Chief in EOCs and centralizing all the psychosocial-related roles in this
section can ensure these considerations get the attention they deserve and would be in line
with emerging practices among other MCI responders.

4. When appropriate, utilize HICS on a unit/departmental-level: In addition to site-wide EOCs,
very large departments (like a large Emergency Department or Intensive Care Unit) should also
consider using HICS on a unit/department level to organize their response more efficiently. This
internal structure should align and be complimentary to site-wide EOC.
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Conclusion

HICS is a structured framework for hospital emergency response. While HICS offers numerous benefits,
such as clear roles, a hierarchical structure, and compatibility with other response agencies, it also
presents challenges. Issues like the misalignment with routine hospital operations, staff unfamiliarity,
infrequent use, and high employee turnover can hinder its effective implementation. There is an
importance of building a culture of preparedness within hospitals. Senior management commitment,
stafftraining, and exercises, as well as interagency collaboration, are vital components of this culture. It
underscores that fostering a victim-centered approach and integrating victim management roles within
the EOC structure are essential considerations for comprehensive emergency response planning in
healthcare.
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Appendix A: Sample Organizational Charts
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Purpose and Scope

This document is intended to support the effective development and implementation of exercises that
will increase the capacity of acute sites to respond to mass casualty incidents. It provides a framework
for emergency managers to build a progressive emergency exercise program for an acute healthcare
site. It should be used in conjunction with relevant emergency response plans and processes.

Emergency Management Exercise Background

Canada does not have a standard for emergency management exercise design (at the time of this
document production). Despite the lack of Canadian standards, there is a significant body of work that
can be used to inform our understanding of effective emergency program and exercise design.

The project team reviewed national emergency exercise programs published by the Australian National
Emergency Management Agency?, the National Emergency Management Agency of New Zealand?, and
the Federal Emergency Management Agency (FEMA) within the United States Department of Homeland
Security3. Additionally, the team reviewed the exercise design documentation created within Canada
that was informed by the no-longer active National Emergency Management Training Committee
Canada (NEMTC) (sunset in 2015). Documentation informed by the NEMTC includes Emergency
Management Ontario’s EM 125 Exercise Program and the Alberta Emergency Management Agency’s
Exercise Design 100.

Each emergency exercise program acknowledged the integral role exercises play in the development of
response capability and to the preparation of individuals who hold roles within a response. FEMA’s
Homeland Security Exercise and Evaluation Program (HSEEP) contains the most comprehensive doctrine
related to a programmatic approach to emergency exercises and forms the basis for the approach
defined within this document.

The following fundamental principles identified by the doctrine should influence all exercise planning.

Senior Leader Guidance: The early and frequent engagement of senior leaders is the key to the success
of any exercise program. Senior leaders provide the overarching guidance and direction for the exercise
and evaluation program as well as specific intent for individual exercises.

Informed by Risk: Identifying and assessing risks and associated impacts helps sites/programs identify
and evaluate priorities, objectives, and capabilities through exercises.

!Australian National Emergency Management Agency Managing Exercise Handbook
https://knowledge.aidr.org.au/resources/handbook-managing-exercises/

2 National Emergency Management Agency New Zealand National Exercise Programme
https://www.civildefence.govt.nz/cdem-sector/exercises/resources/

3 FEMA HSEEP
https://www.fema.gov/emergency-managers/national-preparedness/exercises/hseep
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Capability-Based, Objective-Driven: Sites/programs can use exercises to evaluate current capability
levels/targets and identify gaps. Exercises focus on assessing performance against capability-based
objectives.

Progressive Exercise Planning Approach: A progressive approach includes the use of various exercises
aligned to a common set of program priorities and objectives with an increasing level of complexity over
time. Progressive exercise planning does not always imply a linear progression of exercise types.

Whole Community Integration: Exercise planners, where appropriate, to engage the whole community
including populations systemically vulnerable to disasters throughout program management, design and
development, conduct, evaluation, and improvement planning.

Common Methodology: A common methodology should be considered for exercises across all program
areas. The methodology enables sites/programs a shared understanding of program management,
design and development, conduct, evaluation, and improvement planning and fosters exercise-related
interoperability and collaboration.

Role of Exercises

Exercises are a foundational component of a comprehensive emergency management program. While
this document is narrowly focused on exercises, it should be understood that the exercise cycle of
design and development, conduct, evaluation, improvement planning must link into an emergency
program as a way to validate plans, provide training to responders, identify gaps, and inform the
continual improvement process embedded within emergency management.

Exercise Program

Types of exercises

The purpose and objectives of the exercise will help you decide on the most appropriate type of training
required in order to meet the needs of the organization(s) and participants. Typically when leading up
to a full-scale functional exercise, it is necessaryto build a progressive plan which may incorporate a few
exercise elements to ensure the success of participants.

The type of exercise selected is determined by:

e the experience of the team and the maturity of the system being tested
e the training needs of the participants

e the capacity of the site(s) and key leadership participants

e site availability

e participant availability

e lead-time

e time available for the exercise

e budget

e internal/external factors
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The exercise may be simple to complex, and may involve a wide range of participants, evaluators, and
actors.

Upon completion of the exercise an evaluation of the exercise is best practice, and if there are any
glaring errors or omissions — it is best practice to not only find solutions but to also actively exercise the
solution.

Discussion Based

Typically discussion based exercises are designed around a scenario, and participants are able to discuss
hypothetical solutions to the problems provided.

A discussion based exercise works best when there is a general agreement between organizations or
within an organization about how things will go — there may be some areas where a debate about
approach or philosophies needs to be explored in order to gain an understanding of how to proceed.
Facilitation through difficult conversations with the objective to finding a solution should be the priority
as likely these are some of the areas of failure (as demonstration by previous experience) or are the
areas for failure in future events.

Discussion based exercises maybe a good way to understand the scope and boundaries for more
operational participants and are a good preface to more functional and frontline based exercises.

Depending on the experience and communication style of the audience, discussions maybe less
structured.

Operational Based

Operational based exercises are used to validate plans, policies and agreements. These exercises are
utilized once the members of the exercise have an understanding of the plans, policies and agreements
and are characterized by implementation of response activities in relation to a scenario.

An operational based exercise works best when all participants have been briefed and understand the
intended outcomes. Scaffolding of discussion based exercises with drills and functional exercises prior
to a full-scale exercise allows for positive outcomes. The intent of exercise should never be to system
failure. Gaps or errors in exercise should always lead to discussion and an analysis of the gap/error.

Operational based exercises employ tactile elements.

Discussion Based

Type

Seminar: e Topic maybe new to audience
e Wide range of knowledge/abilities

An informal discussion, designed to orient participants
to new or updated plans, policies, or procedures (e.g., a | ® Time: consider lecture style and length
of time 1-2 hrs before needing a break
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review a new Evacuation Standard Operating
Procedure).

Atmosphere is casual, and there are minimal time
constraints. Presentation is lecture-based.

e Typical Preparation: 2-4 hrs for every 1
hr of presentation

Workshop:

Resembles a seminar, but is employed to build specific
products, such as a draft plan or policy (e.g. develop a
Multi-year Training and Exercise Plan).

Ensure clear objectives/goals, and participant
discussion. Often break-out sessions and reporting out
to the larger group. AARs are typically workshop based.

e Leadership
Decision Makers
e Subject Matter Experts

Consider:

e 3-6 hr sessions with appropriate breaks

e Typical Preparation: 1 hour of
preparation for every hour in session,
then follow-up 2-4hrs for every hr of
presentation after to summarize the
findings

Tabletop Exercise (TTX):

Involves key personnel discussing simulated scenarios in
an informal setting.

TTXs can be used to assess plans, policies, and
procedures. Sessions should be low-stress and have
opportunities for coaching and parking lot of areas
where additional work is required. A Master Sequence
of Events may assist with this.

e Key Personnel
e Operational Leaders

Consider:

e Experienced facilitator

e 3-6hr session with debrief included

e Typical presentation development: 2-4
hrs for every 1 hr of presentation

Games:

A simulation of operations that often involves two or
more teams, usually in a competitive environment,
using rules, data, and procedure designed to depict an
actual or assumed real-life situation.

Operational Based

Drill:

A drill is a coordinated, supervised activity usually
employed to validate a specific function or capability in
a single agency organization. Drills are commonly used

Consider:

e Time: 1-2hrs

e Exercise Design Prep: Initial prep and
props may take some time, however
they can be reused moving forward

“Front-line Staff”

e Operational Staff
e Tactile skills

May 2023 HEMBC
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to provide training on tasks specific to new equipment
or procedures, to introduce or validate procedures, or
practice and maintain current skills.

Feedback is immediate for participants and drills can
provide an opportunity to practice in quick succession
tactile skills.

Consider:

Time: 1-2hrs or part of a larger exercise
Exercise Design Prep: Initial prep and
props may take some time, however
they can be reused moving forward

Functional Exercise:

Functional exercises are designed to validate and
evaluate capabilities, multiple functions and/or sub-
functions, or interdependent groups of functions.
Functional Exercises are typically focused on exercising
plans, policies, procedures, and staff members involved
in management, direction, command, and control
functions.

Does not involve any “boots on the ground” (i.e.
frontline staff responding to an incident in real time).

“Command Staff”

Leadership

Decision Makers

Key Personnel

Subject Matter Experts

Consider:

Prep time to allow for the
development of a Master Sequence of
events including anticipated outcomes.
Time: 3hrs — 6hrs of active play
Exercise Design Prep: Assume for every
hour of play 8-12 hours prep

Full-Scale Exercise:

Full-scale exercises are multi-agency, multi-
jurisdictional, multi-discipline activities designed to test
coordinated responses and rapid problem solving skills.
Often there are functional components to the exercise
where operational staff feed information into the
exercise, this may include decontamination of mock
patients or emergency department triage and setting
up of treatment spaces.

These are the most complex, resource-intensive, and
possible expensive exercises.

Staff tend to find this a high stress environment and
feel considerable pressure around evaluation. Long-
lead time and scaffolding of learning to ensure the
success of an exercise is required.

“All Staff”

Leadership

Decision Makers

Key Personnel

Operational Staff/Frontline Responders

Consider:

Prep for a successful event begins 12-
18 months in advance

Ensure regular operations are
supported through out the exercise
Time: 1-3 operational periods of active
play

Dry-run through: ensure all
appropriate players are read into the
situation to ensure success

Exercise Design Prep: Assume for every
hour of play 12-16 hours prep
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Reporting

Depending on the exercise different sorts of reporting may be anticipated.

. |8 |8 g |o
g g |9 |8 2 |3
£ 5 s £ = c =
3 = e O o u:f Z
Attendance X X X X X X X
Feedback Form or Survey X X X X X
Email Summary to Supervisor X
Hotwash + Summary to Leadership X X X
After Exercise Report X X X
Exercise Design and Planning
‘ Exercise Design / Planning Template
Item Description
Project Sponsor (Name / Position) A full-scale exercise is a significant investment

and requires several months of planning. A
project sponsor can improve the success of this
investment by providing leadership, direction,
and problem resolving skills. It is recommended
that a project sponsor be identified for any full-
scale exercises.

Purpose Statement Description of why you are holding the exercise

The purpose of this exercise is to...

Exercise Design Team Description

The exercise design team should include people
can provide guidance on technical response
requirements, clinical requirements, and support
services requirements.
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Overarching Exercise Objectives Objectives should be specific, measurable,

achievable, relevant, and time bound (SMART)

What do we want to accomplish with this exercise, what are the desired outcomes....

Example Objective:

Identify gaps in Code Orange declaration procedures if the Manager or Director on Call cannot be
contacted in a timely manner.

Example Desired Outcome:

Staff will have a greater understanding of how to proceed in the event that the Manager or Director
on Call cannot be contacted during an MCl.

Objective:

Desired Outcome:

Objective:

Desired Outcome:

Objective:

Desired Outcome:
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Inject Tracker / Expected Action / Evaluation Criteria

Inject / Delivery Task Clarity (optional) | Evaluation Criteria Prompting
Method estions

Exercise Objective Expected Action o .I. /

Conditional
Inject

Example: Incident notification Example:

Clarify t;B:EI;IS”gs:m 911 -BCEHS identifies an MCl and

communication phone ca communicates through dispatch

pathways during a to the Switchboard

Code Orange

May 2023 HEMBC Page 9 of 40




Vanessa  Howard

Instruction for template users: Copies of the exercise objectives already written





HEMBC

Health Emergency
Management

Exercise

Provincial MCI Project

Anatomy of an MCI

Timeline Accident Site Hospital(s) Administration
Incident Occurs
-1:00 911 call
) First Responders dispatched - S . .
-00:58 to incident site Unofficial notification — personal messages/social media
-1:004 e  BCEHS Notification e Emergency Department
Emergency Department Notifies Leadership
0:05 Initial Patient Transport Activation Code Orange
0:15 e Activation ICP e Activation
e ED Triage Set Up Communications
e Decanting of Site e Staff and Physician Fan
Consider: Site Lock-Down Out
e  Coordination with BCEHS
and First Responders
Consider EOC/REOC
e Patients Arrive at ED e  Coordination with BCEHS
e  Staff Labour Pool Arrive and First Responders
Planning for Family e Coordination between
Support sites
Consider Need for Call Centre
1:00 Last patient transported e  Registration & Patient

Tracking

Patient Refusal Tracking
ED Patient Treatment
Families arrive at site

Last Patient arrives

Incident Site Demob

ED Secondary transfers
Admit Patients
Transfer to Definitive
Care

Psychosocial Support
Discharge

Out Patient Services

ED Capacity Stabilizes
ED Demob
In Patient Surge

e Situational Awareness
Monitoring
e  Support of Site(s)

4 The length of time for BCEHS to make the notification of an MCI isdependant on whether the information from the 911 caller
clearly identifies it is an MCl or whether the information confirming the MCl is done by the crew on scene.
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2:00-8:00 Cancel Code Orange
e Psychosocial Debrief e All patients tracked
e Follow-up with Patients | ¢ Confirm ICP/EOC Demob
e  Psychosocial Debrief
Week 1 e Operational Debrief
Week 2 After-Action Review
10 months e Update Plans
e Education/Exercise Validation
Year 1 e  Plan for Anniversary

Sample MCI Exercise Program

An exercise program is an effective way to maximize the value of an exercise through a progression of
exercise complexity throughout a defined timeframe. Annex F identifies the components of a complex
exercise program appropriate for a tertiary acute site to be executed over a two year timespan (tab 1).

Annex F (tab 2) is a smaller exercise program and is an example of how a smaller acute site can create
several exercise opportunities for distinct audiences using a single scenario. This program consists of an
ED Drill, a EOC TTX, and a recovery TTX.

Continual Improvement

Continual improvement is an embedded function of emergency management and the exercise cycle. It
should be anticipated that all exercises will expose opportunities for improvement and therefore the
exercise program should include scheduled drills following each major exercise. The drills should be
used to train staff on plans that have gone through the plan/do/study/act improvement cycle following
the preceding exercise. These drills can also be an effective way to support newly on boarded staff to
understand their role during a response.

Annex A — MCI Scenario Banks

Through BC Simulation Network, the team has a bank of simulations, as well is willing to work with sites
on exercises. It is important to bring this team in to provide assistance well in advance of an exercise in
the pre-design phase.

bc.simulation.ca

This team does more than moulage and fancy monitors and manikins. They work on scaffolding learning
in order to ensure success. They can support process mapping clinical learning, quality improvement,
determine an appropriate needs assessment, and provide assistance with task assighments.

A general inquiry to this group based on the health authority area will provide linkage to the most
applicable team member.
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Annex B — MCI Patient Simulation Cards

Patient simulation cards can be used to support exercise drills. The provincial SharePoint site could
house a repository of simulation cards. Patient simulation cards can be used to explore culturally safe
patient care during an MCl and can be translatedinto other languages in order to encourage discussions
with staff related to communicating with patients who do not use English as their primary language. The
use of patient sim cards allows staff to explore phases of an MCl through exercise without actual patient
actors, reducing the planning burden and disruption to acute sites. No matter the scenario, whether
patient actors or simulation cards, serious consideration should be given to inclusion of cases involving
vulnerable groups (e.g. PWID, housing insecure, non-English speaking) to ensure comprehensive testing
of response plans.
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Annex C — Sample Budget

This budget assumes a single site over a year of preparation and some functional components.

Cost Breakdown

Request In-Kind Detailed Description Explanation

‘ Training and exercises to increase EOC capacity

$1,000 Establish 2 project steering committees (staff time) In order to offer programs developed specific to the area,
and provide the back end support and coordination of
sessions, staff and volunteers (registration, booking rooms,
photocopying, responding to participant questions about
Administration of sessions etc.) We are requesting the incremental increase

Project (Exercise) $7.500 Consultant Management (staff time) :;(:?sgtzt?::;f;i;:f of training with additional

Develop Request for Proposal and select contractors (staff
time)

$1,500

Clerical Supportincremental increase in cost to support project

$4'500 12 hr./wk — 1 year
$4,500 $10,000
Contractor Cost Training with staff from across the site. Training increases
the capacity within Health Authority by improving
Note time is approximate based cost is based on current industry rate $100/hr | communication processes by working together. The
Refresher */- benefits of thisare through facilitated discussion of process,
Training _ _ individuals will develop their understanding of the program
$9000 Review and agreement of Refresher sessions and their role. This will increase organizational capacity and
objectives.
$1,000 enhance staff competence.

e  Develop and confirm work plan, objectives,
and timeline with HA.

. Project liaison to provide routine update and
progress with client.

(10 hrs)
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Design and preparation of training material to
compliment existing HA and HEMBC procedures,
forms and technical platforms
$2,600
. 6 Interactive training sessions (4 - 8hrs in
length) to be designed with practical (26 hrs)
activitiesand incorporation of best practices
and online platform access and workflow
e  Sessions topics to include:
e) Add topics
Six interactive training sessions $5,400
(54 hrs)
6 sessions @
$900/session
$300 Light Refreshments
$15’000 120 participants (staff time) X 2 hours
510'000 Physician Training/Engagement
$19,300 $15,000
Contractor Cost Building on the recommendations in the insert event After
Action Report. The exercise will test multiple functions of
Note time is approximate based cost is based on current industry rate $100/hr | the site’s operational plan. Through thisexercise, we would
+/- like to determine if there are gaps and areas for
Full-scale Multi- improvement in our coordinated response, with time-
. Review and agreement of exercise aim and $1,000 i i i i
jurisdictional 560,000 et presst.!red.real!sm.The.functlor.wal exerFlse will focus on the
. objectives coordination, integration and interaction of the
Exercise (10 hrs) organizations’ policies, procedures, roles and
responsibilities. In addition we would like to exercise a few
A detailed discussion with the project sponsor for | $1,700 | field exercises to include simulate actual response
sub-objectives that require practice and local conditions and communication from the site.
issues (17 hrs)
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Develop and confirm work plan, objectives, and $1,700
timeline with Project Sponsor
(17 hrs)
Research of background information to develop $3,000
exercise realism
(30 hrs)
Project liaison to provide routine update, $2.000
progress and exercise action planning with (2(;hrs)
project sponsor and partners
Assessment of HA program, policies, procedures, $2,000
after action reviews, and data management
systems (20 hrs)
Development of the Master Scenario Events List, $3,800
with project sponsor input
(38 hrs)
Design and preparation of exercise training aids $2,400
for partner rules of engagement
(24 hrs)
Design and preparation of exercise material for
interactive full-scale functional exercise
e  Sub-tasks include; development of pseudo
media, functional injects, simulation cell
scripts, facilitator scripts, platform deliver
deleo ment PP ! 314,000
P (140 hrs)

e  Design and preparation of exercise material
for field exercises to provide exercise
simulated incident command posts in at
least two areas within the HA

e Deliverable, staged locations to provide
exercise realism, communication, and action
tracking
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Pre-exercise workshops with steering committee $3,400
to enable knowledge training and preparation for
main exercise event (34 hrs)
Exercise dry run walkthrough event with specific $5,000
HA representatives, facilitators and exercise
controllers — exercise staff eight (50 hrs)
Exercise Physical Set-up $4,000
(40 hrs)
Deliverable full-scale functional emergency
operations centre exercise with two realistic field
incident command posts.
$8,000
e  Duration 8 hrs exercise for participants — 10
hrs for facilitators (80 hrs)
e  All functionswith simulated realism using an
online platform
° Exercise Staff eight: facilitators, exercise
controllers and observers
Validation. After Action Review of Exercise
Report, to include identified improvements for $5,000
sites and partner/stakeholder working together (50 hrs)
arrangements
Post-exercise workshop with Steering Committee
to discuss After Action review report at draft $3,000
stage
(30 hrs)
. Final presentation asdetermined by project
sponsor
52'000 e  Lunch + Refreshments (60 participants)
$30’000 . Staff time to participate in exercises (60 participants X 8
hrs)
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$30'000 . Physician participation/engagement

$92,000 $30,000

Funding Request | (In-Kind) | Total Cost

Total | $115,800 ‘ $55,000 ‘5170,800
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[site name] Hospital

[date]
0700hrs — 1100hrs

Play time: 0800hrs — 1000hrs

date HEMBC
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Exercise Overview

Background

On [date], [site] Hospital will conduct a mass casualty drill for the emergency department

Purpose

The purpose of this exercise is to provide participating units/departments an opportunity to build on
their foundational knowledge of Mass Casualty Incidents (MCI) through simulation, and to test updated
procedures and processes to identify potential gaps. Specific objectives are outlined below.

Objectives

1. Exercise and evaluate the MCI Activation procedure
1.1. Authority to activate
1.2. Verbal notification
1.3. Switchboard checklist
1.4. Overhead announcement
2. Test and evaluate [site] MCl initial response plans, including;
2.1. Activation and implementation of ED Triage area; and notional activation of treatment areas.
2.2. Notional discussion of decanting process
2.3. Completeness and clarity of roles as described in Code Orange Activation bin
3. Test and evaluate communication flow during an emerging MCl incident, including;
3.1. Internal ED reporting structures
3.2. Communication flow between the ED and the EOC
3.3. ED processes and needs related to communication with outside agencies
4. Document information and lessons learned to update and improve MCI Plans

Exercise Flow

The exercise will take place on [date] at [site] from 0700hrs-1100hrs. All supporting staffing, including
controllers/evaluators are requested to arrive at the [edit to match your meeting location Ambulance
Bay] at 0700hrs.

An initial briefing will take place for all supporting staff to ensure everyone is prepared for the day
before assuming their roles. All supporting staff are requested to attend the initial briefing.

The drill will run from approximately 0800hrs to 1000hrs. During this time, we request
controller/evaluators to monitor and support your assigned Functional Area as required. Please make
notes about the activity you are observing to support identifying successes and opportunities for
improvement. As well, in the Emergency Department, each controller/evaluator will have a binder with
patient information; provide players with patient information as requested.
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Injects are scheduled throughout the play time as outlined in the MSEL. Scheduled injects are new
patients arriving at [site] ED. In Appendix B you will find a list of additional injects. If the Functional Area
you are monitoring becomes quiet or staff become disengaged, you can utilize these additional injects.
Please determine the need to use additional injects as a dyad partnership.

Debriefs for all players and supporting staff will be held between 10:00hrs and 11:00hrs.
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Schedule

Time

730hrs

Action

Final Go/No Go decision

Location

[site] ED

0730hrs — 0745hrs

Controller Briefing

[site] ED

0745hrs — 0800hrs

Exercise briefings for players, controllers/evaluators,
observers, and supporting staff

[edit as required
Ambulance Bay]

~0800hrs - ~1000hrs

Exercise play time (approximate — exact time may vary
slightly)

ED /SIM Cell in the [EOC
or edit location as
required]

1000hrs — 1030hrs

Post-SIM debriefs plus ED Hotwash

ED /SIM Cell

1030hrs — 1100hrs

Demobilize functional areas and departments

May 2023

HEMBC

Page 22 of 40






HEMBC

Health Emergency
Management

Exercise
Provincial MCI Project

Participating units, departments and invited organizations

Following is a list of confirmed units/departments and organizations. Additional
programs/units/departments or organizations may participate on the day as required.

Emergency Department

BCEHS (SIM Cell)

HEMBC

PSO

Porters

Housekeeping

RCMP (SIM Cell)

Local Government EPC (SIM Cell)

May 2023
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Concept of Play

Overview

An initial scenario will be delivered to the group of participating staff, followed up by subsequent injects,
simulating a mass casualty event off site. The initial scenario will be a bus vs passenger vehicle collision
along highway [edit as required] toward [community location] construction site with a number of
casualties.

The players will participate in the exercise briefing, the main exercise event and debrief. Exercise play
will occur in the externaltriage area [edit as required for location], and will use various spaces inside ED,
for exercise play space. All patients will be patient information cards and all external communication will
flow through the simulated EOC.

The exercise will officially start when the HEMBC Controller delivers the first inject triggering a Code
Orange. Assigned staff will be at their “regular” assignments, until they are notified. All injects are listed
and outlined in the MSEL document attached separately.

Guidelines

e The exercise will not interfere with patient care; its sole purpose is to explore and validate the
MCI Activation and Triage Plans.

e This exercise will be held in an open, low-stress, no-fault environment. Varying viewpoints are
expected.

e Respond on the basis of your knowledge of current plans and capabilities.

e Decisions are not precedent and may not reflect your organizations final position on a given
issue. This exercise is an opportunity to discuss and present multiple options and possible
solutions.

e Issue identification is not as valuable as suggestions and recommended actions that could
improve response and preparedness efforts. Problem solving efforts should be the focus.

Assumptions and Artificialities

In any exercise, assumptions and artificialities may be necessary to complete play in the time allotted.
During the exercise, the following apply:

e The scenariois plausible, and events occur as they are presented.
e Time, weather, capacity same as current situations.

e Thereis no hidden agenda, and there are no trick questions.

e All players receive information at the same time.
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Rules of Play

General

e For the purposes of the exercise, please do not communicate information about exercise play
with non-participants (including non-participating staff, visitors etc.). If you are in doubt about
who you can communicate exercise information to, please check with [HEMBC name] from
HEMBC. We do not want to generate confusion between participants and non-participants.

e This is a training event and we would like to remind everyone of the importance of maintaining
a “no-fault” atmosphere. We are not assessing the competency or performance of specific
individuals, rather we are evaluating plans and our ability to work together as a team.

e Acertainamount of stress andfrenzyis expected during the exercise. However, should the Area
you are monitoring become overly frantic, please remind participants of the no-fault
environment and that we are here to test plans, not individual capacities.

e Exercise artificialities may create situations that are inconsistent with what you would normally
experience in a true disaster. Please do your best to work around these situations when they
arise.

Ending Play — A Real Emergency Event

In the event that exercise play needs to be interrupted due to operational issues or a real emergency
event, exercise controllers will announce “This is a real emergency — NO DUFF” at which time all
exercise play ends and staff prepare to manage the real life event.

Communication

e Toeliminate confusion regarding what is exercise play and what is real life, ALL exercise
communications (telephone, alerts, overhead announcements and radios) are to be prefaced
with the words “Exercise, Exercise, Exercise!”

e Participants may use any and all communication tools available to them. All communication
MUST use the pre-determined exercise SIM Cell phone numbers. Players WILL NOT use the
normal phone numbers they would dial during an MCI event.

Photographs

e There may be a HEMBC / Health staff member on the day of the exercise taking photos. Please
note that your photo may be taken and used for Island Health communications, such as news
articles, or referenced for future events.

e Please encourage staff to sign in, and complete the media release form prior to the start of the
exercise.
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Pre-brief and Debriefs

Please note that all players and supporting staff are expected to attend the exercise pre-briefing and
debrief. This is to ensure a smooth exercise event and that all learnings are captured to improve

emergency plans.

Pre-brief

The purpose of the pre-brief is to provide essentialinformation to all players to ensure the exercise runs
smoothly. Rules of play and other essential information is provided in the exercise pre-brief and helps
protect the safety of our staff, patients and their families. The pre-brief will cover what to expect during
the exercise, rules of play and assignment of roles.

Debrief

The purpose of the debrief is to go over the exercise as a whole and identify areas that went well as well
as areas for improvement. The debrief will be carried out in a “no-fault” environment, meaning it is NOT
a critique or evaluation of individual performances but a review of the plans and structures in place to
support response during an MCI event.
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Exercise Roles and Descriptions

Players = Players are staff and medical staff from [site]. Players will assume roles and behave as they
would during a real event. Players are encouraged to play out each action to the highest fidelity
possible to ensure the most realistic conditions for testing emergency plans.

Paper Simulators “Casualties/Patients” 2 All patients are ‘paper patients’. There are no live patients.

Clinical Controllers/Evaluators - Clinical Controllers will be facilitating participants’ understanding of
their Functional Areas and corresponding Job Actions Sheets. This includes providing patient information
and “results” to players who are treating the simulated casualties.

HEMBC Controllers/Evaluators 2 HEMBC Controllers/Evaluators will be recording notes on overall
communication, notification, and use of resources such as the Job Actions Sheets, including supplies and
equipment. You will receive an evaluation form to complete during the exercise.

Simulation team = The EOC will hold the EOC Simulation Cell (Sim Cell) where each participating
agency representative will simulate responses as required to support the ED drill.

Appendix

Appendix A — Scenario & Key Injects

Scenario

0800hr there is a report of a bus vs passenger vehicle collision along [highway identifier] toward a
constructionsite. BCEHS/ FD / RCMP are responding to the incident site. Initial reports suggest up to 20
passengers were onthe bus. BCEHS is reporting multiple 911 calls about this incident — pediatric patient
reported in the passenger vehicle. Date is today, weather and time is as is.
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Quinsam

er Hwy

Figure 1 — Sample map — replace with the geographic area for exercise

SNORTH
CAMEBELL

Inject #1
Overview: First call from BCEHS,

Delivered from: Simulated BCEHS (name of SIM HEMBC controller delivering inject)

Delivered to: ED Charge Nurse Desk, using CN Phone. Request Exercise/Player Charge Nurse.

Delivered at: 0800
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Script: Hello, this is BC Ambulance calling to report that we are responding to a confirmed motor vehicle
incident with numerous casualties. Current estimates are 20 patients. ETA of first patients to your ED is
within 45 minutes.

Inject #2

Overview: Site Director (or Manager on Call) confirms activation of Code Orange and recommends
decanting and Code Orange activation.

Delivered from: EOC SIM Cell

Delivered to: (confirm who receives this information and how during exercise play). Request Exercise/Player
Charge Nurse.

Delivered at: 0810
Script: Hello, this is [Name], the Site Director. We are activating a Code Orange Stage and your unit it

one of the areas that is impacted. Please activate your functional area plan and begin identifying who
can be decanted.

Injects #3

Overview: Switchboard
Delivered from: EOC SIM

Delivered to: [location] Switchboard — contact 333 **** note this is a departure from normal procedure
of 222.

Delivered at: 08:10

Script: Exercise Exercise Exercise : Please announce the following to the [site], “Exercise Exercise
Exercise, a Mock Code Orange Drill has begun in the Emergency Department.”

Casualty Injects #4-8

Overview: Injects #4-8 are casualty drop off injects.
Delivered from: HEMBC Exercise Controller (ED)
Delivered to: Triage Area, the ambulance bay

Delivered at: 08:35

Inject #9

Overview: Lima Crew is leaving to [nearby community] empty
Delivered from: HEMBC controller (name)

Delivered to: BCEHS Unit Chief.
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Delivered at: 08:30

Script: Hello, this is from the ED — did you know you have a crew that is hanging out downstairs? They
say that they are not part of your emergency crews so that is why they are still here. That is crazy!

Casualty Inject #10

Overview: Pediatric with deceased parent patient card

Delivered from: HEMBC Controller (ED)
Delivered from: HEMBC Exercise Controller (ED)
Delivered to: Triage Area, the ambulance bay

Delivered at: 08:45

Casualty Injects #11-17

Overview: Injects #11-17 are casualty drop off injects.

Delivered from: HEMBC Exercise Controller (ED)
Delivered to: Triage Area, the ambulance bay
Delivered at: 09:05

Casualty Injects #17-21

Overview: Injects #17-21 are casualty drop off injects.

Delivered from: HEMBC Exercise Controller (ED)
Delivered to: Triage Area, the ambulance bay

Delivered at: 09:35

Injects #22

Overview: Switchboard

Delivered from: EOC SIM

Delivered to: Switchboard — contact 333 **** note this is a departure from normal procedure of 222.

Delivered at: 10:00

Script: Exercise Exercise Exercise : Please announce the following to the [site] Hospital, “Exercise

Exercise Exercise, a Mock Code Orange Drill has ended in the Emergency Department.”
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Appendix B — Additional Injects
Additional injects can be used if a Functional Area becomes quiet and/or players are disengaged.

Emergency Department

e People have started to swarm the Triage FA. Some are family members of people who work at
the impacted construction site and others are simply curious individuals. You are concerned that
the situation will soon get out of hand.

o Expected response:
= Report situation to Security and ask them to provide immediate assistance.

= Report situation Red Unit (Nurse) Leader
= Red FA Nurse Leader could establish a (make-shift) FA for families and for media
if resources allow.
= Red FA Nurse leader to report to Incident Commander
e The EOC has been established and have requested the ED Incident Commander to provide an
update on the status of the department and any resource requests.

o Expected response: Chief Operations Nurse to provide high-level update to the ED
Incident Commander on any current or expected resource requests. Red & Yellow FA
leaders to complete the Unit/Department Status Report.

e There has been an influx of patients and you will require additional stretchers.

o Expected response:
=  Chief Operations Nurse to communicate resource request to Porters, then

provide update to the Incident Commander. Alternatively, they can request
directly from the Incident Commander.
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Appendix C — Contact Information

Name

Exercise Leads

[name] Lead, HEMBC Xxxx email XXX-XXX-XXXX
[name] HEMBC ED Xxxx email XXX-XXX-XXXX

Name

Player Contact Sheet

EOC SIM Cell

Specific positions in
the SIM Cell

All other numbers HEMBC Sim XXX-XXX-XXXX

Name XXX-XXX-XXXX
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Appendix D — Tracking Document for SIM Cell

Actual number they

Time of Simulated . would have called to
.. Detail of Request )
Communication Agency/Department/Person make contact during a

Code Orange

Example

ED Physician informing Manager on Call that BCEHS
. -y ! 8 . g . . RJH Switchboard 250-
0802 Manager on Call advising of confirmed MCI in region. Recommendation
. 592-1600
that a Code Orange is Called
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Exercise Objective

Inject / Delivery
Method

Expected Action

Task Clarity (optional)

Inject Tracker / Expected Action / Evaluation Criteria

Evaluation Criteria

Prompting Questions
/ Conditional Inject

Exercise and evaluate the
MCI Activation procedure

1 Overview: First call from
BCEHS,

Delivered from: Simulated
BCEHS (name of SIM HEMBC
controller delivering inject)

Delivered to: ED Charge Nurse
Desk, using CN Phone.
Request Exercise/Player
Charge Nurse.

Delivered at: 0800

ED notifies site administration / manager on
call. Consult with charge nurse and ERP to
discuss the need to call a code orange.

Prompt notification of site
administration.
Administration seeks input
and guidance from Charge
Nurse / ERP

Is there anyone else who needs
to know?

Exercise and evaluate the
MCI Activation procedure

Test and evaluate [site]
MCl initial response
plans, including;

Activation and
implementation of ED
Triage area; and notional
activation of treatment
areas.

Notional discussion of
decanting process

2 Overview: Site Director (or
Manager on Call) confirms
activation of Code Orange
and recommends decanting
and Code Orange activation.

Delivered from: EOCSIM Cell

Delivered to: (confirm who
receives this information and
how during exercise play).
Request Exercise/Player

Charge Nurse.

Delivered at: 0810

ED huddles and assigns roles xxx (insert
details from MCI plan here as needed)

(based off of site MCl plan
—insert here)
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Exercise and evaluate the
MCI Activation procedure

3 Overview: Switchboard
Delivered from: EOCSIM

Delivered to: [location]
Switchboard — contact 333
**** note this is a departure
from normal procedure of
222.

Delivered at: 08:10

Switchboard makes announcement
following their code orange script

Switchboard
announcement is aligned
with script. If there are
other tasks assigned to
switchboard, they are also
followed (insert here).

Test and evaluate [site]
MCl initial response plans

4-8 Overview: Injects #4-8 are
casualty drop off injects.

Delivered from: HEMBC
Exercise Controller (ED)

Delivered to: Triage Area, the
ambulance bay

Delivered at: 08:35

Triage area setupin a timely manner, roles
are assigned appropriately and each
‘position package’ has what is required to
support timely triage. Each patient is
through triage in less than 30 seconds and

assigned to a treatment area.

Players know roles or who
to direct questions to.

Patients are triaged within
30 seconds per patient.

ED processes and needs
related to communication
with outside agencies

9 Overview: Lima Crew is
leaving to [location] empty

Delivered from: HEMBC
controller (name)

Delivered to: BCEHS Unit
Chief.

Delivered at: 08:30

Communication between ED /EOC / BCEHS

Professional
communication, clear
understanding of
communication pathways

Internal ED reporting
structures

Communication flow
between the ED and the
EOC

10 Overview: Pediatric with
deceased parent patient card

Delivered from: HEMBC
Controller (ED)

Delivered from: HEMBC
Exercise Controller (ED)

Delivered to: Triage Area, the
ambulance bay

Delivered at: 08:45

If social worker is not already in the ED,
communication between the ED and EOCto
request support. Effective patient care
throughout.

ED knows how to request
support through the EOC.
Closed loop
communication occurs.
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Completeness and clarity
of roles as described in
Code Orange Activation
bin

Test and evaluate
communication flow
during an emerging MCI
incident

11-17 Overview: Injects #11-
17 are casualty drop off
injects.

Delivered from: HEMBC
Exercise Controller (ED)

Delivered to: Triage Area, the
ambulance bay

Delivered at: 09:05

Each patient is through triage in less than 30
seconds and assigned to a treatment area. If
there is any issue related to stretchers /
wheelchairs/porters these are
communicated effectively and use the EOC
for additional support when required.

ED knows how to request
support through the EOC.
Closed loop
communication occurs.
Equipment is staged
appropriately. Pathways
are clear and effective.

Completeness and clarity
of roles as described in
Code Orange Activation
bin

Test and evaluate
communication flow
during an emerging MCI
incident

17-21 Overview: Injects #17-
21 are casualty drop off
injects.

Delivered from: HEMBC
Exercise Controller (ED)

Delivered to: Triage Area, the
ambulance bay

Delivered at: 09:35

Each patient is through triage in less than 30
seconds and assigned to a treatment area. .
If there is any issue related to stretchers /
wheelchairs/porters these are
communicated effectively and use the EOC
for additional support when required.

ED knows how to request
support through the EOC.
Closed loop
communication occurs.
Equipment is staged
appropriately. Pathways
are clear and effective.

END EX

22 Overview: Switchboard
Delivered from: EOCSIM

Delivered to: NRGH
Switchboard — contact 333
**** note this is a departure
from normal procedure of

222.

Delivered at: 10:00
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Annex E — Sample Pre and Post Survey Questions (need to get PHSA
privacy to inform this)

Pre-survey:
| understand how | will be informed about an emerging MCI.

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand where to find my MCI activation guide / tools.

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

o Not applicable

| feel confident in my ability to perform the role (job description and how it may change) during a MCI.

o | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand the communication process within an MCl:

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand my chain of command — who | report to:

e | strongly disagree with this statement
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| disagree with this statement

| neither agree or disagree with this statement
| agree with this statement

| strongly agree with this statement

Not applicable

| understand my chain of command — who reports to me:

| strongly disagree with this statement

| disagree with this statement

| neither agree or disagree with this statement
| agree with this statement

| strongly agree with this statement

Not applicable

| understand the tasks that are required in my area of responsibility during a MCIl demobilization.

| strongly disagree with this statement

| disagree with this statement

| neither agree or disagree with this statement
| agree with this statement

| strongly agree with this statement

Not applicable

Post Survey:

| understand how | will be informed about an emerging MCI.

| strongly disagree with this statement

| disagree with this statement

| neither agree or disagree with this statement
| agree with this statement

| strongly agree with this statement

Not applicable

| understand where to find my MCI activation guide / tools.

| strongly disagree with this statement

| disagree with this statement

| neither agree or disagree with this statement
| agree with this statement

| strongly agree with this statement

Not applicable

| feel confident in my ability to perform the role (job description and how it may change) during a MCI.
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e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand the communication process within an MCl:

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand my chain of command — who | report to:

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand my chain of command — who reports to me:

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

| understand the tasks that are required in my area of responsibility during a MCI demobilization.

e | strongly disagree with this statement

e | disagree with this statement

e | neither agree or disagree with this statement
e | agree with this statement

e | strongly agree with this statement

e Not applicable

What topic or type of emergency management training would you like to see provided in the future?
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Annex F — Sample Exercise Program

https://your.healthbc.org/sites/HEMBC/working-group-mass-casualty-
incident/Full%20Library%20%20Mass%20Casualty%20Incident/Deliverables/Exercise/Workshop%20at%
20HEMBC%20Days/MCl1%20Gannt.xlsx

Annex G — Quality Improvement Metrics

Evaluation is a process to logically examine your project/program. An evaluation can help you:

e ldentify areas for improvement so that you do not ‘spin wheels’ on activities or produce outputs
that do not achieve desired outcomes.

e Demonstrate a project/program’s successor progress to stakeholders to inform decisions about
whether it should be continued.>

An exercise can be made more meaningful by carefully considering the quality improvement metrics you
would like to collect. As part of the exercise design process, consider the metrics that should be included
in your data collection plan.

Sample Quality Improvement Metrics

Time Based:
e Time of notification e Timetoimaging
e Time of code called e Timetolab
e Timeof ICset up e Time for imaging to return
e Time of IC Vest donned e Time for lab to return
e Time of patient arrival e Time toinitiate decant
e Time of patient to registration e Time to decant completion

Learning Outcome:
e Associated with recent events
Patient/Staff Experience:

e Mock patient satisfaction
e Site non-involvement satisfaction

5 PHSA Project or Program Evaluation https://pod.phsa.ca/quality-safety/quality-measure ment/project-evaluation
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Complex Program



																Q3						Q4						Q1						Q2						Q3						Q4

		Task No.		Task Name		Reference Document No.		Owners		Duration		Start		Finish		Oct		Nov		Dec		Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		1		Planning & Preparation

				Initial planning discussion 

		1.1		Confirm Objectives (HA and Site Specific + Clinical)

		1.2		Develop work plan/Project Plan

		1.3		Invitation to Core Planning Team

		1.4		Risk Management/Hazard identification and mitigation

		1.5		Meet with functional area leadership

		1.6		Development of Budget Proposal/Request

				Approval of Budget

		1.7		Development of Communication Plan

				Rollout of Communication Plan + Progress Updates

		2		Exercise Development

		2.1		Develop scenario & narative of events

				Develop patient cards

				Confirm pts - actors, sim, mannequin, paper

				Recruit patient actors and assign roles

				Finalize Master Sequence of Events List

		2.2		Confirm key stakeholder involvement

		2.3		Schedule supporting staff: facilitator, controller, evaluator, pt handler

		2.4		Finalize and sent out handbooks: controller, evaluator, player, volunteer

		3		Development of Functional Area Plans

		4		Education and Training

				Cultural Safety During MCI Workshop - Senior Leadership

				Cultural Safety During MCI Seminar - Leadership

				Cultural Safety During MCI Seminar - Physicians

				Cultural Safety During MCI Seminar - Frontline ED Staff

				Cultural Safety During MCI Seminar - Frontline Clinical Staff

				Cultural Safety During MCI Seminar - Frontline Non Clinical Staff

				Cultural Safety During MCI Seminar - Security

				Cultural Safety During MCI Seminar - Communications

				MCI Notification/Activation Seminar - Leadership

				MCI Notification/Activation/Decanting Seminar - Physicians

				MCI Notification/Activation/Decanting Seminar - Frontline ED Staff

				Roles and Responsibilities during MCI Seminar - Frontline Clinical Staff

				Roles and Responsibilities during MCI Seminar - Frontline Non Clinical Staff

				HICS Training - Leadership

				Activation/Triage Drill - Physicians

				Activation/Triage Drill - Fronline ED Staff

				Decanting Workshop - Physicians

				Decanting Workshop - Fronline ED Staff

				Table Top Exercise - Leadership

				Crisis Communication Seminar - Communications

				Seminar/Drill Relevant Updates post TTX debrief - Leadership

				Seminar/Drill Relevant Updates post TTX debrief - Physicians

				Seminar/Drill Relevant Updates post TTX debrief - Frontline ED Staff

				Seminar/Drill Relevant Updates post TTX debrief - Frontline Clinical Staff

				Seminar/Drill Relevant Updates post TTX debrief - Frontline Non Clinical Staff

				Seminar/Drill Relevant Updates post TTX debrief - Security

				Call Centre Drill - Communications

				Fan Out Drill - All Staff

				Known-Unknown-Patient Tracking Drill - Frontline Clinical Staff BCEHS RCMP Admitting Family Reunification Health Management Records

				Known-Unknown-Patient Tracking Drill - Communications

				Functional Exercise - Leadership

				Functional Exercise - Communications

				Functional Exercise - Security

				Set up Trauma bed in non-trauma space drill - Frontline ED Staff

				ED Drill/Decanting Drill - Physicians

				Decanting Drill - Frontline Clinical Staff

				AER Report to Leadership - Senior Leadership

				AER Presentation - Workshop Recovery and Disruption Code Orange (4 hours into an MCI as starting point) - Leadership

				Activation/Triage Drill - Frontline ED Staff

				Decanting Seminar * target broader audience - Frontline Clinical Staff

				Activation/Triage Drill and Decanting Drill - Physicians

				HICS Training - Leadership

				HICS Training - Physicians

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Leadership

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Front Line ED Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Physicians

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Front Line Clinical Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Front Line Non Clinical Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Security

				2 weeks prior to FEX, 15 min seminar on MESL / Injects - Leadership

				2 weeks prior to FEX targeted 'huddle' micro-training - Front Line ED Staff

				2 weeks prior to FEX targeted 'huddle' micro-training - Physicians

				2 weeks prior to FEX targeted 'huddle' micro-training - Front Line Clinical Staff

				2 weeks prior to FEX targeted 'huddle' micro-training - Front Line Non Clinical Staff

				2 weeks prior to FEX targeted 'huddle' micro-training - Security

				Pre-exercise check-in with staff

				Full Scale Exercise - All Staff

		5		AER Report to Leadership - Senior Leadership

				seminar / drill relevant updates based on AER - Leadership

				seminar / drill relevant updates based on AER - Physicians

				seminar / drill relevant updates based on AER - Frontline ED Staff

				seminar / drill relevant updates based on AER - Frontline Clinical Staff

				seminar / drill relevant updates based on AER - Frontline Non Clinical Staff

				seminar / drill relevant updates based on AER - Security

				seminar / drill relevant updates based on AER - Communications





Simple Program



																Q3						Q4						Q1						Q2						Q3						Q4

		Task No.		Task Name		Reference Document No.		Owners		Duration		Start		Finish		Oct		Nov		Dec		Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		1		Planning & Preparation

				Initial planning discussion 

		1.1		Confirm Objectives (HA and Site Specific + Clinical)

		1.2		Develop work plan/Project Plan

		1.3		Invitation to Core Planning Team

		1.4		Risk Management/Hazard identification and mitigation

		1.5		Meet with functional area leadership

		1.6		Development of Budget Proposal/Request

				Approval of Budget

		1.7		Development of Communication Plan

				Rollout of Communication Plan + Progress Updates

		2		Exercise Development

		2.1		Develop scenario & narative of events

				Develop patient cards

				Confirm pts - paper

				Finalize Master Sequence of Events List

		2.2		Confirm key stakeholder involvement

		2.3		Schedule supporting staff: facilitator, controller, evaluator

		2.4		Finalize and sent out handbooks: controller, evaluator, player

		3		Development of Functional Area Plans

		4		Education and Training

				Cultural Safety During MCI Seminar - Leadership

				Cultural Safety During MCI Seminar - Physicians

				Cultural Safety During MCI Seminar - Frontline ED Staff

				HICS Training - Leadership

				Activation/Triage Drill - Physicians & Frontline ED Staff

				Decanting Workshop - Physicians & Fronline ED Staff

				Functional Exercise - Leadership

				Fan Out Drill - All Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Leadership

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Front Line ED Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Physicians

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Front Line Clinical Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Front Line Non Clinical Staff

				Refresher Seminar: Roles & Responsibilities, Leassons Learned to Date, Plan Update and Review - Security

				2 weeks prior to FEX, 15 min seminar on MESL / Injects - Leadership

				2 weeks prior to FEX targeted 'huddle' micro-training - Front Line ED Staff

				2 weeks prior to FEX targeted 'huddle' micro-training - Physicians

				2 weeks prior to FEX targeted 'huddle' micro-training - Front Line Clinical Staff

				2 weeks prior to FEX targeted 'huddle' micro-training - Front Line Non Clinical Staff

				2 weeks prior to FEX targeted 'huddle' micro-training - Security

				Pre-exercise check-in with staff

				Full Scale Exercise - All Staff

		5		AER Report to Leadership - Senior Leadership

				seminar / drill relevant updates based on AER - Leadership

				seminar / drill relevant updates based on AER - Physicians

				seminar / drill relevant updates based on AER - Frontline ED Staff

				seminar / drill relevant updates based on AER - Frontline Clinical Staff

				seminar / drill relevant updates based on AER - Frontline Non Clinical Staff

				seminar / drill relevant updates based on AER - Security
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Background

Although not formally defined by the British Columbia Emergency Management System, the term Fan
Out is commonly used to describe the process to contact off-duty staff or responders within a defined
group to determine their availability to report to work during an emergency situation.

A mass causality incident (MCl) is defined by the World Health Organization as an event which generates
more patients at one time than locally available resources can manage using routine procedures. It
requires exceptional emergency arrangements and additional or extraordinary assistance®. One way of
increasing the assistance available duringan MCl is to contact off-duty staff and request that they report
to work.

Literature Review

There is minimal literature available on Fan Out practices in health care settings. Our search found that
although Fan Out is commonly referenced within specific health facility plans, there is a lack of peer-
reviewed published documentation for us to base recommendations on.

Discussion

In order to understand the existing process related to Fan Out within British Columbia Health
Authorities, the project team consulted with representatives from each Health Authority. The findings
are documented in Appendix A.

There is significant variability across the Health Authorities related to the Fan Out including a lack of
consistency between intra-health authority sites. This is not inherently negative and may be a result of
telecommunication connectivity inconsistencies throughout the province.

The lack of literature should not be construed as alack of importance. The absence of formal guidance is
placing a burden on individual sites or programs to identify a process that will enable rapid
communication with off-duty staff during an emergency.

Despite the importance of Fan Out, it is also important to consider how to eliminate any unnecessary
administrative burdens on the resources already at the receiving site. The task of contacting additional
staff should be transferred away from resources who could be performing other on-site tasks related to
preparing to receive an influx of patients.

1 World Health Organization. (2007). Masscasualty management systems: strategies and guidelines for building
health sector. Retrieved from https://iris.who.int/bitstream/handle/10665/43804/9789241596053_eng.pdf
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Recommendations

1. Fan Outshould beincorporatedas astandard component of all hospital MCl plans: Each acute
site must ensure that a Fan Out process is assigned within its organizational structure with
sufficiently detailed Job Action Sheets for timely response. Process should outline maintenance,
tracking and archival of data.

2. Where possible, utilize existing Staffing Services: Each Health Authority has an existing program
that interfaces with staff and scheduling. When defining the process for maintaining and
updating staff lists, the staffing services program should be consulted and engaged as
determined to be appropriate by the Health Authority.

3. Physician groups and other Health Professionals contracted by a Health Authority should have
a Fan Out process: Groups that are in charge of their own scheduling must define their own Fan
Out process in partnership with their departments/divisions (ex/Physicians and Nurse
Practitioners).

4. Fan Outprocesses shouldinclude at least two separate communication modalities: Redundant
communication modalities will increase the likelihood of successful communication to off-site
staff. Chosen communication modalities should rely on different technology e.g. (1) wired
internet (e-mail) and (2) cellphone (app or voice-call).

5. Ensure Fan Out plans include a process outlining regular department check-ins regarding
staffing levels and providing staffing needs information to the EOC: Part of a successful Fan
Out process is determining adequate staffing needs by eliciting staff requests from responding
departments.

6. Sites should include a Labor Pool Functional Area: Plans should provide a place for staff who
show up spontaneously, for staff who choose to stay and help after their shifts have ended, and
for those reporting to duty as requested through the Fan Out process. A Labor Pool functional
area ensures that those staff have a place to report to for staff accountability and resource
management. Personnel are used according to ability, clinical skill and training.

Conclusion

An MClis an extraordinary burden on the health system. One of many actions that is integratedinto MCl
plans is to activate a Fan Out process. The current lack of peer-reviewed literature has placed a planning
burden onto each Health Authority. Implementing recommendations that enable flexibility related to
the actual communication tools used for Fan Out while still supporting a structured and consistent
approach will reduce the planning burden currently managed by each Health Authority.

December 2023 HEMBC Page 2 of 3





HEMBC

Health Emergency
Management

Fan Out

Provincial MCI Project

Appendixes

Appendix A — Fan Out communication Health Authorities currently use

Health Staffing Mass Text Social Media App Manual
. Services Notification (Facebook Phone Calls
Authority
group,
WhatsApp)
Fraser Health Vv Vv Vv Vv
Interior Health Vv Vv
Island Health v Vv
Northern \/ \/
Health
Vancouver Vv v Vv
Coastal
PHSA Vv Vv v
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Functional Area Plan — Template(s)

Provincial MCI Project

Background

Emergency preparedness efforts are key when responding to mass casualty incidents (MCI). Hospital
response capability to an MCI event will depend on how comprehensive the emergency planis. The
sudden surge in mass casualty patients can present an increased challenge to units if they do not take
the time to create detailed plans. Functional area plans (FAP) completed by unit/departments are
intended to guide staff and leadership when planning for Code Orange events and can be used in
training and exercise scenarios.

Literature Review

There is minimal literature available on functional area plans or recommendations for a template. Our
working group reviewed previously completed FAP’s, recommendations from After Action Reports (post
MCI exercises) and held discussions with clinical staff and managers.

Discussion

The purpose of a Functional Area Plan is for a unit/department to plan and respond to a sudden influx of
patients following a mass casualty event. The plans support the relocation, expansion, or temporary
creation of a specialized department for the duration of a mass casualty event, as well as highlighting
decanting principles. Once a Code Orange is issued by an acute site, the different functional area plans
are activated.

Upon extensive review of previously completed FAP’s and literature review, we propose two FAP
templates for an acute site to utilize. One template is focused on the Emergency Department (ED) and
the specific areas created within the department (ex: immediate treatment area and delayed treatment
area). The second template is to be completed by all other departments/areas, both clinical and non-
clinical in nature.

An organization area, such as the ED, will have multiple functional areas within it. As such the ED may
also have a Code Orange plan that encompasses multiple areas (immediate, delayed etc.). Whereas a
functional area may also be made of multiple organizational areas, for example decanted patients
awaiting pick up maybe made of a medical infusion clinic and outpatient clinic space. Some functional
areas will map cleanly onto a single group, ex/ Critical Care or Surgical Unit. Others lie within a larger
group (ex/immediate, delayed etc.) within the ED. And others still will combine multiple organizational
areas (ex/decanted patient area) needs input/representation from Social Work and Transitional Service
Team.
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Once a department recognizes the need for a FAP and develops one, it is important that the plan be
reviewed by all staff working in the FAP area. FAPs are a great resource to be used in education and
training for a Code Orange and should be incorporated into regular drills and simulations.

Recommendations
1. Unit/department in acute site to adapt the Functional Area Plan template(s)

2. Update the FAP’s on a 3-year cycle from published date, unless significant changes within the
department occur outside review cycle.

3. FAP should be posted on the health authority Intranet page and be available in the Emergency
Response manual.

Conclusion

A mass casualty event can occur at any given time, which is why it is critical that every unit/department
in an acute site take the time to review and educate staff on their Code Orange response and when an
FAP is activated. Knowledge of hospital’s code orange plans and how each department is integrated into
it should be an educational requirement. Preplanned communication pathways, spatial considerations
for extra beds and staffing levels are all important aspects when responding to a Code Orange and
cannot be overemphasized.
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Background

The Provincial Mass Casualty Incident (PMCI) Project aims to enhance the preparedness of our acute
care health system for severe and/or catastrophic mass casualty incidents (MCls) by providing essential
tools, resources, and recommendations for best practice planning and response.

A key area of focus is the identification of mitigation measures and strategies, including Hazard, Risk,
and Vulnerability Analysis (HRVA) and system-level strategies.

Mitigation is defined for the PMCI project as activities, measures, or strategies aimed at reducing the
potential impact of an MCl on a Health Authority or Site.

Literature Review

Internal:

Supportive and background information was gathered through email and MS Teams communication
with HEMBC specialists involved in various Health Authorities, including Interior Health, Fraser Health
Authority, and Vancouver Coastal Health.

e 22 Specialists Approached
e 4 Specialists Responded

The survey explored available strategies and activities for mitigating MCl impact, the role of leadership
and education in staff preparedness, space-related challenges, and the importance of collaborative
planning and resource staging.

The summary ultimately highlighted the need for a comprehensive approach to MCI preparedness
involving various stakeholders and strategies to reduce vulnerabilities.

External:

e Literature search was completed for existing MCI mitigation plans and strategies for any
healthcare system, utilizing the search prefix 'Scholar' and keywords such as 'Mass Casualty
Incident (MCIl)," 'impact,' 'Mitigation,' 'Plan(s)," and ‘Strategy(ies),’. After reviewing identified
sources, the following themes with their accompanying citations were found to be most
informative:

e Mitigation: Mitigation involves actions taken to reduce the impact of MCls before they occur.
This can include improving infrastructure and response systems to withstand catastrophic
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events, as well as identifying and addressing vulnerabilities.
[https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6205284/]

e Planning: Comprehensive disaster plans are vital. They should encompass all four phases of the
disaster cycle: mitigation, preparedness, response, and recovery. Effective planning ensures that
resources, personnel, and systems are in place to respond efficiently to an MCI.
[https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9009279/]

e Preparedness: Preparedness efforts should be well-planned and integrated, involving all
stakeholders. This includes training, drills, and exercises to ensure that responders are ready to
manage MCls effectively.
[https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-10165-5]

e Trauma Response: MCls often require a specialized trauma response due to the nature of
injuries. This aspect of mitigation involves having trauma care capabilities in place to save lives.
[https://www.sciencedirect.com/science/article/pii/S0007091221007182]

e Resource Capability: For businesses and organizations affected by MCls, understanding the
preparedness phase can help determine which emergency management strategies and
resources are needed to support their operations during and after an MCI.
[https://scholarworks.waldenu.edu/cgi/viewcontent.cgi?article=7805&context=dissertations]

Discussion

The discussion revealed a range of insights, including the inconsistent availability and accessibility of
HRVAs, the current (and future) need for updated assessments, and the existence of potential funding
avenues for local government. An HRVA serves as a cornerstone in supporting a strategy by meticulously
assessing potential hazards and vulnerabilities within our acute care health system.

One of the critical strengths of HRVA lies in its ability to inform targeted mitigation strategies. By
thoroughly analyzing HRVA findings, we gaininvaluable insights into areas of vulnerability, allowing us to
tailor mitigation efforts effectively.

Furthermore, HRVA findings serve as a driving force behind our mitigation efforts. Armed with a
comprehensive understanding of vulnerabilities identified through HRVA, we can allocate resources
strategically and implement measures that directly address identified risks. The HRVA process ensures
that our mitigation efforts are practical and targeted toward the most critical areas of concern.

An HRVA plays a critical role in our impact mitigation efforts, serving as a guide in identifying
vulnerabilities and informing targeted mitigation strategies. By leveraging HRVA findings and involving
various stakeholders, we can bolster our resilience to reduce vulnerabilities and ensure a more effective
response to potential mass casualty incidents.
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Recommendations

1. HEMBCshould conduct a Hazard Risk and Vulnerabilities Analysis across all health authorities and
sites every 5 years, and address threat and impact of MCl in analysis. This work can be in
partnership with Emergency Management Committees in acute sites.

2. SeniorLeadership prioritize MCI surge planning, business continuity planning, and workforce well-
being initiatives for severe and catastrophic disaster events.

3. HEMBCto bea liaison between health authority and municipality and/or event organizer for large
events/mass gatherings (ex/FIFA world cup, special events etc.), and provide information regarding
event to support coordination of response in an event of a MCI.

4. HEMBCto beliaison between health authority and Environment and Climate Change Canada and
provide information regarding weather forecasting and considerations for impacts to health
authority.

5. Site Code Orange plans should be reviewed and completed at acute site at a minimum every 3
years.
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Conclusion

In conclusion, the Provincial Mass Casualty Incident (PMCI) Project has thoroughly examined the current
state of mass casualty incident (MCI) preparedness within our acute care health system.

The project has meticulously identified critical areas of concern through an extensive literature review
and internal consultations with Health Emergency Management BC Specialists. These include the
inconsistent availability of Hazard, Risk, and Vulnerability Analyses (HRVAs), the imperative need for
updated assessments, and potential funding avenues for local government.

The insights gleaned underscore the importance of a holistic MCI preparedness approach, necessitating
the involvement of various stakeholders and the implementation of strategic mitigation strategies to
address vulnerabilities effectively.

The project emphasizes the imperative for a proactive, multifaceted approach to MCI preparedness.
Leadership, collaboration, and strategic planning are pivotal components in safeguarding our acute care
health system against the potential impacts of severe and catastrophic mass casualty incidents.

The project highlights the significance of identifying and understanding vulnerabilities and implementing
robust mitigation measures toreduce the possible effects of MCls on our health authorities and sites. By
incorporating proactive strategies and involving key stakeholders, the acute care health system can
enhance its resilience and response capabilities, ensuring a comprehensive and practical preparedness
framework for MCl events.
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Appendixes

Appendix A: Research Evaluation

These questions include emergency management, public health preparedness, and risk assessment to
assess and understandthe readiness and preparedness of health authorities, regional districts, and local
governments in a Major Critical Incident (MCI) context. The focus is on assessing the Health Risk and
Vulnerability Assessment (HRVA), existing mitigation activities, and plans.

e Do you have access to the HRVA for the health authority or site?
Do you have access to the HRVA for the regional district(s)?

e Do you have access to the HRVA for local government(s)?

e |s performing HRVA within the next three years part of your work plan?

e Are there existing mitigation activities, measures, or strategies in place to address identified
vulnerabilities, i.e., Operations Continuity Planning, Surge Planning, Healthy Workforce,
Communications, etc.?

e What mitigation activities, measures, or strategies would you suggest reducing the potential
impact of an MCl on a Health Authority or Site?
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Activation & Notification
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Background

This document will review how acute hospitals are notified of a mass casualty incident (MCI). Current
model shows that notification of potential MCI comes, via phone call, from BCEHS. Once information is
communicated by EHS to the receiving hospital, it is up to the acute site to assess whether a Code
Orange should be activated.

Calls regarding the situation to the receiving hospital can come from paramedics in ambulance or from
the dispatch center. However, in some cases, paramedics may not be able to alert the receiving hospital
of their arrival at all if the medical needs of the patient(s) are extensive and time does not permit to
alert. This can create challenges within the emergency department and delay activation of Code Orange
by the acute site.

Literature Review

There is minimal literature available on activation and notification process of MCls between pre-hospital
and hospital. Our search found that, in summary, notification regarding MCl toreceiving hospitals comes
from either medical dispatch or the fire department. This is in alignment with our current system.

Discussion

Following conversations with BCEHS, Ministry of Health's Emergency Management Unit and HEMBC
Coordinators, it was identified that there is currently no set standard in how acute sites are notified of
an MCI. Across the health authorities, BCEHS will typically notify the hospitals near-by and alert them
that the Emergency Department (ED) may receive patients. There are situations where EHS will arrive
without alerting the ED. Typically it is the charge nurse or PCC that is notified via phone.

Situations also occur where EHS may not be thefirst to alert the receiving hospital of an MCI. In previous
events, police officers entering the hospital have sharedinformation with the hospital. Ambulance crews
not part of the event may overhear information on their radios and share the news with staff. Patients
arriving on their own or with companions, rather than via EHS, can also notify the hospital of an MCl
event.

While acknowledging that MCls evolve rapidly and information regarding the MCIl may come from
different sources, it is nonetheless important to have a set, standardized approach for notification so
that hospitals can get early and accurate notification of a potential MCI. In previous Code Oranges in BC,
hospitals have reported they would like advance notice of a possible MCl as early as possible, even if the
information is incomplete, so they can begin preparation activities. As well, early notification allows for
early establishment of local and regional EOCs, which will support effective coordination and patient
transport. The following recommendations are intended to fill these identified gaps.
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Recommendations

Approved

1. Utilize a standardized notification process province-wide: A consistent process will improve
efficiency and minimize common notification pitfalls. See Appendix A: MCl Interagency
Operations Flowchart for recommended flow of notification.

3. Notify HEMBC in parallel to acute hospital(s) to potential MCI: This notification will support
early activation of local hospital emergency operations center (EOCs) and regional EOCs.

Not approved (Approved votes: Not Approved votes)

2. (16:2) Dispatch to send automated early notification for specific BCEHS codes to potential
receiving acute sites and partners: For example, "emergency personnel are responding to a fire
in your area, your site may receive patients". Notification from BCEHS should include incident
location, nature of incident (e.g., fire or motor vehicle crash), approximate number of patients
involved (adult or pediatric) and could be sent via text or existing dispatch technology. See
Appendix A: in reference guide for more details on this recommendation.

Conclusion

MCls occur without any warning and require a swift response from health care system. To support an
effective response, it is vital that hospitals are able to gather accurate information on the incident as
quickly as possible. Receiving early alerts regarding an MCI (via text or phone call), with specific details
regarding the MCI event, will allow hospitals to activate a Code Orange and make the necessary
preparations to receive patients. Likewise, early notification to HEMBC can facilitate more rapid
establishment of EOCs, which can support coordination and patient transport decisions. While
notification may also occur outside of the proposed process due to the complex nature of MCls, a
standardized and repeated approach can make that initial activation more efficient and support better a
hospital response.
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Appendix A

Figure 1: MCl Interagency Operations Flowchart
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Event Name & Date

				MCI patient tracker: [Event name]

				Last updated: [DD-Mon-YYYY at HH:MM]				Updated by: [Name, Role]

				Disaster Nomenclature
Last name, First name		Last Name
If known		First Name
If known		Sex
(M / F / Other)		DOB or Approx Age
YYYY-MM-DD		Patient Location
Current site		Patient Status
Choose from drop down		Disposition 
Choose from drop down		Being transferred to
Receiving site		Additional Comments
i.e. accepting service, estimated time of transfer, etc.







































































































Instructions



				Purpose 						Considerations

				This Patient Tracking template is intended for use during Mass Casualty Incidents (MCIs) to help HEMBC and health authorities accurately record and manage patient information, disposition, and location throughout the incident.						▪ Avoid using the term "stable" in your status reporting as this has different meanings to clinicians and the public 
▪ If a patient has not been identified, sex will refer to what is visible on physical exam; please be sensitive to non-binary or non-confirming patients and, once identified, indicate preferred pronouns if different from sex
▪ This template is a minimum data set for what will be required for MCIs; it is not exhaustive
▪ Consider whether the nature of your MCI requires additional data points to be tracked
     ▪ Did the event involve foreign nationals? Consider adding a column to track nationality
     ▪ Did the event involve MCIs at multiple locations? Consider adding a column for MCI location
     ▪ Did the event involve Indigenous groups? Consider adding a column for Indigenous information
▪ Consider who needs to be privy to this information (when in doubt, ask "is this person/group involved in the patient's care?")
▪ Reevaluate who needs to be privy to this information (when in doubt, ask "is this person/group still involved in the patient's care?")
▪ Determine the criteria for demobolizing patient tracking (note: patients may be in hospital for weeks following an incident)




				Instructions 

				1. Identify point-of-contact(s) at hospital site(s) for providing patient / status information.
2. Record basic information: Fill in available details such as name, age, and sex if known.
3. Status updates: Use the "Status" column to track changes in condition. 
     ▪ TBD: To be determined - patient is undergoing assessment in ED and their condition is not yet known
     ▪ Critical: Patient is requiring critical care services (i.e. ICU & other types of intensive care units / resources)
     ▪ Serious: Patient is requiring high acuity services (i.e. step down units, cardiac monitoring, etc.)
     ▪ Non-life threatening: Patient can be managed on routine wards & there is no imminent concern for loss of life
     ▪ Presumed deceased: Patient has passed away but family/next-of-kin have not been notified yet
     ▪ Deceased: Patient has passed away and family/next-of-kin are aware
4. Disposition status: Update patient's location within the hospital.
     ▪ TBD: To be determined - patient is undergoing assessment in ED and their dispostion has not been determined yet
     ▪ Admit: Patient is admitted to hospital
     ▪ Discharge: Patient is discharged from hospital
     ▪ Transfer: Patient requires transport to another hospital (ex. for higher level of care, specialty service, etc.)
     ▪ Morgue: Patient has passed away and is in the morgue
     ▪ Refused/AMA: Patient refused treatment in the ED and/or was seen and left against medical advice
5. If applicable, record any known upcoming transport details (i.e. receiving facility, method of transport, etc.).
6. Utilize comments to add additional relevant information.
7. Ensure you place a time stamp at the top of the document.
8. Establish a cadence and process (i.e. phone calls vs email vs MST chat) for ongoing updates.
9. Maintain data security: limit who has access to this tracker and, if distributing via email, ensure it is password protected.





Drop Downlists

		Patient Disposition		Status

		TBD		TBD

		Critical		Admit

		Serious		Discharge

		Non-life threatening		Transfer

		Presumed deceased		Morgue

		Deceased		Refused/AMA
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Background

Issues with patient tracking are not isolated to mass casualty incidents (MCls). Rather, when there is an
MCI, the problems with patient tracking seem to be compounded by the volume. When there is an
issue with one patient who is not tracked across a system, the outlier is much easier to be located and
potential errors mitigated because there is only one. However, during an MCI, counting, registration,
naming, and sharing of pertinent patient details needs to be expedited to move ideally the sickest
patients through to definitive care faster. This utilitarian process to produce the greatest good for the
greatest number of patients is required when there are limited resources.

Patient tracking during MCls poses several problems:

- The total count of patients arriving can difficult to surmise because, depending on the nature of
the incident, there may be no clear defined boundaries

- Patient registration systems are different between Health Authorities and data sharing is not
seamless

- Naming conventions for “unknown patients” during an MCI are not standardized or optimized,
leading to confusion when there are multiple “unknown patients”

Literature Review

Although overall literature on patient tracking is quite limited, what exists has identified patient tracking
as a difficulty in mass response incidents — see Appendix A. There is minimal literature documenting
actual incidents where there has been success in tracking all patients. However, there are exercises
where they have trialed Electronic Medical Reporting and GSP tracking and this literatures suggests that
these processes along with good standard work processes and regular exercise training could be the
gold standard. Additionally, there was one paper recommending the use of a shared spreadsheet with
google sheets for patient tracking which worked for information sharing.

Discussion

Patient tracking from scene to the hospital and between hospitals is difficult. Depending on the
situation, not all patients will arrive by ambulance, and not all patients who arrive by ambulance will
receive care. The total number of patients may not be known until the lead agency for the event
concludes their investigation, and depending on the event, not all patients will present to hospitals or
clinics until well after the incident if they do not deem their injuries to be significant enough or do not
initially identify they were impacted.
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The current state for the Health Authorities in BC, there is no one data system for patient registration;
thereis currently Meditech, multiple versions of Cerner, and other interim systems in use. This does not
allow for easy sharing of patient data across Health Authorities. Additionally, when patients leave one
hospital for higher level of care or repatriation, they need to be discharged from one hospital and
admitted into another hospital. Otherwise, the systems would assume the patient is holding more than
one bed and this has other consequences for hospital volume. However, this poses increased challenges
in tracking patient movement as it is not seamless even within the same system.

Promisingly, some patient registration systems have the ability to identify patients as “disaster” patients
by applying a flag or turning on a Code Orange feature. This allows for a better understanding of the
impact of the incident for patients who were involved directly in the MCI and those who were at the
hospital during the period of time where the Code Orange was implemented within the hospital.
However, these flags facilitate tracking at the site-level, but not necessarily between sites or across
health authorities.

Another issue that complicates patient tracking is the lack of a common and effective nomenclature for
assigning names to “unknown patients” during a disaster. The “unknown patient” is not an issue unique
to MCI, but the errors associated with “unknown patients” are exacerbated in an MCI due to the
increased number of patients. At many hospitals, these “unknown patients” are registered as Unknown,
Unknown-LETTER (Last name, First name) or as a combination of their triage colour and a number,
resulting in multiple patients that have near identical registration names. This can significantly challenge
the ability for patients to be tracked with the site and regionally, and it alsoincreases risk of patient care
errors. However, a nomenclature process has been implemented in Vancouver Costal Health, which was
validated in a series of Code Orange exercise between 2017 and 2019 — see Appendix B. This
nomenclature approach aims to nullify errors with the tracking of “unknown patients” registered into
the hospital and reduces errors.

Recommendations

1. Wheneverreasonable, utilize actual patient identifiers to register incoming MCl patients: Time
permitting, register patients according to their actual and confirmed identity. However, full
registration should not impede rapid patient care and entry to hospital.

2. For “Unknown Patients” during an MCI, utilize a standard nomenclature that minimizes risk of
patient misidentification: Avoid names that are too similar in phonetic and spelling, as this
increases the risk of clinician error. The nomenclature from Vancouver Costal Health (MILITARY
PHONIC- LETTER) has been tested and accepted and should be considered an example for the
province.

3. Reconcile registration for “Unknown Patients” to their actual identities as soon as possible
and reasonable: Patients who are registered as “unknown” under the above nomenclature
should have their record reconciled to reflect their actual identity as soon as it is reasonable to
do so.
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4. Acutesites should have pre-made disaster packs in-place for “Unknown Patients” during an
MCI: To support effective utilization of standardized disaster nomenclature and to expedite
patient care, acute hospitals should have pre-made disaster packages prepared that include the
barcodes, labels, and documentation that will be required for each incoming disaster patient.

5. Allreceiving sites should have a dedicated role in their EOC for patient tracking: If MCl affects
multiple sites or health authorities, utilize MCl Patient Tracker document to identify and monitor
location of all MCI patients — see Appendix C.

6. Regionalorinter-health authority EOCsshould also have a dedicated role for patient tracking
which consolidates allthe information fromreceiving sites: All receiving sites should send their
patient tracking information to the regional Patient Tracking Leaderin order for cross-site/cross-
health authority reconciliation to take place.

7. Provincially, a system should be developed that supports real-time information sharing of
patient information during an MCI: In order to make the patient tracking process more
efficient, a platform should be utilized that allows key relevant partners to input data. For
example, MS Teams has sharing capabilities that could be utilized if privacy concerns can be
mitigated.

8. Health authorities, HEMBC, and BCEHS to explore utilizing live geo-tagging technology or
other emerging technologies to support patient tracking from scene to hospital: While
preliminary at this point, technology is being developed and utilized in some contexts that could
support live patient tracking from the scene, to the hospital, and beyond. Future MCI planning
between health authorities, HEMBC, and BCEHS should explore the possibility of incorporating
this technology on a provincial scale.

Conclusion

There are many challenges associated with patient tracking during emergency incidents, emphasizing
the complexity of identifying, registering, and tracking patients fromthe scene to hospitals and between
healthcare facilities. The lack of a unified patient registration system across Health Authorities can lead
to multiple data sharing issues. The recommendations provided aim to improve overall patient tracking.
They include the use of actual patient identifiers when reasonable, adopting a standardized
nomenclature for "unknown patients," timely reconciliation of patient records, dedicated roles for
patient tracking at receiving sites, and the development of a system for real-time patient information
sharing. Additionally, the exploration of live geo-tagging technology for enhanced patient tracking is
suggested for future MCI planning on a provincial scale.
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Appendix A: Literature review matrix

PMCl-patient-tracki
ng-lit-review-matrix-

Appendix B: VCH patient nomenclature

PMCI-VCH-patient-
nomenclature-v1.0.¢

Appendix C: MCI Patient tracker

PMClI-patient-tracki
ng-template-v1.0.xls
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HEMBC

Health Emergency Disaster Patient Nomenclature
Management
Vancouver Acute

Disaster Patient Nomenclature

To better inform your Code Orange planning, please see the updated patient nomenclature for Code
Orange in CST.

Background

Normally, the registration process takes anywhere from 5-15 minutes when there is a steady flow of
patients requiring registration in the ED. However, in a mass casualty scenario, we do not want to delay
patient care by going through the registration process, which is expected to take much longer as there is
a large influx of patients arriving at the same time. For that reason, there is a stockpile of pre-created
Code Orange patients that can be activated. As patients arrive, one of these pre-made patient packs and
identities is given to them. When time allows, registration clerks identify the patients and convert their
encounter to their proper identity. This mirrors what is normally done when “unknown” patients arrive
on a regular day.

Previous nomenclature:
Patients were given packs based on their triage colour and the nomenclature for patients was as follows:

Last Name First Name Middle | MRN
Name
VGHDISASTER | TRIAGE COLOUR-NUMBER N/A HHHHHHHHIH

(i.e. Red-One, Yellow-One, Yellow-Two, etc.)

Example:
e VGHDISASTER, RED-ONE
e VGHDISASTER, RED-TWO
e VGHDISASTER, YELLOW-ONE
e VGHDISADTER, YELLOW-TWO
e VGHDISASTER, YELLOW-THREE

Unfortunately, this resulted in dozens of patients that had extremely similar names and caused a lot of
confusion. When CST planned for rollout at VGH, we worked with them to update this process to
eliminate some of the confusion. The following nomenclature was agreed upon and has been made
enterprise, meaning all VCH Cerner sites will be using it.
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Current nomenclature
All pre-made Code Orange patients are as follows:

Last First Name Middle Name MRN Encounter #
Nam

e

VPPD | MILITARY PHONIC- LETTER SITE HHHEH ] HHHEH ]

(i.e. Kilo-L, Zulu-Q, Bravo-Y, etc.) | (i.e. VGH, LGH, RH, etc.)

Example:
e VPPD, KILO-L
e VPPD, ZULU-Q
e VPPD, BRAVO-Y
e VPPD, DELTA-X
e VPPD, ECHO-F

Considerations

There were some restrictions to what we could do. CST informed us the last name had to be VPPD and
that the Site name had to be included somewhere. So although all patients will have the same last name
(VPPD) and middle name (VGH), the first names will all be very different from one another as they are all
a random combination of the military phonic and a letter. That’s the main identifier to focus on.

Other than the name, the previous registration process remains the same. These pre-made Code Orange
patients will be utilized to avoid delays to patient care and the registration team will work to identify
patients and transfer their encounter to their actual identity as they are able.

For any more detailed questions about the registration process, please connect someone from the
registration group.
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Sheet 1


			Article Title			Author(s) (Date)			Theorhetical Framework			Research Question(s)			Methodology & Audience			Findings			Conclusions (& Limitations)			Implications for PMCI			Notes


			Disaster Patient Nomenclature			Vancouver Acute - Internal HEMBC Document - January 2023												"TRIAGE COLOUR-NUMBER" resulted in dozens of patients that had extremely similar names and caused a lot of confusion			"Military Phonetic-Letter" pre-made Code Orange patients will be utilized to avoid delays to patient care and the registration team will work to identify patients and transfer their encounter to their actual identity as they are able. 			Implemented at VGH - tested through exercises at Woman's and Children as well as VGH			Recommend implementing system across systems - this should be used for all unknown patients and not just MCI in order to be utilized consistently and correctly.  Tracking of PSLS for patients registered as unknown and patients registered using this new system would measure whether there are more or less adverse patient events.


			Tracking paitents in disasters using technology support			Mary Lou Weden												The article discusses the advantages of using electronic patient tracking systems in providing care to disaster victims. Such systems enable swift information capture and dissemination. Implementing electronic patient tracking systems on mobile devices can facilitate the mobilization of personnel and resources needed in disaster response as quickly as possible.			This would require all organisations using the same software and system.


			Continuous Development of a Major Incident In-Hospital Victim Tracking and Tracing System, Withstanding the Challenges of Time			Haverkort JJM; Bouman JH; Wind JDD; Leenen LPH						To describe the development of the Patient Barcode Registration System (PBRS) over time and confirm the usability and feasibility of the system's latest version during a large trauma drill.			The development of a PBRS started around 1993 aiming to provide an effective tool for patient registration, tracking, and tracing during major incidents. The PBRS uses wristbands with barcodes to follow and register patients in the care process. During a large trauma drill, 120 patients and 40 relatives were registered and traced in the system. Errors in registration, tracking, and tracing of persons were registered.			Of the 120 patients, no patient data were lost and patients could be traced in real time throughout the treatment process by the command team. Strategic decisions could be made based on the information provided by the system. Patient relatives were easily matched and government agencies received regular updates on the number and characteristics of the patients.			The PBRS is a usable, feasible, and sustainable patient tracking and tracing tool to be used during the hospital response to major incidents. Lessons learned during the last 20 years include the need for continuous updates to withstand the challenge of time. (Disaster Med Public Health Preparedness. 2017;11:244-250).			Use of wristbands with barcodes to register and follow patients from the ambulance to their final destination. Limited to 5 scenarios for use: war, accidents abroad, large-scale accidents that exceed regular care capacity, international incidents, pandemic.			20 years of use. Patient registration can occur at bedside. Reunification of patients still seems to be difficult - due to the delay in entering of patient data and identifiers. Study data is from 2014.  Study was published in 2016  - Consideration - look further into PBRS and current data  The positive here was there was no patient errors in treatment and no lost patients.


			GPS Devices in a Simulated Mass Casualty Event. 			Gross IT; Coughlin RF; Cone DC; Bogucki S; Auerbach M; Cicero MX, 						The aim of this study was to assess the staff perception of a global positioning system (GPS) as a patient tracking tool at an emergency department (ED) receiving patients from a simulated mass casualty event.			During a regional airport disaster drill a plane crash with 46 pediatric patients was simulated. Personnel from airport fire, municipal fire, law enforcement, emergency medical services, and emergency medicine departments were present. Twenty of the 46 patient actors required transport for medical evaluation, and we affixed GPS devices to 12 of these actors. At the hospital, ED staff including attending physicians, fellows and nurses working in the ED during the time of the drill accessed a map through an application that provided real-time geolocation of these devices. The primary outcome was staff reception of the GPS device as assessed via Likert scale survey after the event. The secondary outcomes were free text feedback from staff and event debriefing observations.			Queried registered nurses, attending physicians, and pediatric emergency medicine fellows perceived the GPS device as an advantage for patient care during a disaster. The GPS device allowed multiple-screen real-time tracking and improved situational awareness in cases with and without EMS radio communication prior to arrival at the hospital.			ED staff reported that the use of GPS trackers in a disaster improved real-time tracking and could potentially improve patient management during a mass casualty event.						Good for the most critical patients. Good for patients who are non-verbal or have difficulty communicating. Limiations were what to do with the patients when they arrived  - supported information from the field to the hospital, but less so in hospital - Further study needed to determin whether real time location tracking of paitents would improve patient outcomes and system efficiency.


			Use of a novel internet-based real-time patient tracking system in a mock mass casualty incident			Denver, Colorado.(includes abstract) Myers, Brett; Goldberg, Alana; Fenn, Peter						Patient tracking is one of the most vital, yet difficult tasks in a mass casualty incident. A patient tracking system needs to be capable of delivering accurate information about the number, location, and severity of patients, yet be fast and simple to use. Further, it must be functional in the field under the resource-limited environment that a mass casualty incident creates. An effective system streamlines communications, reduces unnecessary resource use, and guides patient care. This abstract describes the development and implementation of a patient tracking system created using internet-based freeware. 			We used Google Sheets to create a patient tracking system that was implemented during a university's mock mass casualty incident. The tracking system consisted of a table for each patient care area. Each row was numbered and had cells with drop-down menus to select a patient's triage tag color and number, and a cell for an automatically inserted timestamp. During the drill, the tables were completed in the field on an electronic tablet by a patient tracking officer. All information could be viewed and edited in real time by anyone with internet access and a device capable of internet access. Institutional review board approval was not needed for this study. 			The patient tracking system was used during the mock mass casualty incident without issue. From the casualty collection point, the patient tracking officer was able to enter every patient's triage tag color and number along with their destination for further care. Each entry was timestamped accurately and successfully. Officials in and out of the field who oversaw patient care areas and resource distribution were able to view real-time information about the number and severity of patients.			An effective patient tracking system allowing users to view and log the number, severity, and location of patients can be created using freeware. This system can be implemented worldwide for very little cost in any area where internet service exists or can be established. The tracking system can be used with laptops and computers as well as mobile devices such as cell phones and tablets. Although a simplistic version was used in the university's mock mass casualty incident, the system can easily be made more sophisticated and tailored to use by other organizations. The automatic timestamp feature allows for measurement of many patient-centered metrics such as time to definitive treatment. The patient tracking system created and evaluated during the mock mass casualty incident is a customizable, mobile system that can easily manage patient information in real time using few resources.			Google sheets is not viable for most HA as it does not meet the threashold for FOIPA, however MS Teams has similar functionality			This should be added as a recommendation - a similar rudimentary process was used in the Dec 24, 2022 Aspen Grove MCI between NVH, RIH, KGH, and PRH


			Evacuation, Patient Tracking and Information Sharing in a Regional Response			Summary of a Workshop Series												- Information sharing across state lines was not possible withoutan integrated system to assist with communication flow. - lack of coordinating entity for the information when amalgamating systems. - all hospitals require access to data - patient name, CC, location, In Boston law enforcement was linked to the hospital data for the Boston Marathon Bombings - information sharing occured between 9 different jurisdictions - this added to the health component of the incident command system - 			- highlighted need for electronic records. - need for interoperability of health information across systems. - trauma systems should share lessons learned about key data points in regional disasters to guide prehospital tracking, - leverage existing patient catchement systems and build on day to day process.  - include health expertise into law enforemcent fusion centres to promopte better information sharing			Need for HA to move toward electronic Records, make use of standard work, and if there are changes they should become part of standard work, include law enforcement as part of the patient tracking and Information sharing need to work with Risk Management to understand this one


			How to Integrate Electronic Patient Tracking into MCI Operations			Neal, Daniel J.; Stiles, Kevin T.; Nickerson, Kristin H.									Implementation of HC Patient Tracking System by Global Emergency Resources			1. know paper process - have a solid understanding of the process first 2. tag before you scan - scanning identifiers reduces errors 3. transportation group is key - tracking patients as they leave the scene 4. scanners stay inside rigs 5. compile info in chunks 6. boost situational awareness 7. use realistic training scenarios 8. practice weekly 9. improvise as needed			344 responders 87% felt the tracking app would be usful on an MCI, in an event after 73 patients were tracked, 1 patient transported - with a strong MCI respoinse, patient tracking technology can be implemented			1. know the process first, 2. must be part of standard practice if not able to practice regularly...  3. don't be ridgid, be adaptable with the process (that's EM)


			Secure Scalabel Disater Elextronic Medical Record and Tracking System			Gerard DeMeres, Christopher Kahn, Per Johansson, Colleen Buono, Octav Chipara, William Criswold, Theodore Chan												Electronic medical records (EMRs) are considered superior in documentation of care for medical practice. Current disaster medical response involves paper tracking systems and radio communication for mass-casualty incidents (MCIs). These systems are prone to errors, may be compromised by local conditions, and are labor intensive. Communication infrastructure may be impacted, overwhelmed by call volume, or destroyed by the disaster, making self-contained and secure EMR response a critical capability. Report As the prehospital disaster EMR allows for more robust content including protected health information (PHI), security measures must be instituted to safeguard these data. The Wireless Internet Information System for medicAl Response in Disasters (WIISARD) Research Group developed a handheld, linked, wireless EMR system utilizing current technology platforms. Smart phones connected to radio frequency identification (RFID) readers may be utilized to efficiently track casualties resulting from the incident. Medical information may be transmitted on an encrypted network to fellow prehospital team members, medical dispatch, and receiving medical centers. This system has been field tested in a number of exercises with excellent results, and future iterations will incorporate robust security measures.			A secure prehospital triage EMR improves documentation quality during disaster drills.



























































































Event Name & Date


						MCI Patient Tracker: [Event name & date]


						Last updated:			[date & time]			Updated by:			[Last name, First name, Organization]


						Disaster Nomenclature
Last name, First name			Last Name
If known			First Name
If known			Sex
(M/F)			DOB or Approx Age
YYYY-MM-DD			Patient Location
Current site			Patient Status
Choose from drop down			Disposition 
Choose from drop down			Transfer to
Receiving site			Additional Comments
i.e. accepting service, estimated time of transfer, etc.











Drop Downlists


			Patient Disposition			Status


			Select Disposition			Select Status


			Critical			Admit


			Serious			Discharge


			Non-Life Threatening			Transfer


			Presumed Deceased			Refused/AMA


			Confirmed Deceased












Code Orange

Functional Area Plan

 Emergency Department - [Insert specific area]



		What is a Code Orange?

A Code Orange (mass casualty/disaster) is activated when an event stresses campus operations and impairs the organization’s ability to maintain normal service levels.   



Examples of potential events that could lead to Code Orange being activated: 

· Natural disasters (earthquakes, snowstorms, floods) 

· Mass casualty events (bus accident, plane crash)



Purpose/Objective

The purpose of this plan is to outline the needs and actions required by your unit/department to support the relocation, expansion or temporary creation of a specialized department for the duration of a Mass Casualty Event. This plan is complementary to and relies on the principles outlined in the Code Orange procedure found in the site’s Emergency Response and Code Manual. 



Contents

· Functional Area Information

· Code Orange Stages 

· Map of Functional Area

· Code Orange Staffing

· Setup and Preparation of Area 

· Decanting

· Reporting Structure 

· Treatment areas & Patient flow

· Finalize Plan

· Plan Maintenance

· Appendix A – Job Action Sheet

· Appendix B – Mass Casualty Reporting Structure



		Date of Plan:

		[Publish Date]

		Document prepared by:

		[Unit/Department Manager]








		Functional Area Information



		Functional Area Objective

		What does your area do?

		Number of beds

(for patient care areas)

		Current

		Activation



		

		Describe current number of beds in area.

		Describe number of beds area could accommodate.



		Location: [Building/Floor/Room]

		Insert location

		Hours of Operation

		Insert hours of operation

		Functional Area Contact Number

		Insert unit/department phone number

		Reports to: (see Appendix  B)

		Insert reporting structure

		Emergency Operations Centre Location

		Insert location of EOC

		EOC Telephone Number

		Insert phone number, if applicable

		Location of Emergency Response Kit
(if applicable)

		Insert location of kit, if applicable










		Code Orange Stages







Code Orange can be activated at any stage. 

Insert stage as it applies to your site

Short definition of this stage



Stage

Short definition of this stage





Stage

Short definition of this stage































		Functional Area Map 







Insert functional area map here 


		Code Orange Staffing





Identify staffing levels and the skill sets required for your functional area.

1. Add positions/titles that are required in your functional area

2. Identify the number usually present 

3. Identify the number required for a Code Orange functional area activation 

		Position

		Ex: Registered Nurse		Insert position		Insert position		Insert position		Insert position		Insert position		Insert position		Insert position		Insert position

		Regular Staffing

		Day

		

		

		

		

		

		

		

		

		



		

		Afternoon/

Evening

		

		

		

		

		

		

		

		

		



		

		Night

		

		

		

		

		

		

		

		

		



		Additional # required for Code Orange activation

		Day

		

		

		

		

		

		

		

		

		



		

		Afternoon/

Evening

		

		

		

		

		

		

		

		

		



		

		Night

		

		

		

		

		

		

		

		

		



















		Setup and Preparation of Area





Identify any actions that need to be taken to prepare the physical space. For example, describe how you would convert the identified space, how long will it take to convert, and any limitations of this space.

If you are making a significant change to how your physical space functions, it is recommended that you include a map in this section.

		Activity

		Details



		Ex: Identify Area Leader

		 Identify Area Leader, who will lead all actions 



		Review staffing needs		Asses staffing needs, activate fan out if necessary 
Designate roles to initiate calls. [insert where phone list is located]

		Assess current capability		Assess and provide a Status Report of current patient care capabilities.

		Decant patients out of the ED

		Review emergency patients to determine who could be discharged/admitted or transferred to a less acute area. 
Use a scaled decanting approach.
Initiate rapid decanting order sets/processes, if available.

		Housekeeping

		Have housekeeping clean any dirty rooms.

		 Assess supplies/equipment 		Assess critical equipment and supply needs. Consider hyperlinking forms to this document 
Request equipment supplies from in-hospital replenishment 
Determine blood product supply 

		Click or tap here to enter text.		Click or tap here to enter text.








		Decanting Process





Decanting is a process that is used to rapidly create inpatient surge capacity and refers to the identifying hospitalized patients who can be most safely discharged or transferred to a lower acuity level of care. Note, this section only applies to clinical areas. 

Outline the decanting process in your functional area in the event of a Code Orange. 



		Person Responsible

		Activity Details



		Insert person responsible		Who is deciding on discharge? (physician in area + nurse?)

		Insert person responsible		Consider ward staff availability to come to ED to transfer patients 



		Insert person responsible		Is there a waiting area for patients who can't be picked up right away but are safe for discharge?

		Insert person responsible		What documentation exists to give to patients who are discharged due to a code orange?



		Insert person responsible		Click or tap here to enter text.





                                          *If this section does not apply to your area, write N/A*






		Reporting Structure





Outline the reporting structure within your functional area in the event of a Code Orange. 

Insert org chart below.




		Treatment Areas and Patient Flow







		SALT Mass Casualty Triage –

Treatment Areas

		Route to Transfer



		RED

		Immediate

		Write where in the department these patients would be directed to



		YELLOW

		Delayed

		Write where in the department these patients would be directed to



		GREEN

		Minor

		Write where in the department these patients would be directed to



		GREY

		Expectant

		Write where in the department these patients would be directed to

		BLACK

		Deceased 

		Write where in the department these patients would be directed to






		Finalize Plan





After completing Functional Area Plan, please carry out the following activities:

Insert health authority and site/unit specific activities for plan finalization and maintenance below. See example: 

☐ Print and insert the completed plan into the Emergency Response and Code Manual(s), behind the Code Orange tab or the Department tab.

☐ Print ten (10) copies of the form listed below and insert it into the Emergency Response and Code Manual(s), behind the Code Orange or the Department tab.

· Unit/Department Status and Request Form – link to your unit/site specific forms

☐ Email the completed plan to your HEMBC Specialist.

☐ Assemble Code Orange Supplies and Equipment, as applicable to your unit.

The above materials can be found in the following locations: 

· Health Authority Emergency Management Intranet Page

· Emergency Operations Centre

· Emergency Response and Code Manual

HEMBC is responsible for posting the plan online and ensuring a copy is provided to the Emergency Operations Centre (EOC). 	

		Plan Maintenance





This plan is intended to be reviewed annually and updated every three (3) years. The Unit/Department Manager is responsible for the activities below: 

☐ Review the plan and supplies/equipment on an annual basis (12 months) from the publish date. There is no requirement to provide updates to your HEMBC Specialist, unless significant changes are made. 

☐ Update the plan and supplies/equipment based on a three (3) year cycle from the publish date.  Email the updated plan to your HEMBC Specialist.

If there are significant changes to the plan outside of the review cycle, update and email the revised plan to your HEMBC Specialist.




Appendix A – Job Action Sheet

[Role - leader of this area/process]







[High-level description of the purpose of this role]



High Priority Actions





· X





Additional Actions





· X
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Code Orange

Functional Area Plan

  [Insert specific area]



		What is a Code Orange?

A Code Orange (mass casualty/disaster) is activated when an event stresses campus operations and impairs the organization’s ability to maintain normal service levels.   



Examples of potential events that could lead to Code Orange being activated: 

· Natural disasters (earthquakes, snowstorms, floods) 

· Mass casualty events (bus accident, plane crash)



Purpose/Objective

The purpose of this plan is to outline the needs and actions required by your unit/department to support the relocation, expansion or temporary creation of a specialized department for the duration of a Mass Casualty Event. This plan is complementary to and relies on the principles outlined in the Code Orange procedure found in the site’s Emergency Response and Code Manual. 



Contents

· Functional Area Information

· Code Orange Stages 

· Bed Capacity

· Code Orange Staffing

· Setup and Preparation of Area 

· Decanting

· Reporting Structure 

· Finalize Plan

· Plan Maintenance

· Appendix A – Job Action Sheet

· Appendix B – Mass Casualty Reporting Structure



		Date of Plan:

		[Publish Date]

		Document prepared by:

		[Unit/Department Manager]








		Functional Area Information



		Functional Area Objective

		What does your area do?

		Number of beds

(for patient care areas)

		Current

		Activation



		

		Describe current number of beds in area.

		Describe number of beds area could accommodate.



		Location: [Building/Floor/Room]

		Insert location

		Hours of Operation

		Insert hours of operation

		Functional Area Contact Number

		Insert unit/department phone number

		Reports to: (see Appendix  B)

		Insert reporting structure

		Emergency Operations Centre (EOC) Location

		Insert location of EOC

		EOC Telephone Number

		Insert phone number, if applicable

		Location of Emergency Response Kit
(if applicable)

		Insert location of kit, if applicable










		Code Orange Stages







Code Orange can be activated at any stage. 

Insert stage as it applies to your site

Short definition of this stage



Stage

Short definition of this stage





Stage

Short definition of this stage































		Bed Capacity







		[Unit/Department]



		Current Bed Capacity 

(Regular functional capacity)

		Additional Bed Capacity 

(Additional equipment and supplies required to support patient care)



		Total

		X		Total

		X

		Location

		# Capacity

(Bed/Pt)

		Details

		Location

		# Capacity

(Bed/Pt)

		Details



		X		X		X		X		X		X

		X		X		X		X		X		X

		X		X		X		X		X		X






		[bookmark: _Hlk171416874]Code Orange Staffing





Identify staffing levels and the skill sets required for your functional area.

1. Add positions/titles that are required in your functional area

2. Identify the number usually present 

3. Identify the number required for a Code Orange functional area activation 

		Position

		Ex: Registered Nurse		Insert position		Insert position		Insert position		Insert position		Insert position		Insert position		Insert position		Insert position

		Regular Staffing

		Day

		

		

		

		

		

		

		

		

		



		

		Afternoon/

Evening

		

		

		

		

		

		

		

		

		



		

		Night

		

		

		

		

		

		

		

		

		



		Additional # required for Code Orange activation

		Day

		

		

		

		

		

		

		

		

		



		

		Afternoon/

Evening

		

		

		

		

		

		

		

		

		



		

		Night

		

		

		

		

		

		

		

		

		



















		Setup and Preparation of Area





Identify any actions that need to be taken to prepare the physical space. For example, describe how you would convert the identified space, how long will it take to convert, and any limitations of this space.

If you are making a significant change to how your physical space functions, it is recommended that you include a map in this section.

		Activity

		Details



		Ex: Identify Area Leader

		 Identify Area Leader, who will lead all actions 



		Review staffing needs		Asses staffing needs, activate fan out if necessary 
Designate roles to initiate calls. [insert where phone list is located]

		Assess current capability		Assess and provide a Status Report of current patient care capabilities.

		Initiate decanting processes 		Review patients who could be discharged/transferred to alternate levels of care. 
Use a scaled decanting approach. 

		Housekeeping

		Have housekeeping clean any dirty rooms.

		 Assess supplies/equipment 		Assess critical equipment and supply needs. Consider hyperlinking forms to this document 
Request equipment supplies from in-hospital replenishment 
Determine blood product supply 

		Click or tap here to enter text.		Click or tap here to enter text.








		Decanting Process





Decanting is a process that is used to rapidly create inpatient surge capacity and refers to the identifying hospitalized patients who can be most safely discharged or transferred to a lower acuity level of care. Note, this section only applies to clinical areas. 

Outline the decanting process in your functional area in the event of a Code Orange. 



		Person Responsible

		Activity Details



		Insert person responsible		Who is deciding on discharge? (physician in area + nurse?)

		Insert person responsible		Consider ward staff availability to present to ED to transfer patients 



		Insert person responsible		Is there a waiting area for patients who can't be picked up right away but are safe for discharge?

		Insert person responsible		What documentation exists to give to patients who are discharged due to a code orange?



		Insert person responsible		Click or tap here to enter text.





                                          *If this section does not apply to your area, write N/A*






		Reporting Structure





Outline the reporting structure within your functional area in the event of a Code Orange. 

Insert org chart below.




		Finalize Plan





After completing Functional Area Plan, please carry out the following activities:

Insert health authority and site/unit specific activities for plan finalization and maintenance below. See example: 

☐ Print and insert the completed plan into the Emergency Response and Code Manual(s), behind the Code Orange tab or the Department tab.

☐ Print ten (10) copies of the form listed below and insert it into the Emergency Response and Code Manual(s), behind the Code Orange or the Department tab.

· Unit/Department Status and Request Form – link to your unit/site specific forms

☐ Email the completed plan to your HEMBC Specialist.

☐ Assemble Code Orange Supplies and Equipment, as applicable to your unit.

The above materials can be found in the following locations: 

· Health Authority Emergency Management Intranet Page

· Emergency Operations Centre

· Emergency Response and Code Manual

HEMBC is responsible for posting the plan online and ensuring a copy is provided to the Emergency Operations Centre (EOC). 	

		Plan Maintenance





This plan is intended to be reviewed annually and updated every three (3) years. The Unit/Department Manager is responsible for the activities below: 

☐ Review the plan and supplies/equipment on an annual basis (12 months) from the publish date. There is no requirement to provide updates to your HEMBC Specialist, unless significant changes are made. 

☐ Update the plan and supplies/equipment based on a three (3) year cycle from the publish date.  Email the updated plan to your HEMBC Specialist.

If there are significant changes to the plan outside of the review cycle, update and email the revised plan to your HEMBC Specialist.




Appendix A – Job Action Sheet

[Role - leader of this area/process]







[High-level description of the purpose of this role]



High Priority Actions





· X





Additional Actions





· X
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Unit/Department Equipment/Supplies Request Form

		Purpose

Used to support communication and requests for equipment/supplies between the EOC and Units/Departments.



		Process

1. Complete this form as required or requested and return it to your Unit/Department Leader.

2. Unit/Department Leader to return it to the EOC.



		Unit/Department

		Date

(dd/mm/yyyy)

		Time

(24 hr)

		Completed by

		Contact number



		

		

		

		

		



		
Equipment/Supplies Request



		Equipment/Supplies

(type/name)

		Quantity

(include unit of measure)

		Delivery location

		Comments 
(i.e. time sensitivity)



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		*For blood requests, please follow standard procedures.



		Review Process

(Completed by EOC only)



		Name

		Title

		Date (dd/mm/yyyy)

		Signature



		

		

		

		



		Status

		Date Completed

		Time Completed



		☐ Pending

		☐ Completed

		

		





s
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Unit/Department Status Report

		Purpose 

To inform the EOC of Units/Departments status and capability.

Process

1. Complete sections relevant to your unit/department and return it to your Unit/Department Leader.

2. Unit/Department Leader to return it to EOC.



		Unit/Department

		Date (mm/dd/yyyy)

		Completed by

		Contact number



		

		

		

		



		Overview of Impacts to Unit/Department



		





		

Census Report (Patient Care Units)



		
Time

		Current census

		With current resources

(staff & beds)

		With additional resources (staff)



		24 hr

		# actual beds occupied/ surge beds

		# patients that must stay on unit

		# patients that can be discharged

		# patients safe to go to other wards

		# patients you can take right now

		# beds that could open



		

		

		

		Include bed number(s)

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		
Census Report (Pre/Post Anesthetic Care Unit)



		Time

		Current census

		With current resources

(staff & beds)

		With additional resources (staff)



		24 hr

		# actual beds occupied/ surge beds

		# patients that must stay on unit

		# patients that can be discharged

		# patients safe to go to other wards

		# pre-op patients you can take now

		# post-op patients you can take now

		# beds that could open within 1 hr



		

		

		

		Include bed number(s)

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

Census Report (Operating Room)



		Time



		Current census

		With current resources

(staff & specialists)

		With additional resources

(staff & specialists)



		24 hr

		# of running ORs

		# ORs could be available now

		# ORs could be available within 1 hr

		# ORs still running

		# ORs could be available within 1 hr



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		Staffing Overview



		Position/title 

(i.e. Registered Nurse)

		# of current staff in  unit/department

		# of staff who can be redeployed to support other areas

		Comments 

(i.e. specialty training)



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		*If you need additional staff, please fill out a Unit/Department Staff Request Form.



		Indicate the names of any staff currently on your unit with experience in the following



		Emergency Department

		

		Telemetry 

		



		Decontamination

		

		Critical Care

		



		Operating Rooms

		

		Other: 

		



		Other: 

		

		Other: 
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HEMBC Appendix A: Activation & Notification

Health Emergency .. ]
Management Provincial MCI Project

Appendix A: Activation & Notification

Topic Status Recommendation Y N A

2. Dispatch to send automated early notification for specific BCEHS 16 2 0
codes to potential receiving acute sites and partners:

Notification Not approved, for For example, "emergency personnel are responding to a fire in your

& Activation further discussion area, your site may receive patients". Notification should include:
incidentlocation, nature of incident (ex. fire or motor vehicle crash),
approximate number of patients involved (adult or pediatric), and
could be sent via text or existing dispatch technology.

Background

MCls evolve rapidly and information regarding the MCI may come from different sources, it is
nonetheless important to have a set, standardized approach for notification so that hospitals can get
early and accurate notification of a potential MCl, especially from BCEHS. In previous Code Oranges in
BC, hospitals have reported they would like advance notice of a possible MCl as early as possible, even if
the information is incomplete, so they can begin preparation activities.

Rationale

BCEHS expressed that at this time the technology is limited, however they would like to explore the
recommendation further within their own processes and IT. A couple members of the steering
committee were not able to vote in favor of this recommendation, as they would need to know how it is
derived before approving.

Future considerations

Next step Lead

BCEHS to explore their technology processes and how they are BCEHS
able to send clear and early notifications to acute sites via
automated messaging

BCEHS to notify HEMBC and other partners when they feel
appropriate to operationalize/pilot

October 2024 HEMBC Page 1of1





		Background

		Rationale

		Future considerations






HEMBC Appendix B: Decanting

Health Emergency .. ]
Management Provincial MCI Project

Appendix B: Decanting

Topic Status Recommendation Y N A
5. Use a pre-determined classification system 14 4 0

Use an existing classification system +/- modifications to group

patients by degree of risk associated with an early discharge.
Differing systems may be used for ED, ICU, general adult, and

Not approved, for pediatric patient populations. This classification according to a

further discussion formal system helps to make decision-making consistent and
reproducible, which promotes fairness and transparency. It has
alsobeen shown to increase efficiency. Once categorization has
been completed, clinical judgment will still need to be applied
to make the final disposition decision.

Decanting

7. Develop rapid decanting order sets and processes 15 3 0

Not approved, for To efficiently discharge or transfer patients during an MClI,
further discussion develop rapid decanting order sets and processes that allow for
movement to occur faster than usual.

Decanting

Background

Evidence suggests that developing a pre-defined patient disposition classification system for reverse
triage can increase efficiency, consistency in decision-making, and patient safety. The classification
systems identified in decanting recommendation document can guide acute site decision-makers by
exemplifying how to construct a classification system, so that they may adapt these systems or develop
their own. Literature suggests that these classifications systems still necessitate clinical judgment,
however categorizing patients using these classification systems have the potential to expedite the
reverse triage process during an MCI.

October 2024 HEMBC Page 1 of 2





HEMBC Appendix B: Decanting

Health Emergency .. ]
Management Provincial MCI Project

Rationale

Currently no classification systems exist for adults and children, although the literature does have some
examples. The steering committee would like to see more work done on policy side and methodology
before approving the above recommendations. Challenge with recommending one methodology is lack
of evidence in the literature when it comes to MCI. Acute sites should work together to create a
methodology that works for adults and children across the region, as opposed to each site creating their
own.

Future considerations

Next step Lead

Each region to research, develop and validate standardized Not assigned
decanting procedures. Successful processes to be shared
amongst health authorities and put forward for further
recommendations and standardization

October 2024 HEMBC Page 2 of 2
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		Rationale

		Future considerations
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Mass Casualty Incidents: Communication Toolkit
For site-level communications and operations
HEMBC, Provincial MCl Project Team
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Communications Toolkit: Overview

What is a Mass Casualty Incident?

A mass casualty incident (MCI) is a sudden event that causes a surge of patients, which overwhelm the
health system resources of one or more acute care facilities. Acute care facilities have Code Orange-MCl
response plans for responding to and managing an MCI.

Purpose of this toolkit

This toolkit is intended to guide and recommend site-level communications when planning for, responding
to, and recovering from MCls by providing scalable templates and tools. This toolkit is not prescriptive,
rather suggestive, to support the communications components of existing MCl plans.

Who is this toolkit for?

e MCI EOC Director, who delegates functions to:
o Communications-command team
o Operations section

The toolkit guides MCI communications tasks that are both for communications-command teams, as well
operational teams. It is recommended that the EOC director delegate activities and pages within this
toolkit to the respective team in charge of that work.

Ve

A Tasks recommended for communication teams are noted with blue text boxes.

v
Tasks recommended for operational communications are noted with orange text boxes.
.

How to use this toolkit
1. Readthe MCI job action sheet for site-level communications
2. Review the suggested MCI communications responsibilities for site-level communications teams,
operational teams, health authority corporate communications teams
3. Godirectly to the tool that supports your work

Target Audiences
Strategies and templates are included for communicating to 3 primary audiences:
1. Health care staff

2. Patients and families
3. Media and the public

HEMBC

Health Emergency
Management

November 2023 Page 2 of 16





Mass Casualty Incident: Communications Toolkit
For site-level communications

Content Flow

— Job action sheet
Roles and responsibilities

Response

Staff Communications

Overhead announcement

Group chat alerts

“Keeping You Informed” Email to all-staff

Ground communications between units

Patient and family communications
Patient speaking notes
Family speaking notes

Call centre scripts

Media and public communications

Media protocol for health facilities

Recovery

All clear email memo
r—— Communications debrief

Planning

pe  [\|C| Planniing all-staff email

November 2023 HEMHBa“?Emergencv Page 3 of 16
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Mass Casualty Incident: Communications Toolkit
For site-level communications

MCI Job action sheet: Site-level Communications tasks

Action Items

[l Receive briefing about the mass casualty incident from EOC director or designate
Upon direction of EOC, and if applicable:

[J Ensure overhead announcement that Code Orange alert has been made

[l Ensure Code Orange email notification has been sent through contact centre

'l Notify leadership in impacted units and departments

[J Contact health authority corporate communications team

[l Review your Media protocol Communication Plan

[J Establish runners or information form to send messages between operational units
to ensure steady flow of information

[ Distribute patient and family keynote cards to staff at family reception stations,
patient care areas, patient information call-line

[J Set up a Patient Information call line to dispatch a family’s phone calls to appropriate
receiving site

71 Email a “Keeping You Informed” memo
1 Once MCI is over, resend initial Code Orange email with “All-Clear” status

71 Send an email concluding the MCI response and thanking all staff

HEMBC Page 4 of 16
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Mass Casualty Incident: Communications Toolkit

For site-level communications

Communications roles and responsibilities

Y
*~* Operational teams

» MCI communication between units
within site

» Staff notifications and alerts
» Patient and family communications

» Alerting health authority corporate
communications about the MCI

November 2023

L[ —
-Communlcatlons teams

HEMBC

Health Emergency

Management

Health facility staff communications
Establishing Patient Information call-line

Media and public communications,
including media enquiries, social media
messages, news releases

Liaising with Ministry of Health and
communications departments of
responding agencies

Determining communications lead if
multiple jurisdictions involved

Directing patient and families to the

appropriate health facility and family
reception centre

Page 5 of 16





Mass Casualty Incident: Communications Toolkit
For site-level communications

Response

Staff Communications

The following are placeholders and templates for communicating to staff during an MCI
RESPONSE.

)
‘ )Overhead announcement

'Y
.’ Use an overhead announcement to notify the site about an incoming MCI

[INSERT YOUR CODE ORANGE OVERHEAD ANNOUNCEMENT SCRIPT]

Example: CODE ORANGE: Insert MCl Descriptor has occurred on Date at Time. First patients expected to
arrive in Insert Time. Please report to your station and supervisor to provide immediate support.

What to consider for you message:
Incorporate redundancies—not all overhead speakers work
Use commands—be direct about what you need from those receiving the message
Provide opportunity for follow up—who can staff ask for more information? Where can they go
to provide support? When will the next update be?

0
4 Direct alert notifications

.I
.’ Use this memo template for group chats, mass texts, SnapComms and other notification
methods to notify operational teams about an incoming MCI/Code Orange.

Team,

Code orange: an [Insert MCI Descriptor] has occurred on [Date] at [Time]. The first patients are expected
to arrive in [Insert Time]. For those currently working, please report to your station and supervisor to
provide immediate support. To those on-call, please standby for possible call-in.

We will share patient compositions here as soon as we have them.

Patient compositions are as follows:

Xgreen

X yellow

Xred

November 2023 HmHBealt?Emergency Page 6 of 16
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Mass Casualty Incident: Communications Toolkit
For site-level communications

©)
Email a “Keeping You Informed” memo to all-staff

A Once Code Orange is in a prolonged state, use this email template to keep all site staff informed about
Code Orange.

To: all staff operations, clinical and administration
Subject: CODE ORANGE Status Update: Keeping You Informed
*Mark as urgent*

Dear staff,

Background

"This message is to notify staff of [Insert Hospital] that [Insert MCI Descriptor] has occurred on [Date] at
[Time]. [Insert Hospital]'s physical environment and staff safety [is/is not] affected by this incident.
*Provide guidance on how staff can help safeguard the internal environment, if necessary.*

EOC status

The EOC is located in [room #] and continues to be operate 24/7 or from [time] to [time], daily. Food is
delivered periodically. A staff sleeping and rest room has been set up in [room #].

[X staff] will be coming in at [time] to provide relief for staff working in the EOC. Please ensure thorough
handovers.

Next steps
To those currently working, please report to your unit and supervisor to provide support to ongoing
patients. To those on-call, please standby for possible call-in.

Safety and Wellness [If staff and staff family are affected]:

We recognize that staff and their family could be affected by this incident and we stand with you. Please
speak with your supervisor about your family safety and wellness needs at this and we will support you.
Please take care yourself and your family. You are our priority during this difficult time and we will get
through this as a team.

We will continue to relay information through direct reporting lines, as well as by email and group chat
channels to keep you informed and to identify where support is needed. The next Keeping you Informed
email will be sent at [time]

Thank you for your dedication and service to providing patient-centred care,

Signature

November 2023 HEMBC

Health Emergency
Management
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Mass Casualty Incident: Communications Toolkit
For site-level communications

'Y
o9 . . .
<~ Ground communications between units

.l
" How are units communicating with each other about what they need?

Charge runners or distribute forms with exchanging information between key response function
including, but not limited to, the EOC, the emergency department, perioperative units, critical

Sourcing information: Sending information:

e Information flows: Is there any e Information flows: X person from Y unit
information you need from another unit needs to know Z. Do you have that
that | can get for you? information? IF NO, where can | go to get

it?

e Information baselines: Do you have all
the information you need to do your job e Information baselines:
right now? o Xunit needs a direct line of

communication to Y unit.

e Resource intelligence: Are there any o B unitis getting overwhelmed
resources that | can check the status of and needs less information
for you? What resources are you requests from C unit
uncertain about that you need right
now? e Resource request: D unit is critically low

on E resource and needs more X OR
needs to suspend Z

Documents:

Use this document to inform the EOC of Units/Departments status and capability:

i
%
Unit-department-stat
us-report.docx

Use this document support communication and requests for equipment and supplies between the EOC
and Units/Departments:

[

-
Unit-department-equ
ipment-supply-reques

November 2023 HEMBC
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Patient and family communications
The following are templates for communicating to patients and family during an MCI RESPONSE.

L

Patient speaking notes

o

Use these speaking notes for patient assurance and identification prompts

Background for patient
» Good [morning/afternoon/evening], [patient's name]. I'm Dr. [Your Name], and I'll be taking
care of you today.
» Youwere in an accident at [location, incident description], and the medical team has been
working to stabilize your condition. I'm here to help you through this process of recovery."
» Right now, you are in [hospital/ward], and we are monitoring your vital signs closely.
» You're going to be ok.

Addressing immediate concerns
» Our team has already performed [mention any emergency procedures, surgeries, or
interventions] to address immediate concerns
» "Moving forward, our goal is to manage your pain, promote healing, and support your overall
well-being."

Patient and family reunification
» What is your name? Who can we contact for you?
> Your family has been contacted and they are on their way.

Assurances

» You're right where you need to be. You're healing and getting better. You need to stay here a
little longer so you can continue to heal.

» Youare sostrong. You are doing great. This will get better, and you will be out of here soon.

> It's normal to feel a range of emotions after such an event. We have counseling services to
support you.

> I'll be checking in regularly, and our team is available 24/7. If you need anything please let us
know.

» Thankyou for trusting us with your care. Your trust is not taken lightly, and we are dedicated to
providing you with the best possible support throughout your recovery journey.

HEMBC

Health Emergency
Management
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Family speaking notes

.l
" Provide these speaking notes to staff at family reception centres or over the phone at a patient
information call line to guide patient and family reunification dialogue

Q
4 By phone:

If patient is on registry:

YES: | do see that we have a patient by that name here at [Insert Hospital]. When you arrive, please
checkin at the [Insert Arrival Location] and we will direct you to your loved one’s current location at
that time.

If patient is not on registry:

NO: Unfortunately, | do not see any patients by that name here registered at [Insert Hospital] right now.
However, it takes some time for us to confirm patient identity; if you can call us back in one hour, we
may have additional information available at that time.

If pressed for answer:

| apologize--because of the overwhelming number of requests, | am unable to provide callbacks at this
time; we are trying to speak with as many people as we can to reunite family members.

[ ¥ X

ZaaN
In person

If patient is on registry:

Yes, | do see that we have a patient by that name here at [Insert Hospital]. Please check in at the [FLOOR

HOSPITAL UNIT] and we will direct you to your loved one’s current location.

If patient is not on registry:

Unfortunately, | do not see any patients by that name here at [Insert Hospital] right now. However, it
takes some time for us to confirm patient identity; please come back in 1 hour to see if there are any
updates.

If pressed for answer: | understand this is scary and you want to know how your loved one is doing.
We're doing everything we can right now. Please come back in 1 hour for any updates.

HEMBC

Health Emergency
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Mass Casualty Incident: Communications Toolkit
For site-level communications

D)

Call Centre script

A Use this template to build out a call centre script and a job action sheet at patient call lines to
guide the dispatching of families and receiving sites. Use in combination with the above family key
messages.

[Insert Location] Switchboard [Insert Phone Number]

Purpose: To provide families a call number to obtain the location of their loved ones following [Insert MCI
Descriptor].

Actions:

e Calltaker is to provide the hospital location and phone number to callers looking for their loved
ones.

List information only contains patients who have registered at [Insert Health Authority] facilities.
[Insert Location] Switchboard [Insert Phone Number]
[Insert Location] Switchboard [Insert Phone Number]
[Insert Location] Switchboard [Insert Phone Number]
[Insert Location] Switchboard [Insert Phone Number]

VVVYY®

Q1. What if loved one is not on the [Insert Health Authority] list?

e Our list only contains patients that have registered at [Insert Health Authority] facilities.
There are still some patients in transport or transport between facilities.

e As well we know some patients did not require medical care and have been provided
hotel accommodations.

e As more patients are identified, we may be able to connect you with your loved-one. Can |
please get their name, your name and your phone number in case we’re able to identify
them. [ADD NAME TO REGISTERED MISSING AND SUSPECTED PATIENT LIST]

Q2. What condition is my loved one in?
e The medical team at the facility will be able to confirm that information. You will need to
call the site and be transferred to the unit caring for your loved one.

If you are receiving questions you are not able to answer, please call [Insert Name] at [Insert Phone
Number].

November 2023 HEMBC
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Media and public communications
The following are templates for media communication during an MCI RESPONSE.

Q.9

Media protocol for health facilities

A Refer media to your health authority corporate communications office or consult your media
protocol crisis communications plan.

Your health authority corporate communications team is responsible for media and public
communications. In the event of a Mass Casualty Incident, please arrange a coordination call with your
strategic communications contact as soon as possible so they can begin crisis management
communications.

II Holding line to media
If pressed:

Thank you for your enquiry. Please contact our health authority communications team @ XXXX for media
requests. Our communications team can help with your request.

HEMBC

Health Emergency
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Recovery

@)
All-Clear email memo

A Send an email to all staff at the facility notifying the MCI response has concluded. Send in
addition to an updated all-clear status on the initial Code Orange email notification.

To: all staff operations, clinical and administration
Subject: MCI deactivation and situation update
*Mark as urgent*

The Mass Casualty Incident that occurred at [Insert MCI Descriptor] on [Date] has now concluded and
this facility is returning to regular operations.
{Provide an update of patient care activities, number of patients in care, and units involved}

We would like to acknowledge the dedication of [Insert Hospital’s] staff to responding to this MCI. Thank
you for your service and dedication to patient care.

A debrief will be scheduled at a later date OR a debrief will be scheduled at [DATE and TIME].

This is also a reminder of the health and wellbeing resources available to you at [Insert Hospital] or
through the health authority, listed below. [Insert link to health and wellbeing resources]

November 2023 HEMBC
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Mass Casualty Incident: Communications Toolkit
For site-level communications

&

Communications Debrief

A Consider the below questions to guide discussion during a debrief with Communications teams
who responded to the MCI.

Questions Responses

1. | What were our goals during this incident?

2. | Did we accomplish our goals? Why or why
not?

3. | What steps were taken by Communications
during the event?

4. | What went well during the incident? Why?

5. | What organizational constraints or barriers
did we face? How did we overcome them, or
did we?

6. | What can be improved? How? Who will be
responsible for resulting action items?

7. | Did the Communications team meet
sufficiently often and work productively
together?

8. | Could time pressures have been alleviated by
organizing the work differently?

9. | Do we need to modify any part of our Crisis
Communications Plan? Which part(s)? Who
will be responsible for modifications to the
plan?

10. | Do we need to share ‘lessons learned’ with
our Health Emergency Management
contacts? Anyone else?

11. | Who will report out to the broader
Communications & Public Engagement team?
The incident team?

*Courtesy of Interior Health Communications
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Mass Casualty Incident: Communications Toolkit
For site-level communications

Planning

@)
MCI planning all staff email

A Prepare staff for what communications they will expect during a mass casualty incident

To: all staff operations, clinical and administration

Subject: FYI only, no action required: Preparing for a Mass Casualty Incident, what to expect
Message:

Dear Colleagues, The purpose of this email is to prepare staff about this facility’s process for alerting a
code orange, mass casualty incident response.

What is a Mass Casualty Incident (MCI)?
A mass casualty incident is a sudden event that causes a surge of patients, which overwhelm the health
system resources of this facility.

How will | be notified?

When an MCl occurs, you may be alerted by overhead announcement, email, group chat message alert,
and/or phone call

This notification will be sent by your supervisor, facility communications team, or HEMBC contact

What information will | receive when | am notified?

Your safety is our first priority, so you will be alerted whether the health facility and health care
personnel are at risk and what precautions you need to take to protect yourself.

If the health facility is not directly affected but will be receiving patients from the incident, you will
receive the following details and direction:

A brief background of the incident that has occurred, based on early reports

Patient numbers and composition, as available

How you are needed to assist incoming patients

What units need prepping

Who to report to

YVVVYY

What can | do to prepare for an MCI?
» Discuss with your supervisor about your individual and team role during an MCI event. Identify
for job action and station.
» Review Insert site’s MCl plan If available
> Review insert Health authority Code orange training module
» Contact insert HEMBC Specialist or MCI site lead for any further questions or comments insert
Include contact details

HEMBC
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Mass Casualty Incident: Communications Toolkit
For site-level communications

This toolkit has been developed by:
Alexander Sokolowski

John Coyne

Owen Brokenshire

Natasha Cholowsky

This toolkit has been reviewed by:

Ari Indyk, Director of public affairs VCH—November 27, 2023

Eryn Collins, Regional Director of Communications & Health Program NH—December 4, 2023
Amory Wong, Consultant, Communication FH—December 1, 2023

Amelia Nezil, Manager of Community Communication VCH—December 5, 2023

Island health—NIL

Interior health—NIL

PHSA—PENDING

Gloria Hertz, MCI project manager—November 21, 2023

Marina Aravena, MCI project manager —December 5, 2023

Dr. Chris Lee, MCI project manager —December 5, 2023
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Unit/Department Equipment/Supplies Request Form


			Purpose


Used to support communication and requests for equipment/supplies between the EOC and Units/Departments.





			Process


1. Complete this form as required or requested and return it to your Unit/Department Leader.


2. Unit/Department Leader to return it to the EOC.





			Unit/Department


			Date


(dd/mm/yyyy)


			Time


(24 hr)


			Completed by


			Contact number





			


			


			


			


			





			
Equipment/Supplies Request





			Equipment/Supplies


(type/name)


			Quantity


(include unit of measure)


			Delivery location


			Comments 
(i.e. time sensitivity)





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			*For blood requests, please follow standard procedures.





			Review Process


(Completed by EOC only)





			Name


			Title


			Date (dd/mm/yyyy)


			Signature





			


			


			


			





			Status


			Date Completed


			Time Completed





			☐ Pending


			☐ Completed


			


			








s
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Unit/Department Status Report


			Purpose 


To inform the EOC of Units/Departments status and capability.


Process


1. Complete sections relevant to your unit/department and return it to your Unit/Department Leader.


2. Unit/Department Leader to return it to EOC.





			Unit/Department


			Date (mm/dd/yyyy)


			Completed by


			Contact number





			


			


			


			





			Overview of Impacts to Unit/Department





			








			

Census Report (Patient Care Units)





			
Time


			Current census


			With current resources


(staff & beds)


			With additional resources (staff)





			24 hr


			# actual beds occupied/ surge beds


			# patients that must stay on unit


			# patients that can be discharged


			# patients safe to go to other wards


			# patients you can take right now


			# beds that could open





			


			


			


			Include bed number(s)


			


			





			


			


			


			


			


			


			





			


			


			


			


			


			


			





			


			


			


			


			


			


			





			
Census Report (Pre/Post Anesthetic Care Unit)





			Time


			Current census


			With current resources


(staff & beds)


			With additional resources (staff)





			24 hr


			# actual beds occupied/ surge beds


			# patients that must stay on unit


			# patients that can be discharged


			# patients safe to go to other wards


			# pre-op patients you can take now


			# post-op patients you can take now


			# beds that could open within 1 hr





			


			


			


			Include bed number(s)


			


			


			





			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			





			


			


			


			


			


			


			


			





			

Census Report (Operating Room)





			Time





			Current census


			With current resources


(staff & specialists)


			With additional resources


(staff & specialists)





			24 hr


			# of running ORs


			# ORs could be available now


			# ORs could be available within 1 hr


			# ORs still running


			# ORs could be available within 1 hr





			


			


			


			


			


			





			


			


			


			


			


			





			


			


			


			


			


			





			Staffing Overview





			Position/title 


(i.e. Registered Nurse)


			# of current staff in  unit/department


			# of staff who can be redeployed to support other areas


			Comments 


(i.e. specialty training)





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			*If you need additional staff, please fill out a Unit/Department Staff Request Form.





			Indicate the names of any staff currently on your unit with experience in the following





			Emergency Department


			


			Telemetry 


			





			Decontamination


			


			Critical Care


			





			Operating Rooms


			


			Other: 


			





			Other: 


			


			Other: 
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Communications Literature Review

Provincial MCI Project

Executive Summary

Maintaining effective and prompt communication is vital when responding to a Mass Casualty Incident
(MCI). The purpose of this literature review is to summarize the peer-reviewed and grey literature
evidence on best practices for communications when preparing for, responding to, and recovering from
an MCI. Specifically, this review is interested in communications with three audiences: the public and
media, patients involved in the MCl and their families (both external communications), and hospital staff
(internal communications). Twenty-seven articles were included in this review. Overall, peer-reviewed
and grey literature evidence on the topic of communications when preparing for, responding to, and
recovering from an MCl is very limited. Recommendations based on this literature include:

Internal Communications

e Incorporate a robust staff notification system into an MClI communication plan: Any
communication system must plan for contingencies if primary communication methods fail due
to infrastructure damage or system overload.

e Educate hospitalstaffon communicationsplan, media training, and non-traditional tools: Staff
should be knowledgeable on disaster communications pathways and how to use non-traditional
communication tools (e.g., radio). Nurses and critical care leaders could also be provided media
training to prepare for interacting with journalists at the hospital site.

e Incorporate a staff debrief and recovery communications: Communications plans should
extend to the recovery phase (after an MCI has occurred) by incorporating debriefing plans and
psychological wellness communication to staff involved in the response.

External Communications

¢ Incorporate contingent methods for external communications: External communication plans
must incorporate contingencies if primary communication methods fail due to infrastructure
damage or system overload.

e Leverage social media for bi-directional communication: Decision-makers can disseminate
public safety information via social media, and social media can simultaneously be monitored to
gain information about the nature of an MCl to prepare hospitals prior to the arrival of patients.

e Disseminate self-care information: It is important to plan pathways to distribute information
about what medical services are available and where, as well as how to administer self-care
(especially in cases involving contamination).

e Communicate with the media and public separately from patients and families: Patients
involved in the MCI and their families should be communicated with before, and separately
from, the media and public. For example, by separating the media and family reception areas in
the hospital.
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Background

Maintaining effective and prompt communication is vital when responding to a Mass Casualty Incident
(MCI). In fact, one study found that 43% of physicians identified communication as a key barrier when
responding to disasters.! Furthermore, one literature review found that communication failure was
reported in all cases of terrorist attack MCls, and some of these failures influenced the number of
casualties.? Despite its importance, evidence suggests that few MCI or disaster response plans include
communication components, and the plans that do have not included contingency planning for when
primary communication technologies fail.23 Therefore, the purpose of this literature review is to
summarize the peer-reviewed and grey literature evidence on best practices for communications when
preparing for, responding to, and recovering from an MCI. Specifically, this review is interested in
communications with three audiences: the public and media, patients involved in the MCI and their
families (both external communications), and hospital staff (internal communications).

Methods

Internal Communications

MEDLINE (PubMed) and ASPR TRACIE
databases were searched using the strategy
outlined in Table 1. PubMed and ASPR
TRACIE databases were chosen due to their
relevance to healthcare and emergency
management topics. Titles and abstracts
were screened by one individual (the
author) using the inclusion and exclusion
criteria described in Table 2. Full text
articles, were subsequently also screened by
one individual (the author) using the
inclusion and exclusion criteria described in
Table 3. The number of articles screened can
be found in Figure 1, and the corresponding
reasons for exclusion are in Tables 2 and 3.
Of the 226 articles screened, 15 articles
were included in this literature review.
Tables can be found in the Appendix.

Figure 1 (RIGHT). PRISMA flow diagram for this
literature review on internal and external
communications during an MCI. One individual
performed screening for each of the three
communications audiences of interest; it was not
performed in duplicate. Corresponding reasons
for exclusion are in Tables 2 and 3.
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External Communications

Grey literature was searched independently by two individuals, divided by the two external
communications audiences. The two external communications audiences of interest included patients
involved in the MCI and their families, and media and the public. Articles were screened simultaneously
during the search. Six further articles were included in this literature review for the patients and families
audience, and six additional articles were included for the media and public audience. The PRISMA
diagram for the cumulative literature review can be found in Figure 1.

Findings
Internal Communications

Overall, peer-reviewed and grey literature evidence on the topic of communications when preparing for,
responding to, and recovering from an MCl is very limited. Best practices for the sub-topic of internal
communications is therefore severely limited.

First, most studies noted the importance of a notification system to alert hospital staff about an MCI
before these patients arrive, such as through cellular messaging, paging, radio, or overhead
announcements, and to incorporate contingencies if the primary communication systems fail (due to
infrastructure damage or system overload).2-12 Three articles noted that notification systems should
include a mechanism to recall staff members.*> Other studies found that social media could be
leveragedto detect MCls and notify hospitals.®13 Furthermore, a notification system with contingencies
is also noted to be important for communicating between hospital departments (especially when
handing over patients), as one global survey found that coordination among departments remained a
persistent issue for 36% of respondents.” One study suggested a centralized communication system
within a hospital is important to avoid confusion.®

Second, multiple studies indicated that hospital staff should be educated on the planned pathways of
communication when responding to disasters like MCls, so that they understand who to ask for further
resources, assistance, and information.4-17 Communications training could also be offered to critical
care leaders, including the ability to execute a communication plan.17.18 Another study emphasized the
importance of training staff members on how to use non-traditional communication tools.? In terms of
content of communications to convey to hospital staff, one study identified that health care
professionals need to know the nature of the MCI to inform treatment specific to suspected injury types
as well as safety information about risks to staff and the hospital related to the MCI.3.7:1415 Decision-
makers should consider that internal messages could be leaked externally.1?

Few studies investigated communication with hospital staff after an MCI had occurred. In fact, a global
survey found that 18% indicated their organization did not take sufficient steps toalleviate psychological
burden on health care staff after an MCl and a further 41% note the lack of proactive psychological
preparation for an MCI.” Two studies cited the importance of a debriefing with staff after responding to
an MCl.817
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Media and the Public

Overall, peer-reviewed and grey literature evidence on the topic of external communications to media
and the public when preparing for, responding to, and recovering from an MCl is very limited.

One guide mentions that spokespersons, key messages, and means for rumor control should be
determined ahead of time and built into a communication plan.1>16.20 Furthermore, decision-makers
should avoid constantly changing messages to avoid inducing panic.!® Methods for communications
should include contingencies for if primary modes of communication fail, and preventative efforts to
avoid system overload (such as incorporating call routing).81521.22 Social media could be monitored to
notify decision-makers about the nature of an MCI.%13 Social media can also allow decision-makers to
communicate with the public and key community partners, so it offers bi-directional communication.?3
In terms of content, media and the public will need to know what health services are available and
where.1%2224Hospitals should also disseminate self-care information (especially regarding MCls involving
exposure to contamination), and where to get more information.1>22.25> One study noted that hospitals
should only communicate about crises affecting their region rather than national-level crises.1® Note that
in general, it is recommended that patients and families are updated and debriefed separately, and
before, media and the public.2®

Patients and Families

Overall, peer-reviewed and grey literature evidence on the topic of external communications to patients
involved in an MCI (and their families) when preparing for, responding to, and recovering from an MCl is
very limited.

Hospitals should manage requests for patient interviews by ensuring journalists obtain their informed
consent, and hospitals can protect patients’ interests by terminating interviews or pooling media
requests.!® In terms of content, patients and families will need access to self-care information and
services to locate loved ones (via a phone line or website).1%.1824.27.28 Note also that individuals not
involved in the MCI but who require medical services should also be able to access information about
their health care providers and what services are available.?8 One study suggested that empowering
nurses to communicate with patients and families could be effective given their relationships with these
individuals, and another study recommended that only a senior-level staff should communicate with this
group when informing them of their loved one’s health status.®26:27 Another article suggested planning
a designated reception area to support friends and families of patients involved in the MCI that is away
from media communications.?? Special attention should be given to unaccompanied minors and one
study recommended that a separate area (away from other families) be designated for these
individuals.?” In general, it is recommended that patients and families are updated and debriefed
separately, and before, media and the public.2®
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Critical Appraisal and Recommendations

The limited evidence available on the topic of communications when preparing for, responding to, or
recovering from an MCI generally lacks robustness (for example, many of the articles identified were
editorials). Furthermore, often the communications component of the studies is a small portion of the
article.®1014 Most of the included studies discussed communications in the context of preparing for and
responding to and MCI, and very few described promising practices for the recovery phase.”
Recommendations from this literature review include:

Internal Communications

e Incorporate a robust staff notification system into an MClI communication plan: Any
communication system must plan for contingencies if primary communication methods fail due
toinfrastructure damage or system overload.

e Educate hospitalstaffon communicationsplan, media training, and non-traditional tools: Staff
should be knowledgeable on disaster communications pathways and how to use non-traditional
communication tools (e.g., radio). Nurses and critical care leaders could also be provided media
training to prepare for interacting with journalists at the hospital site.

e Incorporate a staff debrief and recovery communications: Communications plans should
extend to the recovery phase (after an MCI has occurred) by incorporating debriefing plans and
psychological wellness communication to staff involved in the response.

External Communications

¢ Incorporate contingent methods for external communications: External communication plans
must incorporate contingencies if primary communication methods fail due to infrastructure
damage or system overload.

e Leverage social media for bi-directional communication: Decision-makers can disseminate
public safety information via social media, and social media can simultaneously be monitored to
gain information about the nature of an MCl to prepare hospitals prior to the arrival of patients.

o Disseminate self-care information: It is important to plan pathways to distribute information
about what medical services are available and where, as well as how to administer self-care
(especially in cases involving contamination).

e Communicate with the media and public separately from patients and families: Patients
involved in the MCI and their families should be communicated with before, and separately
from, the media and public. For example, by separating the media and family reception areas in
the hospital.
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Appendix

Table 1. Search strategy used for PubMed and ASPR TRACIE databases, with the number of results
indicated. Searches were conducted on March 17, 2023.

DATABASE: PubMed
Number | Search Term Results
1 "communications"[All Fields] OR "communications templates"[All Fields] OR | 782,362
("communications"[All Fields] AND "templates"[All Fields]) OR
"communications template"[All Fields] OR ("communications"[All Fields] AND
"template"[All Fields]) OR "communication template"[All Fields]

2 “internal communications models”[All Fields] OR “internal 30,531
communications”[All Fields] OR “internal communications templates”[All
Fields]

3 “internal memos”[AllFields] OR “intranet”[All Fields] OR “internal obtrusive | 118,690

alerts”[All Fields] OR “overhead announcement”[All Fields] OR “internal
broadcasting”[All Fields] OR “staff briefing”[All Fields]

4 TOTAL | 10R20R3 857,824
5 ("Mass Casualty Incidents"[MeSH Terms] OR "mass casualty incident"[All 3,283
Fields] OR “mass casualty incidents”[All Fields] OR “multiple casualty
incident”[All Fields] or “multiple casualty incidents”[All Fields] OR “multiple
casualty event”[All Fields] OR “multiple casualty events”[All Fields] OR “mass
casualty event”[All Fields] or “mass casualty events”[All Fields])

6 "Code orange"[All Fields] 13

7 TOTAL | 50R6 3,296

8 TOTAL | ("Canada"[Mesh]) OR (“Canadian”[All Fields] OR “Canadians”[All Fields] OR | 872,972
“Alberta”[All Fields] OR “British Columbia”[All Fields] OR “Manitoba”[All
Fields] OR “New Brunswick”[All Fields] OR “Newfoundland and Labrador”[All
Fields] OR “Northwest Territories”[All Fields] OR “Nova Scotia”[All Fields] OR
“Nunavut”[All Fields] OR “Ontario”[All Fields] OR “Prince Edward Island”[All
Fields] OR “Quebec”’[All Fields] OR “Saskatchewan”[All Fields] OR “Yukon”[All

Fields])
9—-FINAL | 4 AND 7 AND 8 7
(Canada)
10— 4 AND 7 202
FINAL
(Global)
DATABASE: ASPR TRACIE
Number | Search Term | Results
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1 TOTAL | “Internal communications” N/A
2 “Mass casualty incidents” N/A
3 “Mass casualty events” N/A
4 “Multiple casualty incidents” N/A
5 “Multiple casualty events” N/A
6 TOTAL | 20R3 OR4 OR5 N/A
("mass casualty incidents" OR "mass casualty events" OR “multiple casualty
incidents” OR “multiple casualty events”)
7—FINAL | 1 AND 6 95
(“mitigation” OR “prevention” OR “preparedness” OR “readiness”) AND
("mass casualty incidents" OR "mass casualty events" OR “multiple casualty
incidents” OR “multiple casualty events”)

Table 2. Inclusion and exclusion criteria used during title and abstract screening.

Category Criteria Reason Description (Reason for Exclusion)

Included Discusses the internal N/A N/A

communications (i.e., within
acute hospitals or within
organizations) during MCls (or
just after an MCl)

Excluded Meets reason for exclusion 1 Does not discuss internal nor external
communications, or discusses these outside of
the context of an MCI

2 Does notdiscuss internal communications (but
doesdiscuss external communications) during
an MCI

3 Descriptive study with setting outside of
Canada

4 Not in English

Table 3. Inclusion and exclusion criteria used during full-text screening.

Category Criteria Reason Description (Reason for Exclusion)

Included Discusses the internal N/A N/A

communications (i.e., within
acute hospitals or within
organizations) during MCls (or
just after an MCI)

Excluded Meets a reason for exclusion 1 Does not substantially discuss internal
communications during an MCI (e.g., does not
provide lessons learned or recommendations;
not a major focus, etc.)

2 Discusses internal communications outside of
the context of a crisis or emergency (i.e.,
during normal operation)
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Recovery
Provincial MCI Project
Background

Recovery is defined by the Emergency Management Framework for Canada? as ‘... to restore conditions
to an acceptable level through measures taken after a disaster... there is a strong relationship between
long-term sustainable recovery and prevention and mitigation of future disasters. Recovery programs
provide a valuable opportunity to develop and implement measures to strengthen resilience, including
building back better.” This is congruent with the World Health Organization Academy’s 2 description of
recovery of, ‘... restoring or improving of livelihoods and health, as well as economic, physical, social,
cultural and environmental assets, systems and activities, of a disaster-affected community or society,
aligning with the principles of sustainable development and ‘build back better’, toavoid or reduce future
disaster risk.” While these are broad definitions intended to enhance the understanding of recovery
within disaster context, it was felt that they also provided appropriate clarity within the context of a
mass casualty incident. The WHO further clarifies the Recovery phase within the context of an MCl as
the period in which all or most of the MCI patients have been cleared from the emergency department
and states that during recovery:

e Supplies should be replenished

e Damaged equipment should be replaced

e Staff recovery and staff debriefings should occur

e The emergency department should return to baseline preparedness

Recovery is a foundational consideration of emergency response, however receives limited attention
within the acute site MCI plans reviewed by the project team. This lack of focus is echoed in the
literature review’s return of relatively low numbers of published articles related torecovery from an MCl
within the context of acute sites or staff. Implementation of recovery considerations into acute site MCl
plans will support those managing an MCI to plan for all phases of the emergency. When considering
that retrospective observations of MCls have reported that an MCI can have a harmful effect on the
welfare of healthcare staff, increased focus on mitigative efforts within the recovery phase should be
amplified and included within MCI plans.

1 An Emergency Management Framework for Canada Third Edition
https://www.publicsafety.gc.ca/cnt/rsrcs/pblctns/2017-mrgnc-mngmnt-frmwrk/2017-mrgnc-mngmnt-frmwrk-
en.pdf

2 Mass Casualty Preparedness and Response WHO https://reliefweb.int/report/world/guide-mass-casualty-
preparedness-and-response-emergency-units
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Literature Review

Methods

The primary database used was PubMed. Many of our original search terms yielded no results.

Number Search Term Results

1 PubMed (Mass casualty) AND (hospital)) | 12
AND (staff)) AND (recovery)

2 PubMed (Mental Health) AND (secondary | 6
trauma)

Text Review

Due to the small number of articles identified, each was reviewed for relevance related to our project
scope. Of the 18 articles reviewed, only seven included information related to the restoration to an
acceptable level of preparedness or resumption of normal service. One article explored continuity of
service considerations related to blood products and the remaining six considered psychosocial impacts
on healthcare providers.

The full Literature Review Matrix can be found in Appendix A.

Discussion

Although frontline staff and healthcare teams are well situated to replenish supplies and return
departments to their normal state of readiness following disruptions using their normal processes; an
MCI may deplete resources beyond the site’s normal supply management system’s ability to absorb.
Inclusion of recovery and business continuity considerations within an MCI plan may support early
identification and mitigation of potential supply shortages of critical equipment, supplies, or blood
products.

Additionally, the recurring exploration or identification of deleterious effects of MCls on healthcare
providers suggests that inclusion of mental health and psychosocial support for all staff involved in MCI
response is prudent. The value in having a process for self-care, peer-support, and optional formal
debriefs in addition to access to employee assistance programs is stated within the distinct areas of
focus of each of the articles but is identified to have a particularly high benefit in instances with pediatric
patients.
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The Provincial Health Services Authority provides Provincial psychosocial service programs and wellness
resources, and health authorities have distinct employee and family assistance programs which include
critical incident stress management (CISM). Inquiries into each of the health authority’s health
emergency management program teams identified that connections between these programs and MCl
responses are ad hoc and heavily dependent on the perception of need within the response leadership
or participants.

Furthermore, staff may be asked to work outside of their normal working teams or structures during an
MCI. This may include those who are working outside of normal hours due to being called in through the
fan out process or taking on distinct tasks in support of the response. Recognition of these efforts is a
concrete way to demonstrate appreciation of these efforts.

Conclusion

While we cannot predict when an MCI will occur, we can implement programs designed to reduce the
harm on healthcare teams if they respond to an MCI. Across the health authorities with acute sites, this
would require a linkage between existing employee assistance programs and MCI response plans. The
health authorities are in an advantageous position to be able to use existing programs to reduce harm
within this context. Furthermore, due to the lack of existing literature it should be assumed that there is
need to maintain ongoing reviews of new evidence that may guide further program enhancements
specific to MCI staff recovery.

In addition to mental health and psychosocial considerations, the acute site may require a rapid re-
supply or re-distribution of critical equipment and supplies. The specifics related to this need will be
informed by the nature of the MCl, the acuity of patients and existing supply chain and surge
management processes at the site.
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Recommendations
1. Acute site MCI plans to outline recovery needs of both healthcare staff and the healthcare

system: This can be achieved by having specific triggers within MCI response plans that prompt
the initiation of recovery planning within the planning section of an emergency operations
centre (EOC) or incident command post (ICP). During small MCI responses, this responsibility
may be assigned to the Incident Commander / EOC Director.

2. MCI plans to include a site level position with the responsibility to connect with subject
matter experts from all impacted departmentsand health authority supply chain logisticians:
Front line staff and managers may not be positioned to independently identify the full
consequences of an MCl related to organizational supply chain so should be supported and
prompted to include these resources into MCI recovery discussions for any MClI that exceeds
their ability to re-supply through normal departmental processes. This should be a function of
the planning section of an emergency operations centre (EOC) or incident command post (ICP).
During small MCI responses, this responsibility may be assigned to the Incident Commander /
EOC Director.

3. All MCI activations should trigger automatic deployment of mental health and psychosocial
resources: The minimum level of activation should be defined by the health authority in
consultation with subject matter experts, however inclusion of this important resource should
be included within health authority plans or processes and not be left to the ad hoc decisions of
responding teams. It is recommended that a formal check in or defusing be held within the first
24 hours after an MCl and that each health authority defines the approach to scheduling formal
debriefings in consultation with subject matter experts.

4. MCI responses should include the recognition for those involved within the response: Site
leadership should include recognition of the services provided by staff, volunteers, external
personnel and donors during MCI response and recovery based upon the response complexity
and involvement.

5. Acute sites in partnership with HEMBC to complete a formal debrief with an after-action
report to follow.

Appendixes
Appendix A — Literature Review Matrix
[
-

Recovery Literature
Reviewxlsx
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Sheet 1


			Article Title			Author(s) (Date)			Theorhetical Framework			Research Question(s)			Methodology & Audience			Findings			Conclusions (& Limitations)			Implications for PMCI			Notes


			Caring for Patients From a School Shooting: A Qualitative Case Series in Emergency Nursing			W Travis McCall, 2022			A qualitative case series approach, a theory of secondary traumatic stress, and the compassion fatigue resilience model guided the research.									The themes identified by this research with 7 participants were preparation and preparedness, coping and support mechanisms, and reflections and closure. Key implications for emergency nursing practice found in this article are that self-care routines, peer-support activities, and subsequent optional formal debriefs may support emergency nurse welfare to promote coping and recovery after multicasualty, school-associated shooting events.


			Business continuity in blood services: two case studies from events with potentially catastrophic effect on the national provision of blood components			S J Morgan 1, R A Rackham, S Penny, J R Lawson, R J Walsh, S L Ismay, 2015												NHS Blood and Transplant (NHSBT) and the Australian Red Cross Blood Service (ARCBS) are national blood establishments providing blood components to England and North Wales, and Australia, respectively. In 2012, both services experienced potentially catastrophic challenges to key assets. NHSBT suffered a flood that closed the largest blood-manufacturing centre in Europe, whilst ARCBS experienced the failure of a data centre network switch that rendered the national blood management system inaccessible for 42 h. This paper describes both crisis events, including the immediate actions, recovery procedures and lessons learned.						related to BCP and Disaster Recovery			exclude no reference to staff psychosocial wellbeing and recovery


			Besieged in the Bronx: Lessons from an in-hospital mass casualty			Julianne L Chu 1, Maria Castaldi, Kristen Bridges, Kieran M O'Driscoll, Amanda R Rigdon, Ali Shayesteh, Sam Robinson, Samir Narula, Pratibha Vemulapalli, Brian F Gilchrist, 2023									Review of notification, flow of prioritized patients, and key elements of the day's dynamic after a hospital attack by a lone gunman were commenced. The review includes outcomes on seven victims and assailants.			"Code Silver" announced: open display of a weapon. Concise, known, and published chain of command implemented. All house staff to the Emergency Department (ED) via text blast. Operating room (OR) notified. Injured to ED, then triaged to OR. Armed NYPD stationed throughout OR. Senior surgeons controlled key triage during attack with flow controlled from the ED and OR control desk. One fatality plus shooter.			uccess favors the prepared. The response to attack, readiness of medical personnel, mitigation, and recovery have brought the following recommendations: (1) single entrance access; (2) armed, professional guards at all entrances; (3) camouflage metal detectors; (4) mandatory, recurrent hospital-wide active shooter training, mock, and table top; (5) published physician chain of command; (6) intercom code system known to all hospital personnel indicating a weapon is openly displayed; (7) a "no fly" list of former employees who are prohibited on premises; (8) stop the bleed training with kits on every floor; (9) one voice, one face to disseminate information.						exclude no reference to staff psychosocial wellbeing and recovery


			Supporting Children After School Shootings			David J Schonfeld 1, Thomas Demaria 2, 2020												Working with children after an unimaginable event like a school shooting can be quite distressing and lead to vicarious traumatization or compassion fatigue. Pediatricians may also have had a relationship with students and staff who died during the tragedy, resulting in the pediatrician experiencing their own grief. The importance of always practicing self-care strategies in clinical practice becomes even more critical after a school shooting because of the increased emotional and social burdens pediatricians may experience. Developing a comprehensive plan for self-care should include the provision of time for the development of a professional support system, expansion of professional knowledge, balancing of personal and professional needs, increased personal awareness and a daily inclusion of activities that provide rejuvenation and revitalization. 27 Providing continuous support to patients, their families, and others in the community after a school shooting can at times feel overwhelming. Pediatricians should remind themselves of the critical importance of making a positive lasting impact by supporting the development of resiliency in children and families and the positive contributions of their efforts to provide support and assistance. Pediatricians should couple this with conscious efforts to increase their own personal self-care and reduce compassion fatigue so that they can empathically attend to the needs and feelings of their patients as well as their own.


			The Role of Hospital Medicine in Emergency Preparedness: A Framework for Hospitalist Leadership in Disaster Preparedness, Response, and Recovery			Jason Persoff 1, Doug Ornoff 2, Charles Little 3, 2018																					full text not avaliable but within the abstract no reference to staff psychosocial wellbeing and recovery


			Review of the requirements for effective mass casualty preparedness for trauma systems. A disaster waiting to happen?			Gabbe BJ, Veitch W, Mather A, Curtis K, Holland AJA, Gomez D, Civil I, Nathens A, Fitzgerald M, Martin K, Teague WJ, Joseph A., 2022																					no reference to staff psychosocial wellbeing and recovery


			"Mass casualty management (Rana Plaza Tragedy) in secondary military hospital-anesthesiologist experience: case study"			Hasan Murshed 1, Rokshana Sultana 2, 2015																					no reference to staff psychosocial wellbeing and recovery


			Survey of major trauma centre preparedness for mass casualty incidents in Australia, Canada, England and New Zealand			Belinda J Gabbe 1, William Veitch 1, Kate Curtis 2 3, Kate Martin 4, David Gomez 5, Ian Civil 6, Chris Moran 7, Warwick J Teague 8 9 10, Andrew J A Holland 11, Fiona Lecky 12, Mark Fitzgerald 13, Avery Nathens 14, Anthony Joseph 15, 2020									A cross-sectional survey of all (n = 82) MTCs was undertaken. The anonymous survey collected data about disaster preparedness in nine key areas. Respondents were encouraged to consult appropriately at their centre to provide an accurate representation of their centre's preparedness.			Responses were received from 69 (84%) centres; 61 completed all questions. 91% had a disaster preparedness committee and 80% had an all-hazards emergency plan. 79% had held an MCI drill in the past 2 years. 54% reported a system in place to calculate maximum capacity, but testing of surge capacity was uncommon. 55% reported the presence of stored resources for an MCI and 58% had a database of staff trained in Emergency Management. 74% had a training and education plan available for staff involved in an MCI and a plan for professional debriefing of staff post-MCI, while 62% had a post-disaster employee assistance programme. Most centres had appropriate back-up communication, safety and security plans. A key component of disaster response is ensuring the disaster's medium- and long-term impact on hospital operations are minimised [12]. A post-action report, staff de-briefing and establishing employee assistance programmes are important elements of the post-disaster recovery phase. Most participating centres’ disaster plans included provision of a post-action report, and 75% had a plan for debriefing staff. There were marked differences between countries with regards to access to employee assistance programmes as part of post-disaster preparedness planning. While employee assistance programmes were virtually universal in NZ and Australian centres, less than half of Canadian and English centres had such programmes in place. Moran and Brohi summarised the combined findings of debriefing processes following multiple MCIs in the United Kingdom and highlighted the need to plan for prolonged treatment requirements and mental health needs of patients, as well as support of staff, as key learnings from their experiences [10].						less than half of the canadian facilities surveyed had a program for employee assitance programs and debriefing staff following MCI


			Clinical guidelines for responding to chemical, biological, radiological, nuclear and trauma/burn mass casualty incidents: Quick reference guides for emergency department staff			Joseph Albanese, David Burich, Deborah Smith, Lynn Hayes, James Paturas, Anthony Tomassoni, 2014


			Emergency preparedness, resilience and response guidance for UK hospital transfusion teams. 			Doughty H, Chowdhury F; National Blood Transfusion Committee Emergency Planning Working Group. 2022


			Relying on the National Mobile Disaster Hospital as a business continuity strategy in the aftermath of a tornado: The Louisville experience. 			Randy D Kearns, Lew Stringer, James Craig, Regina Godette-Crawford, Paul S Black, David L Andra, James Winslow (2017)


			The academic health center in complex humanitarian emergencies: lessons learned from the 2010 Haiti earthquake. 			Babcock C, Theodosis C, Bills C, Kim J, Kinet M, Turner M, Millis M, Olopade O, Olopade C. (2012)												Postreturn. In addition to the predeparture briefings, GHI and task force members held debriefing sessions for volunteers returning to Chicago. The formal debriefing sessions focused on personal security, medical and operational challenges, and communication difficulties. GHI and task force members used information gleaned from the debriefing sessions to improve care delivery at the field hospital during future deployments. The UCM Department of Psychiatry also offered free mental health services for those requesting additional support.
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