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INTRODUCTION:
This event would include any and all influx of patients from incidents other than contagious diseases or contaminations such as motor vehicle accidents, explosions, air traffic incidents, etc. 
A. DEFINITIONS:

a. Patient Surge or Influx of Patients- the victims may arrive at the Emergency Department via ambulance or another emergency service vehicle.  Any series of events, which creates an overload situation in the Emergency Department, may necessitate the use of the emergency procedures described in this plan. 

b. S.T.A.R.T.- a triage protocol used to quickly classify victims during a mass event. These colors coordinate with the S.T.A.R.T. triage tags and the Levels are the ESI Triage tools. They are identified below:  

i. Immediate (Red) Level 1- immediate care necessary for life threatening injuries, respiratory rate greater than 30, unresponsive (unable to follow commands)
ii. Delayed (Yellow) Level 2- delayed care, significant injuries
iii. Minor (Green) Level 3-5- minimal injuries, walking wounded
iv. Deceased (Black)- expectant, non-salvageable based on current supplies
c. Disaster Phases- determined by type of disaster and types of patients:
i. Phase I- four or more Level 3-5 patients, with not more than two Level 1 patients.  Situation can be handled without disruption of normal workflow.

ii. Phase II- four or more patients, mostly Level 1 and 2.  Situation will require reassignment of staff.
iii. Phase III- more than four Level 1 patients with mass casualties or situations occur where outside assistance will be needed. 
iv. The number of casualties indicated for each class above is to serve as a guide only.
B. MITIGATION:
· Determined triage levels and disaster phases for accepting patients from events

· Procured essential supplies and medications for response to surge

· Developed processes for diversion, if necessitated, by circumstances of a surge
C. PREPAREDNESS
· Staff trained, equipped, and knowledgeable about chemical, biological, radiological, nuclear, and explosives (CBRNE) detection, personal protection, and decontamination, and care of blast-related injuries for adult and pediatric patients 

· Developed plans and procedures for response to patient surge
· Conducted training exercises and drills for various scenarios
D. RESPONSE
1. Upon first notification, staff will attempt to obtain the following information:
a. Identity of the person notifying the hospital of the disaster and how to contact this individual
b. Nature and Location of the disaster
c. Estimated number of causalities
d. Nature of the injuries- (trauma, blast, contamination (CBRNE), etc.)
e. Estimated time of arrival to the hospital

2. Once the above information is obtained, the House Supervisor will be notified. The House Supervisor and the Emergency Department (ED) staff will determine the Phase of the disaster based on the current patient numbers, Triage Levels of patients potentially arriving and potential conditions of injuries by instituting the EOP, this ERP and any other ERPs. Contaminated patients will be handled per the EOP Appendix II- Decontamination Procedures before processing through the ED, and any other peripheral plans and procedures. Contagious patients will be handled per EOP Contagious Patient Emergency Response Plan and the <<Infection Prevention and Control Manual>> under the direction of the <<Infection Prevention department>> and any other peripheral plans and procedures.
3. The House Supervisor will notify the operator and they will page: “<<Code Yellow, Phase __, Disaster description>>”, three times at 30-minute intervals until changes or updates. After 9:00 p.m., page only once. 

4. The House Supervisor will become the Incident Commander and establish the Hospital Command Center (HCC).  The Casualty Care Leader (ED Charge Nurse) will communicate any staffing and supplies needs directly to the Incident Command staff. 

5. The Incident Commander will determine which HICS Management Areas (EOP- Form VI- HICS Management Areas) will be established for the disaster. The Emergency Department treatment areas have been pre-determined and may be flexible in their locations depending on the disaster. 
6. The arriving patients will be accessed through S.T.A.R.T Triage method. The patient will be given a Disaster Tag to identify their Triage level.  Patients will be identified through their name and birthdate including Jane and John Doe’s for unidentified individuals.  The Disaster Medical Records packets are available for recording the patient’s information, if patient surge is beyond normal medical record keeping or if the system is down. 
7. The two assigned Patient Trackers and Transporters will respond immediately to the ED upon notification of disaster. These areas and responsibilities are pre-assigned and located on the Form VI. Patients will be tracked on the HICS 254 – Disaster Victim Patient Tracking Form. This form will be sent every 15 minutes to the Patient Tracking Manager. 

8. All inpatients will be reviewed for discharge. The ED Physician will determine if patients need to be admitted or discharged in the ED. The Medical Care Branch Director and the Medical Staff Director will work with the attending physicians of each area for discharges and transfers. Discharged or transferred patients will be sent to the Discharge Area to wait or Patient Care Area for continued medical care. Each will work with the Bed Tracking Manager to keep accurate movement of patients throughout the hospital. The Bed Tracking Manager will work closely with the Patient Tracking Manager. 
9. Patients that have expired in the ED, the Casualty Care Leader will contact the HCC for transfer of patient through Morgue Leader. 
10. The Surgery areas with the Incident Commander and Medical Staff Director, will determine based on types of injuries from the event, to alternate surgery schedules for the next 6-12 hours. 

11. All departments will fill out EOP Form V: Staffing Information Form and send them immediately to the location at the bottom of the form.  This information will be used to assess the departments their staffing initially. If staff is not available for handling critical tasks defined by the Job Actions Sheets, staff will be drawn from the appropriate departments or, if none are available, from the Labor Pool. 
12. The Liaison Officer will provide the Incident Commander with up to date information from the scene of the disaster. 
13. After the patient surge of victims from the event have proceeded through the ED and the ED has stabilized their operations, the Incident Commander will determine if the <<Code Yellow, Phase __>> can be downgraded one level until all other HICS Management Areas and Patient Care Areas are continuing their operations. 
14. Once the HICS Management Areas are no longer needed and the Patient Care Areas have stabilized their operations, the Incident Commander will determine if the <<Code Yellow, Phase __>> can be downgraded one level or an “All Clear” be determined. 
E.  RECOVERY:
1. At this point all activity is focused to return the hospital to normal operational function or limited operations. 
2. The Public Information Officer will arrange any tours or other interviews that may be required.  
3. The Planning Chief will provide the Incident Commander with specific demobilization information and requirements.
4. All supplies and stock used during the disaster will be reordered or restocked in all areas.
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