Section 6 - Incident-Specific Plans
Emergency Management Program Guidebook
Emergency Management Program Guidebook
Department of Veterans Affairs


Sample 6-48
(Note:  This SOP contains some intricate clinical information.  For additional clinical information or clarification, you may contact Dr. Ralph DePalma or Dr. Michael Hodgson, via VA Global Address Book in Outlook, or your local trauma/ER specialist.)

S A M P L E

VA Medical Center

(Location)

Emergency Management Program







(Date)

Standard Operating Procedure No. (   )

Subject:
Trauma Management in a Mass Casualty Incident - Blasts and Explosions

1.
Description of the Threat/Event.  

a.
Trauma and Mass Casualty Incidents (MCI) in the US.  A mass casualty incident (MCI) is any event in which the number of patients and the severity of injuries exceed the resources of the healthcare facility.  The imbalance of needs to resources may be due to the large number of patients; to the number or severity of the injuries; to limited equipment, supplies or staff; or, to the presence of conditions beyond the available medical capabilities.  Careful pre-hospital triage and direct transport of trauma victims to hospitals of the appropriate trauma level facilitates smooth coordinated trauma response in daily practice.  During a large mass casualty incident, all appropriate designated trauma level institutions may become overwhelmed because of patient self-referral, delivery by privately owned vehicles and blockage of usual transportation routes to designated trauma facilities.  In an event of this nature, hospitals not designated as trauma facilities may be faced with the need to deliver emergency triage, stabilization and treatment prior to transfer to a trauma facility.  These events may be the result of a natural disaster or an intentional non-natural event (see Attachments A-C).

b.
Goal of Triage and Trauma Care.  In an MCI, the primary goal is to prevent deaths during the so-called “golden hour” of care delivery, separate out minor injuries to spare needed resources, and minimize long-term mental health consequences.  The “golden day” rule refers to the dramatic increase in mortality after 24 hours of burial in structural collapse.  The overall goals are to minimize the likelihood of death, stabilize the patient with minimization of morbidity and mortality until definitive care is available, and to maximize the efficiency of patient transfer and transport to appropriate definitive trauma facilities.

c.
Legal Aspects of an MCI with Trauma.  In terrorist incidents, the documentation and the legal chain of custody in these procedures must be recognized.  (Note to Writer:  For additional chain-of-custody considerations, please refer to Section 7 in the Emergency Management Program Guidebook.)
d.
Event Characteristics.  The characteristics of an event leading to mass casualties have some predictive value for the distribution of injuries.  Blasts and explosions in closed spaces (i.e., buses or buildings) result in a relatively higher proportion of primary blast injuries, with the need for at least short-term observation.  Explosions with structural collapse are associated with relatively fewer severe injuries as many of the most severely injured individuals have died.  Concerns for combined exposures, i.e., including radiation and chemical exposures, generate the need for radiation measurement, searches for unusual accompanying presentations and decontamination.  Factors that should be considered in the event of an MCI include:

· How many victims are involved?

· What is the type of event and the anticipated types of injuries?

· Is it likely from the estimated number of victims that the VA Medical Center (VAMC) will need to receive trauma victims and provide emergency care and stabilization until another facility can accept them for definitive care or until the definitive care can be made available at the VAMC?

· Are involved victims also contaminated; and, if so, what is known?

· What victim-specific factors must be considered?  Is a special population involved, such as infant, pregnant, elderly or frail victims?

2.
Impact on Mission Critical Systems.  The number of victims and mechanism of injuries (i.e., degree of explosive force if blast involved) are the prime determinants of the extent of response required.  An MCI with trauma may quickly overwhelm several mission-critical systems including staffing, critical supplies (i.e., ventilators, blood supply, antibiotics) and operational space.  If the incident is due to terrorism and contamination is involved, all the risks related to the type of contamination must be mitigated.  [Note to Writer:  When contamination is involved, please refer to the Emergency Management Program Guidebook, Section 7, unique event sample readiness plans, and Section 6 for sample Standard Operating Procedures (SOPs).]

3.
Operating Units and Key Personnel/Responsibility to Manage Events.

· Medical Center Director or Designee is responsible to act as the Incident Commander/Manager (IC), and is responsible for all VAMC response planning and actions.

· Emergency Program Coordinator (EPC) is responsible to ensure that the Emergency Operations Plan (EOP) is current, assists the IC with internal (Key Operations Managers) and external (community or agency) coordination.

· Chief of Staff is responsible for providing proper medical health and treatment care services and assuring appropriate clinical skills and training.

· Associate Director or designee is responsible for monitoring and ensuring VAMC operations and services as they relate to patient services are implemented.

· Emergency Department Director or Designated Medical Coordinator is responsible for ensuring clinical personnel are familiar with the trauma readiness plan and SOPs; and participate in trauma-related educational endeavors and drills to assure ability to respond to an MCI with trauma.  Key role in developing and maintaining functional trauma procedures/protocols in conjunction with Chief of Surgery for trauma MCI.

· Emergency Room and Urgent Care Personnel - Key role in patient reception, triage, stabilization, treatment and disposition.  Key role in ensuring that all other medical emergency capabilities (i.e., cardiac emergencies) are maintained and operational.

· Chief of Surgery - Responsible for developing and maintaining trauma procedures and protocols.
· Chief of Anesthesiology/Anesthesiology Staff are responsible for providing supportive services to assist with intubation and airway access, intravenous access and anesthesiology services, as indicated.
· Chief of Medicine is responsible for assuring ongoing patient care, providing appropriate medical services as needed in support of patients from the event, and collaborating with the Emergency Department Director and Chief of Surgery as needed to assure optimum patient support.
· Medical Service - Key role in clinical care of patients in conjunction with Surgery Service to assure timely and appropriate stabilization and treatment of patients.  Key role in maintaining continuity of patient care operations and monitoring clinical patient workload.  Key role in identifying clusters of clinical signs or symptoms that could indicate exposure to a chemical, biological or radioactive contaminant.

· Chief of Nursing/Nursing Service - Key role in tracking patient census, staffing utilization and need for additional staff.  Encourages Nursing staff in educational endeavors on trauma management.

· Chief of Radiology/Radiology Staff are responsible for providing radiological support services.  In MCIs with trauma, the number of functional x-ray machines and the rate of processing may be the limiting factor in the processing of victims.  Interventional Radiology services will probably be needed to assist with line placement and diagnostic testing.  CT and Ultrasound will have key roles in patient assessment.
· Infection Control Team - Provides information as needed for healthcare providers, employees and patients regarding concerns related to infection control, with emphasis on any staff exposed to blood and body fluids.

· Clinical Laboratory - Provides collection and analysis of biological specimens as needed to support clinical care.  Blood Bank key in providing blood components.

· Safety Officer is responsible for monitoring and initiating actions to ensure safe actions are taken during the emergency event.

· Safety Officer/Industrial Hygienist - When potential or actual contamination is involved, key role as the point of contact with HAZMAT agencies in substance sampling or environmental sampling.  Key role in monitoring and proper use of specialized personal protective equipment (PPE) resources as needed.

· Public Affairs will act as the point-of-contact for the media and other governmental agencies that may request information concerning the incident and its impact upon patients, staff and facility.

· Police Chief ensures that lockdown and police procedures, traffic and crowd control, crime scene and investigation, and perimeter control are implemented.

· Police Service is responsible for perimeter control and incident site access.  Key role in implementing chain-of-custody processes for all potential evidence during investigation of event within the VAMC.

· Occupational/Employee Health - Key role in monitoring occupational health conditions/risks, employee concerns and prophylactic therapy as needed.  Tracks and provides care and documentation for any employee exposed to blood or body fluids.

· Chief Engineer is responsible for protecting, repairing and maintaining plant utility systems, communications and medical equipment necessary for patient care and VAMC operation.

· Chief A&MMS is responsible for logistical function as it relates to providing facilities, transportation, supplies, equipment, services, etc.

· Chief Fiscal is responsible for providing funding and tracking expenses that relate to VAMC response to the emergency event.
· Social Work - Coordinate information between victims, family and significant others.
· Chaplain - Provides spiritual counsel and comfort to the victims and their significant others and family, with special emphasis on those victims who are terminal.
· Human Resource Management - In an MCI involving the community, provides information to significant others or family of workers on site and acts as liaison during an extended event in coordination with Public Affairs.

4.
Mitigation/Preparedness Activities for the Threat/Event.

a.
Hazard Reduction Strategies and Resource Issues.  Ensure that appropriate equipment and supplies are available, including portable, battery-powered otoscopes for pre-hospital triage.

b.
Preparedness Strategies and Resource Issues.  Develop a basic capability to organize a response to an MCI with trauma.  Pre-event education and planning may include:

1)
Staff Training.

2)
Protocol Development.  Determination of screening and assessment tools for use for rapid patient intake, assessment and tracking before an event.  (See Attachment D, Trauma Patient Initial Intake Screening Form.)

3)
Equipment Readiness.  Basic equipment that may be necessary (e.g., command vests, signage, forms/tags, backboards, crash cart, oxygen, ventilators, IV fluids, thoracotomy trays, chest tubes, cricothyroidotomy kits, dopplers, battery-powered untethered otoscopes, ultrasound units, etc.).  Pre-stocked disaster/trauma carts.

4)
Space.  Space management plans should include identification of three specific locations:

a)
A triage area before the entrance to the main Emergency Department should be identified; this is also potentially useful for decontamination.

b)
A separate area where mental health/anxiety patients may be triaged should be identified.

c)
An area for treatment of minor injuries apart from the main Emergency Department should be organized.

5)
Staffing assignments.  Mid-level experienced clinicians should staff the triage and the minor injury areas; mental health professionals should staff the mental health areas.  Specialty surgeons should be assigned to operative interventions.  Experienced emergency physicians should staff the Emergency Department treatment and triage rooms used after patients have entered the facility.  Additional personnel should be anticipated for assistance with litter bearing, patient and supplies tracking, ancillary support services and patient admission and transport coordination.

5.
Response/Recovery from the Threat/Event.

a.
Hazard Control Strategies.  Preparation for Patient Arrival and Reception.
1)
Receive/Verify Notification:  Receive and confirm the information on the MCI by callback to the source or verification during the original call.

2)
Provide Internal Notification:  Alert staff; maintain ongoing communications.

3)
Facility Lockdown and Restricted Access:  Establish traffic and access control procedures, including facility lockdown when appropriate.

4)
Staff Briefing.  Brief staff on the anticipated arrival of trauma victims.  Consider mobilizing all available staff to the Emergency Department.

5)
Designate Triage and Treatment Areas.

6)
Prepare the Areas (e.g., deliver pre-stocked disaster or treatment carts).

7)
Patient Reception - General Triage:  Triage, including repeat triage for those arriving by medical transport, occurs immediately upon arrival and should not take over one minute per patient.  Triage and tagging method vary between facilities.  Examples include Battlefield Triage to categories of immediate, urgent, delayed, minimal or expectant [reference Emergency War Surgery NATO Handbook:  http://www.bordeninstitute.army.mil/other_pub/ews.html; or START (Simple Triage and Rapid Treatment):  http://www.citmt.org/start/background.htm].

8)
“Upside Down” Presentation:  Less severely injured disaster victims often arrive at medical facilities before transport-dependent, more severely injured patients.  Plans must anticipate these later arrivals with greater injuries and provide appropriate access to the needed level of care.

b.
Patient Stabilization and Treatment.

1)
Listen for breathing; look for chest movement; feel for pulse.

2)
Establish an airway:

· Chin lift, jaw thrust, stabilize head, avoid neck movement.
· Intubation--Avoid head tilt if neck injury possible.
· With mass casualties, a clamp, pin, or towel may be used as an expedient with unconscious victims to keep the tongue out of the back of the throat and maintain the airway.
3)
Perform rescue breathing and chest compression, if indicated.
4)
Cover open chest wound, treat tension pneumothorax (i.e., needle decompression in the short term).
5)
Manage Bleeding:
· Control bleeding with pressure.
· Internal bleeding should be controlled surgically.
· Judicious fluid use to maintain organ perfusion while minimizing bleeding prior to surgical control.
· Goal - Maintain mentation.
· Maintain Mean Arterial Pressure 80-85 (Systolic 100, Palpable Radial Pulse of less than 120).  Increase infusion rate only when goals not met.
c.
Other Issues in Management of the Trauma Patient.

1)
If Radioactive Contamination Is Discovered After Patient Has Been Admitted.  Continue attending to the patient’s medical needs.  Secure entire area where victim and attending staff have been.  Do not allow anyone or anything to leave the area until cleared by the Radiation Safety Officer through establishment of control lines to prevent the spread of contamination.  (Note to Writer:  Refer to the sample SOP on Patients With Radiation Exposure or Radioactive Contamination in the Emergency Management Program Guidebook, Section 6, Sample 6-23, for further details.)
2)
If Chemical Contamination Is Discovered After Patient Has Been Admitted.   Immediately notify the Safety Officer and HAZMAT Team, and follow appropriate notification procedures and facility protocol for dealing with a HAZMAT incident.  (Note to Writer:  See appropriate sample Readiness Plans in the Emergency Management Program Guidebook, Section 7, for further information on Decontamination, Chemical, Biological and Radiological Emergency Response.)
d.
Special Considerations for Blast Injury.

1)
Injuries resulting from blasts and explosions are classified to four groups:

a)
Primary - Direct Blast Effects (over and under pressurization).

· Tympanic membrane rupture.

· Pulmonary.

· Hollow viscus injury (colon, bladder).

· Fragmentation injuries (shrapnel from device).

b)
Secondary - structural collapse and projectiles.

· Crush injuries: blunt trauma.

· Fragmentation injuries:  penetrating trauma.

c)
Tertiary injuries.

· Patients thrown: penetrating and blunt trauma.

d)
Quaternary injuries.

· Burns.

· Exposure to toxic inhalants.

· Asphyxiation.

2)
Triage Algorithm based on otoscopic exam for tympanic membrane rupture (See chart below):


[image: image1.wmf]Initial evaluation for life threatening injuries

No injuries

Injuries present

Otoscopic Exam

+

-

Observe 

O2 Sat 6

-

8 hours

+

-

Admit for 

further 

care

Discharge with

abdominal and 

pulmonary

warnings

Release

+

-

Treat as 

indicated

Treat injuries as indicated

Anticipate blast injury

(pulmonary/visceral)


(For further information, refer to DePalma, R, et al., Blast Injury: Clinical Consequences and Immediate Management Strategies, New England Journal of Medicine; In Press 2005.)

Tympanic membrane (T.m.) injury represents the organ most sensitive to blast pressure.  Patients with intact T.m. and no other injuries or symptoms may be released.

3)
Pulmonary Injury.  Pulmonary barotrauma is the most common critical injury to individuals close to a blast center whether in civilian or military populations.  Systemic acute gas embolism (AGE) from pulmonary disruption is believed to occlude brain or spinal cord blood vessels.  Central nervous system injury due to AGE must be differentiated from the direct effects of head trauma and concussion.  Body armor does not protect against the barotrauma of primary blast injury.

4)
Colonic Rupture.  The colon is the visceral structure most frequently affected by primary blast injury.  Rupture of the colon and, less frequently, the small intestine also occur as an immediate result of blast but may also present as delayed rupture.

5)
Eye.  Rupture of the globe, serous retinopathy and hyphema may occur and requires immediate treatment.  Facial fractures are more commonly due to flying objects or direct trauma.

6)
Traumatic Brain Injury.  Primary blast injury leads to brain injury by concussion, as well as by barotrauma caused by AGE.  Losses of consciousness and coup/contra-coup injury had been attributed to secondary or tertiary mechanisms; though, with the increased use of body armor in the military, evidence of central nervous system damage associated with survival after explosions and direct blast effect has been increasingly recognized.

6)
Crush Injury.  Crush syndrome is a metabolic derangement resulting from damage to muscle tissues with the release of myoglobin, urates, potassium and phosphates, leading to oliguric renal failure.  Appropriate treatment includes hydration and alkalization.

7)
Compartment Syndrome.  Compression damages a muscle within its inelastic sheath.  The resulting swelling promotes local ischemia and a vicious cycle of swelling, increased compartment pressures, decreased tissue perfusion and further ischemia.  The landmark sign of compartment syndrome is pain out of proportion to the injury, with even passive movement of an affected extremity exacerbating pain.
e.
Special Considerations in Pregnant Trauma Patients.

1)
Pregnancy should be considered in girls and women between the ages of 10 and 50 years of age, and pregnancy testing should be considered in females in this age range.  Inquiry into the menstrual history will assist in excluding this possibility in younger and older patients.

2)
Two patients are being assessed and treated - both the mother and the unborn.  The life of the unborn depends upon the mother’s health, thus direct initial management toward maternal resuscitation.

3)
The best initial care for the unborn is the provision of optimum resuscitation and care for the mother, and early assessment of the unborn.

4)
Order of care should be:  Initial Survey and Resuscitation for the Mother, Fetal Assessment, and Secondary Survey of the Mother to include Pelvic Examination preferably by an Obstetrician.  Fetal heart rate monitoring is indicated at greater than 20-24 weeks gestation.

5)
Pregnancy produces changes in both anatomy and physiology, which alter both injury patterns and the response to trauma.

6)
Significant change includes increased oxygen consumption, thus early provision of supplemental oxygen is indicated and hypervolemia of pregnancy indicating the need for early fluid resuscitation. 

7)
Early consultation with both an obstetrician and a surgeon should be obtained in all pregnant trauma patients.  Full discussion of this topic is beyond the scope of this document, and qualified medical practitioners must attend to these patients as soon as possible.  Some conditions of concern include uterine rupture, abruption placenta or placental separation, amniotic fluid embolization, Disseminated Intravascular Coagulation (DIC), and fetal loss.

8)
Peri-mortem Cesarean Section within 4-5 minutes of maternal cardiac arrest may be successful, unless the mother has been hypovolemic.  In cases of hypovolemia, this is unlikely to be successful due to prolonged fetal compromise.

9)
Disseminated Intravascular Coagulation (DIC) may occur rapidly in the pregnant trauma patient.  Findings include decreasing fibrinogen levels (note that fibrinogen levels normally increase 1.5-2.0 times during pregnancy; decreasing levels from baseline should be considered significant), low platelet count, and reduction in other coagulation factors.  Management includes urgent uterine evacuation and management of the depleted factors.

10)
Consider Rh immunoglobulin therapy within 72 hours in all Rh-negative pregnant trauma patients with possible fetomaternal hemorrhage (any degree of trauma of the abdomen or thorax) to avoid Rh sensitization.

f.
The Pediatric Trauma Patient.  Treatment of the pediatric patient requires specialized knowledge of normal developmental stages, pharmacology with calculation of drug dosages on a weight basis and avoidance of specific drugs, and specialized knowledge of Pediatric Advanced Life Support.  Consideration should be given to developing a contingency plan, which includes pre-event identification and credential verification of qualified Pediatricians and Surgeons skilled in management of pediatric trauma patients who would plan to report to the facility Emergency Department for activation of temporary privileges in an event of activation of the EOP and when local pediatric facilities are overwhelmed or inaccessible.  Sources must be identified for rapid availability of pediatric supplies and equipment, and these should be rapidly obtained as soon as such a situation is recognized.

g.
The Elderly Trauma Patient.  Fatality rates with trauma are increased in the elderly patient, but no good criteria exist to determine which factors are determinants of mortality.  Aggressive early treatment has been shown to improve survival in the elderly trauma patient.  Many of these patients return to their pre-injury level of function after recovery.  Ethical considerations warrant that the patient’s right to self-determination as expressed in pre-existing Advance Directives should be considered in the massively injured elderly patient.  It is inappropriate to withhold care based upon consideration of age.  Consideration of age-related changes in physiology and reserve capacity are necessary to provide optimal care.

h.
Recovery Strategies and Resource Issues.  An assessment of mission-critical systems, medical resources and personnel needs should be conducted every 12 to 24 hours during the event and forwarded to the Emergency Operations Center (EOC) so that a Situation Report (SITREP) can be compiled.

6.
Notification Procedures.

a.
Provide notification and Situation Reports (SITREPs) to the Network Director.

b.
Contact secondary VA Medical Centers, if necessary.

c.
Coordinate with local, county and state emergency response agencies, as appropriate.

d.
Coordinate with state/local Offices of Emergency Services.

7.
References and Resources.

a.
Advanced Trauma Life Support for Doctors( Student Course manual 7th Edition; ( 2004 American College of Surgeons; ISBN 1-880696-14-2.

b.
The American Association for the Surgery of Trauma Webnet:  http://www.aast.org/.
c.
Advanced Burn Life Support Pre-Hospital Course (http://www.ameriburn.org/ablscoursedescriptions.php).

d.
Centers for Disease Control and Prevention (CDC):  Mass Trauma Data Instrument, (http://www.bt.cdc.gov/masscasualties/mhsurvey.asp).

e.
Centers for Disease Control and Prevention (CDC):  Coping With a Traumatic Event, (http://www.bt.cdc.gov/masscasualties/copingpub.asp).

f.
Centers for Disease Control and Prevention (CDC):  Explosions and Blast Injuries: A Primer for Clinicians, (http://www.bt.cdc.gov/masscasualties/explosions.asp).

g.
Centers for Disease Control and Prevention (CDC):  Traumatic Incident Stress: Information For Emergency Response Workers, http://www.cdc.gov/niosh/unp-trinstrs.html.

h.
Center for Mental Health Services/ Division of Prevention, Traumatic Stress and Special Programs/Emergency Mental Health and Traumatic Stress Services Branch:  Emergency Mental Health and Traumatic Stress, http://www.mentalhealth.org/cmhs/EmergencyServices/links.asp.
i.
Federal Emergency Management Agency (FEMA) Training courses (http://training.fema.gov/).
j.
Current Emergency Diagnosis and Treatment; Stone, K.C., Humphries, R.L; 2004 5th edition; Lange Medical Books/McGraw-Hill.

k.
DePalma R, et al.; Blast Injury: Clinical Consequences and Immediate Management Strategies, New England Journal of Medicine; In Press 2005.
l.
National Center for PTSD, Veterans Affairs (http://www.ncptsd.va.gov/).

m.
Emergency War Surgery, Second United States Revision of The Emergency War Surgery NATO Handbook; Bowen, T.E, and Bellamy, R. (eds); US Department of Defense, Government Printing Office, Washington, D.C., 1988.

n.
Komar, A.R, and Prem, P; Abdominal Trauma, Penetrating; Website eMedicine, last updated 11/17/2004, http://www.emedicine.com/MED/topic2805.htm.

o.
McMorran, J, et. al; Trauma Medicine Section, General Practice Notebook, http://www.gpnotebook.co.uk/simplepage.cfm?ID=342556749&linkID=49095.

p.
START System, Critical Illness and Trauma Foundation, Inc., Bozeman, MT, (http://www.citmt.org/start/background.htm).

q.
Trauma Protocol Manual, Division of Trauma, Vanderbilt University, http://www.mc.vanderbilt.edu/surgery/trauma/mdprotocolstyle.htm.
8.
Review Date.

(Name)

Chief, (Service)

Attachments:

A.
Common Trauma in Natural Disasters

B.
Common Trauma in Non-Natural Disasters

C.
Secondary Effects of Disasters

D.
Trauma Patient Initial Intake Screening Form

E.
Glasgow Coma Scale

Attachment A to Sample 6-48
Common Trauma in Natural Disasters

	Type of Disaster
	Common Trauma Mechanisms
	Common Trauma Types

	Earthquake
	Structural collapse

Falling Debris

Fires

Falls

Disruption of Infrastructure (Loss of 

      power, food, water, public safety)

Environmental Exposure
	Crush Injuries

Fractures

Head Injury

Spinal Cord Injury

Amputations

Lacerations

Contusions

Hypothermia

Infection

Exacerbation of chronic

     medical problems

	Flood
	Flooding from rains

Landslides from soil instability

Loss of agriculture and food supply

Loss of clean water supply

Loss of power
	Drowning

Vector borne diseases

Famine

	Ice Storm
	
	Fractures

Lacerations

Contusions

Closed head injury

	Tornado/

Severe Storm
	Flying debris

Structural Collapse

Falls


	Head injuries

Crush Injuries

Fractures

Contusions

Lacerations

Blunt and penetrating Trauma

	Hurricane/

Typhoon/

Tropical Cyclone
	High winds (may be > 150mph)

Flying debris/ Structural Collapse

Flooding from rains

Landslides from soil instability
	Trauma from debris

Crush injuries 

Drowning



	Tsunami
	Sudden tide of very high water at great 

    speed
	Drowning

Trauma

 


Attachment B to Sample 6-48
Common Trauma in Non-Natural Disasters
	Type of Disaster


	Common Injury Mechanisms
	Common Injury Types

	Explosion/

Bomb Blast


	Heat

Toxic gas production

Structural collapse


	Thermal burns

Crush injuries

Fractures

Internal organ rupture

Penetrating trauma

Blast Injury Syndromes

	Fire
	Heat

Toxic gas production

Structural collapse
	CO Asphyxiation

Other toxic gases

Thermal Burns

	Transportation Accident:

  Airplane crash

  Railway

  Highway
	Multiple
	Fractures

Contusions

Lacerations

Head injury

Blunt thoracic injury

Blunt abdominal injury

	Industrial Accidents
	Multiple, dependent upon nature of event and agents involved
	Asphyxiation

Respiratory distress

Skin and eye 

    irritation/wounds

Multiple non-trauma medical effects 

	Radiation and Nuclear 

   Accidents
	Blast effects

Toxic chemical exposure

Radiation effects (late)
	See explosion/bomb blast above



	Other acts of violence
	Gun shot wounds
	Penetrating trauma


Attachment C to Sample 6-48
Secondary Effects of Disasters

	Types of Disaster
	Mechanism
	Effect

	Hurricanes/

   Typhoons/

   Tropical Cyclones

Tsunamis

Floods

Earthquakes
	Landslides from soil instability

Loss of agriculture and food supply

Loss of clean water supply

Loss of power

Loss of public safety
	Starvation from famine

Infectious disease from  

 loss of sanitation/water 

Violence (Beatings,  

   stabbings, shootings,  

   rape, theft)

	Structural Collapse
	Crush Injuries

Release of Toxins

Secondary Fires
	Rhabomyolysis

Renal Failure

Toxic gases


Attachment D to Sample 6-48
	Trauma Patient Initial Intake Screening Form

	Name:
	Date of Trauma:
	Received from: 

Transport service:________

Self Referral: ____________

Facility:  ________________

	Date/Time:
	Time of Trauma:
	

	Age:
	Prior Treatment:
	

	DOB:
	
	

	Location where occurred:

	Allergies:

	Medications:

	Past Med Hx:

	Pregnant:     _____Yes.      _____No.     _____Unknown.        LMP:________  

	Last Meal:

	
	Event Description:

	
	Type:

Projectiles:

Blunt forces:

Force of Impact:

	
	Contamination:         _____ Yes.    _____No.    _____Unknown.      Type:_______________

Chemicals:               _____ Yes.     _____No.    _____Unknown.      Type:_______________

Radiation:                 _____ Yes.     _____No.    _____Unknown.      Type:_______________

Biologicals:               _____ Yes.     _____No.    _____Unknown.      Type:_______________

Inhalation of toxins:   _____ Yes.     _____No.    _____Unknown.      Type:_______________


Injury, Burn, Contamination and Trauma Diagram
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Attachment E to Sample 6-48
Glasgow Coma Scale

	Eyes Open
	Verbal response
	Motor Response

	
	
	Obeys Commands
	6



	
	Oriented
	5
	Localizes Pain
	5



	Spontaneous
	4


	Disoriented/Confused

Conversation
	4
	Normal Flexion
	4

	Verbal Command


	3


	Inappropriate words


	3


	Abnormal Flexion (decorticate)


	3



	Pain
	2


	Incomprehensible Sounds


	2
	Extension (decerebrate)
	2

	No Response


	1


	 No Response
	1
	No Response
	1

	Total Score (Eye + Verbal + Motor):  _______

Best Possible:  15

Worst Possible: 3




1.   Indicate area of injury on drawing.


2.   Label: 


E     Erythema (Redness)	


B      Burn


L       Laceration


A      Amputation 


F       Fracture  


FB     Foreign Body 


CH / CO     Contamination Exposed Area


By      History or Observation 


3.    Total Burn Area:  ______%


4.    Total Erythema Area: ______% 


5.    Total CH + CO:  _______%
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Please note the utility of the portable otoscope to determine the need for blast observation.










