
Disaster: 
!
“a sudden ecologic phenomenon of sufficient magnitude to require external assistance.”

“an event that overwhelms the resources of the region or location in which it occurs.”

When an event will interrupt an ED, there must be policies & procedures in place.
• Activation of disaster response
• Direct the mobilisation of personnel & equipment
• Permission of rapid triage
• Assessment, stabilisation & definitive care of victims.

Characteristics of Disasters.

Following an acute disaster, the event is followed by a large number of minimally injured 
patients presenting to nearest hospitals. This is followed by prehospital transport of the 
most affected patients to the same hospital. 

ED volumes tend to remain elevated for days to weeks following such events.

Following non-acute events (eg. influenza pandemics) there is a slower surge.

DISASTER PREPAREDNESS & RESPONSE



Hospital Emergency Operations Plan.

This provides for an organised response of the hospital from the time of notification of a 
disaster until the situation normalises.

Field Disaster Response.

Field & medical care.
• “Simple triage & rapid treatment” - START 

technique.
• Level of care depends upon no. of patients 

vs no. of staff and availability of resources.
• Some therapy can be initiated in the field if 

extrication is prolonged.
• “Secondary assessment of victim endpoint 

triage” - SAVE. see below.

Communications.
• Alerts local hospitals to the possible mass casualty situation.
• Hospitals provide their bed availability, no. of casualties received so far etc.

Distribution of casualties.
• Ensures fair distribution of care.
• Less-injured, more stable patients are sent further distances.



Onsite disaster medical teams from hospitals.
• Helpful if transport routes are blocked or if there are prolonged extrications at scene.

ED Disaster Response.

Initial response.
• Incident is verified by a pre-designated official --> initiates emergency operations.
• Initial needs assessment.
• Onsite personnel becomes ʻincident commanderʼ until predesignated person arrives.
• Decisions made about admission, discharge, transfer of patients & priority of patient 

care.
• All non-emergency patients should be discharged with responsible individuals.
• Decision made regarding how many patients can be taken.
• Designation of staff to appropriate areas of the hospital.
• Creation of a receiving area --> where patients from the disaster site are met.
• Equipment restocking station created for ambulance staff to quickly restock & return.

Security.
• Hospital security diverts non-essential vehicles away from hospital entrance.
• They protect the treatment areas from family and media.

Triage.
• Needs to take place at hospital entrance.
• Coloured band system (or disaster tag) --> documents that triage is done.

• 4 colours (see below).
• The most good for the most number of patients.
• Patient care here should be limited to manually opening airways & controlling 

external haemorrhage.
• Decisions should be sensitive to factors affecting prognosis including age, general 

health & prior physical conditioning. 



Triage team.
• Emergency physician, ED nurse & medical records/admitting clerk.
• Several teams may be required.
• Clear identification of who is in command.
• Clerk documents name & details on the disaster tag.

• Initial diagnostic impression is also documented on the tag.

ED disaster patient care.
• Disaster care often varies from typical ED practice.

• Wounds may require delayed closure after copious irrigation
• Consideration of crush syndrome (dysrhythmias, hyperK) & pulmonary blast injury.
• Patients may require special testing or prolonged observation (in the setting of 

exposures etc).
• Utilise POISONS information for guidance. 
• Use radiographic & lab studies sparingly.

• Only use tests if they will change therapeutic intervention.
• Member of staff allocated to prioritising imaging.
• Liberal use of USS.

• Early blood-bank notification to arrange back-up supplies.


