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Project Purpose
• To develop a tool for EMS loading officers
to use to distribute pre-determined
quantities of casualties to trauma centers
and other hospitals during a mass
casualty event. The intent is to distribute
higher acuity patients to the level one and
level two trauma centers, and lower
acuity patients will be distributed among
hospitals that do not have trauma center
designation.

Background
• There have been multiple mass casualty
events in the past thirteen years. Madrid,
London, Mumbai, Boston, Paris, San
Bernardino, Brussels, Orlando, Nice, and
Las Vegas.
• 2008 Congressional study showed that
the United States was ill prepared to
handle an incident like Madrid.
• Boston response handled well, but
atypical because of extenuating
circumstances.
• Hospitals must focus on the concept of
immediate bed availability in the
emergency department.

Background
• Mortality numbers blurred by “walking
wounded”.
• 60% of victims self transport to closest
hospital(s).
• Percentage of critical injuries remains
constant at 7-10%.
• EMS must coordinate with hospitals and
focus efforts on these critically injured
patients.
• Focusing on this subset of patients, and
leveraging damage control surgery, has
the most impact on mitigating mortality.

Madrid
• March 11, 2004 ten bombs detonated on
four commuter trains during the morning
rush hour. 191 deaths.
• Over 1,800 injured.

London
• July 7, 2005, four suicide bombers
detonated portable devices on three
underground trains and a commuter bus
in London between 8:50 am and 9:47 am.
• Largest MCI since world war 2.
• 52 dead.
• ~ 700 injuries.
• Sites cleared of casualties within four
hours.

Paris
• November 13, 2015, 3 explosions and
four shootings in the heart of Paris.
• Ironically the SAMU had conducted a
FSE that morning for the same type of
event.
• 131 deaths.
• ~300 injuries.

Brussels
• March 22, 2016, two coordinated attacks,
using an active shooter and bombs.
• Brussels-Zaventem International Airport.
• Maalbeek Metro Station.
• 35 dead.
• ~300 injuries.
• 60 critically injured.

Orlando
•
•
•
•

June 12, 2016, active shooter attack.
Pulse Nightclub.
50 dead.
52 injuries.
– 44 to ORMC ~ 2 blocks away
– 8 to Florida Hospital Orlando.

Nice
• July 14, 2016, 19 ton cargo truck driven
into a crowd.
• Bastille Day Celebration in Nice, France.
• 86 dead.
• 434 injuries.

Las Vegas
•
•
•
•

October 1, 2017, Sniper attack on concert
~489 injuries.
59 deaths
Phone apps drove distribution of patients

Lessons Learned
• Controlling and Securing Incident Sites
– Incident Command
– Clear roles and procedures
– Processing victims
• Use of Emergency Resources
– Onsite triage and clinical prioritization of
hospital bound patients
– Keeping personnel in reserve to manage
additional incidents
– Plans to quickly create bed space in
emergency departments
• Communications
– Information control
– Coping with telecommunications outages
– Open and frequent communications between
responders and victims

Current State
• Multiple hospitals and emergency
departments at capacity.
• EDs boarding multiple admissions.
• Multiple EDs on diversion
• Limited capacity for patient surges.
• EMS capabilities are strained.
• Metropolitan Atlanta has an inadequate
number of Level 1 Trauma Centers based
on the area’s population.
• RCHs and MOUs with hospitals in place
• Engagement

Assumptions
• Personnel will step up to do the best they can to
manage the event.
• Medical infrastructure has to absorb casualties.
• The numbers of critically ill victims remains
constant at 7-10 percent, and are the patients
who we can most impact.
– Damage control surgical strategies work.
• Patient volumes in ED and the numbers of EMS
calls will remain at baseline, or may increase.
• “Walking wounded” patients, self-transport.
• Trauma will have to be managed at “Non-Trauma”
hospitals.

Collaboration

Concept Of Operations
• Regional Coordinating Hospital (RCH)
created a mass communication group for
area hospitals
– Right people

• Hospitals have agreed to realistic hard
numbers by triage category for each ED.
• Focus on sending the 7-10 percent of
critical patients to the Trauma Centers.
• Don’t overload one or two hospitals
• Distribute other patients among
remaining hospitals.
• Ensure Hospital(s) can be taken out of
play if overrun with self transports.

RCH Role
• Communication to partners
• Healthcare community preparedness coordination
• Serves as a facilitator and advocate for healthcare
organizations affected by an emergency
• Liaison with GHA and DPH
• During an MCI
– Notify all hospitals that the event has occurred
– Monitor WebEOC
– Notify appropriate scene commanders when a hospital
has been overloaded and can not take any more patients

• The RCH does not
– Direct patient flow from the scene/determine destination
– Act as Medical Control
– Have authority over any agency or facility

Testing
• CONOPS Testing:
– Atlanta Large-Scale Aviation Accident
Response Tabletop Exercise
– DeKalb County Multi-Jurisdictional LargeScale Crisis Response Tabletop
– Region D/N Full Scale Exercise

• Incorporated into Mass Casualty Plan for
Georgia Publix Marathon, Peachtree
Road Race, College Football Playoff
National Championship, and other large
events

Pre-Hospital Tool

Web EOC Tool
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