MASS CASUALTY

Definition:  During daylight hours, a mass casualty is any incident in which it is foreseeable that the number of patients needing urgent surgical care would require halting normal operations or would exceed the number of easily opened rooms.  At night, it is any incident in which the number of patients needing operative care will exceed the capacity of the call and late shift to provide care.

Every mass casualty is its own unique circumstance, requiring adaptation on the fly.

DAYTIME

· The Hallrunner is the coordinator for OR Mass Casualty operations.  It’s advisable to not run rooms, or contain to rooms that are low key.  The HR should not be primary provider to trauma patients until absolutely necessary.  This enables the HR to lend a hand where needed and coordinate support.

· The Command Center will be opened, which is on 1st floor near the Surgical Waiting Room.  

· Call TMB and DFG once a mass casualty is known.  They can help in the OR, but their more important function is in bringing in more personnel if needed, gathering information from the Command Center, and urging surgeons and outside areas to finish faster and free up resources.

· Consolidate existing rooms into as few senior staff hands as possible.  Stop elective cases from going back until the extent of the operative needs are known.  Shut down outside areas as needed.

· Send one senior staff to the ED to be the eyes and ears of the OR.  They should be able to communicate with HR as to ETA for patient arrival, how many are expected, kinds of injuries, and if patients need to come to the OR.

· Set up 3-4 rooms, preferably larger ones.  Keep ahead by 1-2 rooms.

· Hold all personnel.  No one leaves until the patients stop coming to the ED and the situation is resolved.

· Develop a list of personnel, placing them into teams – ideally of one senior staff and two frontliners.  Then they can be set into action as things happen.

· Send the first team to the ED.  They will be ready and waiting for the first patient that needs operative care.  If the patients arriving in ED aren’t going to the OR, they wait for one that does.

· Text messaging is recommended.  With larger incidents, the public may be using their phones a lot, resulting in jammed circuits.  Voice calls may not go through, but texts require far less data and will make it where voice calls will not.

· People will call in as they hear and offer their help.  Accept what you need.  Make a list of those you don’t yet need.  Don’t hesitate.

· As things wind down, keep a more substantial buffer of free personnel than usual, as sometimes patients taken to the floor or the ICU may need to go to the OR as their condition changes.

· Depending on the situation, the ICU may take the brunt of the action.  They may need assistance.

· Depending on the situation, Children’s may receive patients.  They may need assistance.

· Be ready to jump as things change.

NIGHT

· Most of the daytime stuff applies here.  Most important is getting enough personnel.

· Call TMB and DFG early.  Same reasons as above.  Their role in working through a calling tree to get more personnel in hospital will be more vital the later in the night it is.

· Call in late shift.  Strongly consider calling in cardiac.  They may not have a cardiac specific case, but there are times TEE is needed to guide therapy.

· Consider having the OB resident make these calls, depending on time until patients expected in OR

· Notify Children’s if it sounds like they’ll be getting cases.  

· Call senior staff will serve as the HR, coordinating efforts in the OR once enough personnel are present.

· All other OR cases will go on hold.

· Command Center will open and be the best source of information if the patients are being transferred from elsewhere.  They will have the earliest notification of helicopters in air, ambulances en route.

