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Introduction
In Oregon, healthcare system preparedness planning is carried out through regional coalitions.
In Northwest Oregon the planning coalition is known as the NW Oregon Health Preparedness
Organization (HPO). The HPO is a coalition of all hospitals/hospital systems, local health
departments and other health providers. HPO leadership has identified updating and solidifying
the all hazards Trauma Surge Plan as a priority. This is because the trauma system we use
day-to-day was designed to treat small numbers of trauma patients at any one time, and provide
a high level of care for each patient. It was not designed to treat large numbers of patients
simultaneously.
All disasters present several diverse and unique problems requiring prompt and efficient
management. In order to identify the roles and responsibilities for emergency response
personnel expected to handle triage and patient care at a disaster scene under the Incident
Command System (ICS), a preconceived plan must exist. ICS is a standardized, on-scene, allhazards incident management approach that is flexible and can be used for incidents of any
type.

Preamble

This all hazards Trauma Surge Plan (Plan) is designed to address an incident in which the Level
I Trauma Centers in our region have reached capacity (Legacy Emanuel Medical Center
[LEMC] and Oregon Health and Science University [OHSU]). It differs from a local mass
casualty incident (MCI) plan (see Appendix A for a Sample Mass Casualty Incident Protocol ) in
that the Level I Trauma Centers have reached their capacity, therefore overwhelming the dayto-day emergency healthcare delivery system and requiring hospitals to accept trauma patients
as well as activate their surge or emergency operations plans (EOP). This Plan is intended
primarily for those unfamiliar with the current overall concept of operations and will address
care, coordination, and the role of various providers. It does not supersede any agency
operational plans, medical guidance, or protocols currently in place. This is simply a strategic
document outlining current operational plans, while also providing recommendations on how
organizations may better prepare for a disaster.

Purpose

This Plan provides guidelines for the medical response to a mass trauma incident throughout
the Portland Metro Area. Although the Plan is focused on the Portland Metro Area, it outlines a
consistent approach to managing mass trauma incidents, wherever they might occur, with a
focus on communication and responding in a way that supports the greatest good for the
greatest number of those impacted. This involves the triage, transport, and treatment of
emergency victims. This Plan is also intended to identify the basic working relationships that
should exist between 911 dispatch, law enforcement, emergency medical services (EMS), fire,
hospitals, and other agencies involved in an incident.
Overall, this Plan seeks to establish and promote a continuum of care that provides timely and
appropriate delivery of emergency medical treatment for people with acute traumatic injuries in
an effort to minimize the loss of life, disabling injuries and human suffering. Furthermore, the
goal is to distribute patients in a manner that avoids overwhelming any single facility while
optimizing and coordinating resources. An emphasis on the importance of ensuring quick
turnaround time of EMS units is also highlighted.
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Pictorial of Response Events
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Scenario

Rather than concentrate on a specific scenario, this all hazards Plan focuses on the medical
response to any scenario that creates a mass number of trauma patients which overwhelms the
two Level I Trauma Centers. Examples of potential causes include, but are not limited to, a
mass shooting, major transportation incident, or earthquake.
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Pre-Hospital Response
Upon arrival of Emergency Medical Services (EMS), an Incident Commander (IC) is established
and initiates control of on-scene operations. Once the incident scene has been declared safe or
a safe alternate area has been established for medical operations, the IC will assign a Medical
Branch Director to coordinate all aspects of medical care. The major focus in a mass trauma is
triage. EMS will perform primary triage. This is performed on victims in the location where they
are found. It is extremely quick (less than 30 seconds per victim). No treatment is done except
opening of an airway and/or controlling hemorrhage.
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Diagram of Pre-Hospital Response
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Pre-hospital responders use a variety of triage algorithms; but all result in the same conclusions.
Awake-Breathing-Circulation (ABC) and Simple Triage and Rapid Treatment (START) are the most
prevalent and allow for rapid assessment and classification of patients in one of four color
categories.

Awake-Breathing-Circulation (ABC)
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Simple Triage and Rapid Treatment (START)

Red

Urgent

Yellow

Delayed

Green

Minor

Black

Deceased or
Expectant

Patients with a life threatening injury who have a high probability of
survival if given immediate care and rapid transport.
Patients with injuries that have life threatening implications but who
are not yet showing signs of shock or hypoxia and treatment can
be delayed.
Ambulatory (walking wounded) patients with localized injuries that
require minimal treatment and do not have systemic implications.
The deceased or patients that are not expected to survive due to
the severity of injuries complicated by the conditions and lack of
resources.
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Once patient classification is decided, a colored ribbon (red, yellow, green, or black) is applied to
each victim. This ribbon allows other responders to immediately turn their attention to the victims
most in need.
Pediatric victim triage will be done using a slight variation of the adult triage; this is known as
JumpSTART. This format helps reduce the emotional burden on triage personnel who may have to
make rapid life-or-death decisions about injured children in a chaotic circumstance.

JumpSTART
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Deceased Victim Care Coordination
All deceased victim care coordination will fall under the direction of a Medical Examiner (ME). By law
(ORS 146), bodies, remains and effects of the deceased, and instruments or weapons related to the
death will be left in place until permission is granted by the ME, Deputy ME, or the District Attorney
unless there are hazards present or access to other victims requires movement. Life-saving
activities should not be hampered or confusion created by the needs of the ME’s Office. The first
priority at an emergency scene is always the removal of viable patients.
The first step in treatment, known as secondary triage, is next and follows primary triage. This is a
more in-depth assessment of each patient.
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Guidelines for Field Triage of Injured Patients
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At the conclusion of the assessment, a colored triage tag with a unique number is applied to each
patient, again corresponding to the severity of injuries. This tag also initiates patient tracking.

LaserBand Triage Tag
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Sample Disaster Victim/Patient Tracking Form
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Simultaneously with triage, treatment zones are set up to correspond with each triage category.
These zones are identified by colored tarps. This location should be easily accessible for both
patients arriving on backboards and those that will be removed by ambulance.
As assisting personnel and supplies arrive, the IC will establish a staging area strategically
located away from the incident. This is an area where supplies and personnel wait for
assignment.
Once ambulances arrive for patient transport, Regional Hospital (the patient distribution
coordinator and communications link between EMS and hospitals during a major incident in the
Portland Metro Area) will designate each patient destination. Regional Hospital will direct
trauma patients to the two Level I Trauma Centers in Portland and, subsequently,
PeaceHealth Southwest Medical Center in Vancouver, WA (Level II) first. Once these
hospitals are at capacity, Regional Hospital will distribute the trauma patients by triage
color to the remaining hospitals based on their availability. As soon as Regional Hospital
is notified of the incident (typically during primary triage), Regional Hospital will immediately
notify all hospitals so that preparation can begin.
Overall, the medical branch is responsible for patient management. This includes triage, onscene treatment, communications, and transport. Hospitals must update the hospital capacity
website (HOSCAP) in real-time to ensure Regional Hospital can effectively determine the
destination of patients. Based on HOSCAP availability numbers, Regional Hospital will make
every effort possible to avoid overloading any individual receiving facility.
As ambulances are transporting patients to the facility, they will contact the receiving facility via
radio to provide a patient report.
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Oregon HOSCAP Sample
/Hospital Capacity Website

Oregon HOSCAP - How To Make Status Updates
To provide current hospital status, your hospital is requested to make
updates to the following areas once every 24 hours. If your hospital status
changes drastically, more frequent updates are requested.
Hospital Status Areas to Update
1.
Click on any
any one
one of
of the
the
elements in
in the
the red
red area
areato
change
to
change
its its
status.
status.

Example of ED Diversion Update:

Example of an
Adult ICU Update:

2.
Important Items for Updating:
Click on the Key Icon
next to the hospitals name to update multiple status items. If you do not see
this icon, you do not have the ability to update.
Click on the hospital name to show capacity details and Current Hospital Capacity/HAvBED, Click on
a specific Status item to update.

Always click Save to finalize your update(s).
For an informational video, go to www.HAN.Oregon.gov  Videos in the left Column  HOSCAP - EMResource overview
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Map of Oregon Trauma System Hospitals
Oregon Trauma Hospital’s Contact Information (by Healthcare Preparedness Region)
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Altered Standards of care
Crisis Care Guidelines
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General Evidence Handling
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Hospitals
There are two Level I trauma centers in the Portland Metro Area and the State of Oregon;
Legacy Emanuel Medical Center and Oregon Health and Science University. There is also a
Level II trauma center, PeaceHealth Southwest Medical Center in Vancouver, Washington.
With a major traumatic incident, ideally, these three facilities will accept, to their capacity, all
trauma patients. All area hospitals will enact their own rapid discharge protocols in an effort to
increase both emergency department (ED) and inpatient treatment ability. Hospitals have plans
in place to increase capacity and capabilities by 15-20%. All patients that can continue their
care safely at home or alternate care facilities will be discharged to create room for the influx of
patients. Elective surgeries and procedures may be cancelled. Other ways to increase hospital
capacity will also be considered, such as converting single rooms to double or triple rooms and
the use of lobbies or conference rooms as treatment areas. Triage and treatment tents along
with decontamination (if necessary) will be set up outside the hospital to further facilitate patient
triage and treatment.
Hospitals will likely need to initiate their own Emergency Operations Plan (EOP) which should
include Hospital Incident Command System (HICS). HICS is a command system designed to
assist in the operation of a medical facility in a time of crisis. Typically a Hospital Command
Center (HCC) will be activated under the direction of an IC. The IC will initiate other necessary
command staff (operations, planning, logistics, and finance) that facilitates the hospital
response.
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Map of Oregon Trauma System Hospitals
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Oregon Trauma Hospital’s Contact Information (by Healthcare Preparedness Region)
Columbia Memorial Hospital
2111 Exchange St.
Astoria, OR 97103
Telephone: (503) 338-4017
Level: 4
Oregon Health & Science University
3181 SW Sam Jackson Park Rd
Portland, OR 97239
Telephone: (503) 494-9000
Level: 1
Good Samaritan Regional Medical Center
3600 NW Samaritan Drive
Corvallis, OR 97330
Telephone: (541) 757-5111
Level: 2
Samaritan Albany General Hospital
1046 W. 6th St.
Albany, OR 97321
Telephone: (541) 812-4194
Level: 3
Samaritan North Lincoln Hospital
3043 NE 28th Street
Lincoln City, OR 97367
Telephone: (541) 994-3661
Level: 4
Santiam Memorial Hospital
1401 N. 10th Ave
Stayton, OR 97383
Telephone: (503) 769-2175
Level: 4
West Valley Hospital
525 SE Washington St
Dallas, OR 97338
Telephone: (503) 623-8301
Level: 4

Region 1

Legacy Emanuel Medical Center
2801 N Gantenbein Avenue
Portland, OR 97227
Telephone: (503) 413-2100
Level: 1
Tillamook County General Hospital
1000 Third St.
Tillamook, OR 97141
Telephone: (503) 842-4444
Level: 4

Region 2

Salem Hospital
890 Oak St. SE
Salem, OR 97309
Telephone: (503) 561-5200
Level: 2
Samaritan Lebanon Community Hospital
525 N. Santiam Hwy
Lebanon, OR 97355
Telephone: (541) 258-2101
Level: 4
Samaritan Pacific Communities Hospital
930 SW Abbey
Newport, OR 97365
Telephone: (541) 265-8800
Level: 4
Silverton Hospital
342 Fairview St.
Silverton, OR 97381
Telephone: (503) 873-1500
Level: 4
Willamette Valley Medical Center
2700 SE Stratus Avenue
McMinnville, OR 97128
Telephone: (503) 472-6131
Level: 3
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Bay Area Hospital
1775 Thompson Rd.
Coos Bay, OR 97420
Telephone: (541) 269-8124
Level: 3
Lower Umpqua Hospital
600 Ranch Rd.
Reedsport, OR 97467
Telephone: (541) 271-2171
Level: 4
Mercy Medical Center
2700 NW Stewart Pkwy.
Roseburg, OR 97471
Telephone: (541) 673-0611
Level: 3
Sacred Heart Medical Center
3333 River Bend Drive
Springfield, OR 97477
Telephone: (541) 222-7300
Level: 2
Asante Rogue Regional Medical Center
2825 E. Barnett Rd.
Medford, OR 97504
Telephone: (541) 789-7000
Level: 3
Curry General Hospital
94220 Fourth St.
Gold Beach, OR 97444
Telephone: (541) 247-3000
Level: 4
Sky Lakes Medical Center
2865 Daggett
Klamath Falls, OR 97601
Telephone: (541) 882-6311
Level: 3
Three Rivers Community Hospital
500 SW Ramsey Avenue
Grants Pass, OR 97527
Telephone: (541) 472-7000
Level: 4

Region 3

Coquille Valley Hospital
940 E 5th Street
Coquille, OR 97423
Telephone: (541) 396-3101
Level: 4
McKenzie-Willamette Medical Center
1460 G St.
Springfield, OR 97477
Telephone: (541) 726-4400
Level: 3
Peace Harbor Hospital
400 9th Street
Florence, OR 97439
Telephone: (541) 997-8412
Level: 4

Region 5

Ashland Community Hospital
280 Maple Street
Ashland, OR 97520
Telephone: (541) 201-4000
Level: 4
Providence Medford Medical Center
1111 Crater Lake Ave
Medford, OR 97504
Telephone: (541) 732-5000
Level: 3
Sutter Coast Hospital
800 E. Washington Blvd.
Crescent City, CA 95531
Telephone: (707) 464-8511
Level: 4
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Mid-Columbia Medical Center
1700 E. 19th St.
The Dalles, OR 97058
Telephone: (541) 296-1111
Level: 3
Blue Mountain Hospital
170 Ford Rd.
John Day, OR 97845
Telephone: (541) 575-1311
Level: 4
Lake District Hospital
700 S. J St.
Lakeview, OR 97630
Telephone: (541) 947-2114
Level: 4
Pioneer Memorial Hospital, Prineville
1201 NE Elm
Prineville, OR 97754
Telephone: (541) 447-6254
Level: 4
St. Charles Medical Center - Redmond
1253 N. Canal Blvd.
Redmond, OR 97756
Telephone: (541) 548-8131
Level: 3
Good Shepherd Medical Center
610 NW 11th Ave
Hermiston, OR 97838
Telephone: (541) 667-3400
Level: 3
Pioneer Memorial Hospital, Heppner
564 E. Pioneer Drive
Heppner, OR 97836
Telephone: (541) 676-9133
Level: 4
St. Alphonsus Medical Center - Ontario
351 SW 9th St.
Ontario, OR 97914
Telephone: (541) 881-7100
Level: 4
Wallowa Memorial Hospital
601 Medical Parkway
Enterprise, OR 97828
Telephone: (541) 426-3111
Level: 4

Region 6

Providence Hood River Hospital
PO Box 149, 800 12th Street
Hood River, OR 97031
Telephone: (541) 386-3911
Level: 3

Region 7

Harney District Hospital
557 W. Washington St.
Burns, OR 97720
Telephone: (541) 573-8345
Level: 4
Mountain View Hospital
470 NE "A" Street
Madras, OR 97741
Telephone: (541) 475-3882
Level: 4
St. Charles Medical Center - Bend
2500 NE Neff Rd.
Bend, OR 97701
Telephone: (541) 382-4321
Level: 2

Region 9

Grande Ronde Hospital
900 Sunset Blvd.
La Grande, OR 97850
Telephone: (541) 963-1442
Level: 4
St. Alphonsus Medical Center - Baker City
3325 Pocahontas Rd.
Baker City, OR 97814
Telephone: (541) 523-6461
Level: 4
St. Anthony Hospital
1601 SE Court Ave
Pendleton, OR 97801
Telephone: (541) 276-5121
Level: 3

Oregon Healthcare Preparedness Region 1 | Trauma Surge Plan
26 | P a g e

Sample Hospital Surge Plan Checklist
1. Command and Management
Status* Location

Plan Elements

Plan identifies triggers and decision-making processes for activating the Emergency Operations
Plan (EOP) and surge plan in response to a surge event.
 Initial assessment of the event type, scope and magnitude, estimated influx of patients, real or
potential impact on the hospital, and special response needs (e.g., infectious disease,
hazardous materials).
 Activation of the Hospital Incident Command System (HICS) and determination of appropriate
positions to be activated. Utilize incident specific HICS Incident Response Guide (IRG) where
appropriate.
 Activation of the Hospital Command Center (HCC).
 Notification to appropriate local governmental point of contact (e.g., local health department,
local emergency medical services agency, Medical and Health Operational Area Coordinator) of
the surge status and activation of the EOP and surge plan. The EOP identifies the local
government points of contacts and 24/7 contact numbers, alternate contacts and appropriate
notification priorities and processes.
 Internal notification/communications and staff call-back protocols (e.g., call trees, contact
information, etc.).
 Processes, procedures and paperwork for contacting local or regional licensing authority (e.g.,
California Department of Public Health Licensing and Certification) for potential or actual
request for temporary permission to exceed staffing ratios or utilize non-traditional patient
care delivery areas (e.g. tents). Include the licensing authority’s contact information in the
plan, templates and checklists.
 Memoranda of Understanding (MOU) with local government, area hospitals, long term care
facilities and other health providers to accept or receive patients and share resources as
appropriate and possible.
 Establish ongoing communications with local governmental point of contact to report:
o Patient census and bed capacity using standardized reporting terminology (e.g., HOSCAP).
o Hospital status, critical issues and resource requests.
 Activation of resource management system including inventory, tracking, prioritizing,
procuring and allocating of resources.

2. Creating Surge Capacity
Immediate Response
Triage: Plan to activate and operate additional/alternate triage area(s) during a surge event.
 Activation triggers for establishing alternate/additional triage areas are defined.
 Set-up checklists and operations plan.
 Identifies primary and alternate triage areas (e.g., consider external triage areas, event type,
and facility damage).
o Responsibility and processes for set-up and operation of triage area(s) are defined.
o Communications plan for communications between triage areas, Emergency
Department, other key departments and the HCC (e.g., landlines, handi-talkies, radios).
o Staffing of the alternate triage sites.
o Provision of supplies and equipment for the triage area considering scope and type of
event, based on the facility HVA.
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o Infectious and/or exposed patient triage area(s) and protocols (e.g., standard precautions,

staff Personal Protective Equipment, ventilation, infection control protocols for staff and
patients).
o Flow of patients to and from the triage area(s).
o Signage for directing patients to triage area(s).
o Communication with the HCC to identify available community resources (e.g., checklist
with level of care capability and contact information).
o Triage protocols for internal and external patient disposition (e.g., minor care, delayed
care, holding, hospital or local government alternate care sites, etc.).
Decontamination: Plan to activate and perform decontamination, as necessary.
 Plan for set-up (checklist) and operation of holding and decontamination area(s) (list
individuals responsible).
 Plan for segregation and prioritization of contaminated individuals for decontamination.
 Methods for directing patients to decontamination area(s) (e.g., signage, stations, cones,
etc.).
o Primary and alternative decontamination areas (consider external areas, event/agent,
and facility damage potential).
o Communications protocols within the decontamination area(s) and between other
units.
o Staffing plan.
o Equipment and supplies.
Holding Areas: Plan for activation and operation of holding areas for patients awaiting triage,
decontamination, treatment, admission, discharge or transport to lower levels of care.
 Responsibility for set-up and operation of holding area(s) (identify by area).
 Map and signage, using appropriate languages, for directing staff/family and patients to
holding area(s).
 Set-up checklists and operations plan.
o Primary and alternate holding area(s) while considering type of event, capacity, level of
care, infectious disease, facility status.
o Communications between treatment areas, with HCC.
o Staffing plan considering scope and type of patient (level of care, infectious disease,
etc.).
o Equipment and supplies.
Treatment Areas: Plan for activation and operation of additional treatment areas to include
identification of sites, signage, capacity, responsibility, communications, staffing, equipment
and supplies, patient tracking/medical records, etc., to allow the Emergency Department to
focus on higher acuity patients.
 Minor care area(s).
 Delayed care area(s).
 Additional immediate care area(s), if available or necessary.
 Infectious disease care area that is specific to type of contagion.
Security – Facility Access: Plan(s) for securing and limiting facility access during a surge event.
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 Security assessment with plans to address vulnerabilities.
 Plan for activating traffic control measures for access to facility (pre-planned traffic control
measures, tools, etc.).
o Road map outlining ingress, egress and traffic controls during surge event that is
coordinated with law enforcement.
o Specific staffing assignments and instructions for traffic control that includes who, what,
and how during a surge event.
 Plan for initiating facility lock-down and/or limited access and entry.
o Identification/diagram of all access points in facility.
o Identification of limited access points for entry and procedures for monitoring/managing
staff.
o Criteria and protocols for entry and exit to/from facility(ies) --including staff, volunteers,
patients, family and other individuals (e.g., who, identification requirements).
o Staffing plan for monitoring closed entrances (which will only be locked for external
entry).
o Communication between security, manned access points and HCC.
o Special considerations following a terrorist attack/active shooter event (e.g. creating a
secure perimeter, restricting access to adjacent parking areas, increasing surveillance,
limiting visitation, etc.).
 Training for staff who may be utilized in security roles including protocols, handling abusive
behavior, etc.
 Plan and mutual aid agreements for assistance with hospital security (e.g. hospital labor
pool, local law enforcement, outside agencies, etc.).
Direct Patient Care Areas
Specific protocols for creating surge capacity to care for a significant surge of disaster patients.
 Plan for immediate cancellation/delay of scheduled/non-emergent admissions, procedures
and diagnostic testing.
o Inpatient admissions including scheduled surgeries/procedures).
o Clinic visits.
o Outpatient surgeries and procedures (e.g., GI, Catheterization, Radiologic).
o Diagnostic/Ancillary services (e.g., Imaging, Neurology).
 Protocols for rapid and periodic review of patients for admission, discharge or transfer by
teams of physicians, nurses and discharge planners for:
o Emergency Department (ED).
o Inpatients by unit or service.
o Outpatient surgery and procedure areas (e.g., Colonoscopy)
o Clinics
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 For potential terrorist or criminal event, chain-of-evidence for law enforcement is
addressed.
 Communication and coordination with HCC regarding activated and available community
resources to triage, discharge or transfer to. The plan should include checklist with location,
level of care and contact information.
Capacity Plan Contents: Specific protocols for expanding ambulatory and inpatient capacity
beyond licensed capacity.
 Identify how ED, inpatient units, clinics, clinical areas and other hospital areas (e.g.,
cafeteria, auditorium, conference rooms, surge tents, open spaces, etc.), will be utilized to
expand surge capacity. Address all key elements for use including forms and protocols for
each area.
o Capacity and use, considering cohorting of patients (e.g., inpatient, minor care, holding).
o Activation including definition of responsibility and activation process.
o Management and operation of the area (describe responsibilities and procedures).
o Equipment and supplies (including re-supply).
o Staffing (identify requirements and staffing plan).
o Management of special needs patients (e.g., mobility impaired, hearing impaired, etc.).
o Method of triage to/ discharge from area, including transport method(s).
o Work with local fire officials and OSHPD in preplanning and deployment of surge tents.
Inpatient Capacity: Specific plans for increasing bed capacity to care for surge of inpatients,
including expanding beyond licensed capacity on inpatient units and use of alternative care
areas (e.g., dialysis, outpatient surgery, recovery, etc.) while maintaining continuity of
operations and care for current patients who cannot be discharged or transferred.1
 Trauma (assume all hospitals will receive trauma cases when trauma center capabilities are
exceeded)
 Critical care (expand bed capacity in existing units, use of other areas/units).1
 Burn (assume all hospitals will receive burn patients when burn center capabilities are
exceeded).
 Isolation plan that identifies specific hospital unit(s) or areas for negative pressure or
isolation through independent ventilation if event involves contagious/infectious disease.
 Medical/Surgical acute care
 Pediatric (assume all hospitals will receive pediatric cases when pediatric center capabilities
are exceeded).
 Neonatal Intensive Care Unit (includes disaster victims and/or continuity of operations).
 Maternity (assume continuity of operations).
Ambulatory Care Capacity: Specific plans for expanding capacity to care for surge of
emergency/ambulatory patients, including use of ambulatory care centers, and opening
Alternative Treatment Areas (e.g., surge tents, clinics, other hospital areas and facilities).2
Ancillary and Support Services
Ancillary Services: Specific plans have been established for increasing capacity and capability
for ancillary/diagnostic services during a surge event.
 Laboratory services, including communication and reporting to and from county public
health.
 Imaging services (including MRI, CT, Ultrasound, etc.).
 Other ancillary and diagnostic services.
Mass Fatality Management: Plans have been established for management and disposition of
deceased patients.
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 Plans are consistent and coordinated with Operational Area Mass Fatality Management Plan
such as the Medical Examiner/Coroner Plans.
 Includes mortality estimates by type of event to anticipate and secure supply needs (e.g.,
body bags, shroud packs, visquine, twine, etc.).
 Plan for expanding decedent storage capacity, including alternative hospital areas, that
identifies current and prospective capacity.
 Agreements with external agencies for additional decedent storage capacity, consistent
with local plans that include contacts and capacity.
Medical Waste: Plans have been established for storage and/or disposition of increased
medical waste during a surge event.
 Expansion of storage facilities and/or disposition capabilities.
 Agreements with vendor(s) to increase medical waste pick-up.

3. Personnel
Staffing: Specific plans for staffing during a significant surge event using hospital staff,
contracted pools, and mutual aid resources, taking into consideration type and scope of event.
 Identification of staffing needs by staff type, service area, and status of regulatory waivers
regarding staffing ratios, licensure and scope of practice.
 Contingency staffing plan identifies minimum staffing needs and prioritizes critical and nonessential services.
 Maintain up to date staff contact information and ensure availability to HCC and individuals
responsible/systems used for making staff contacts.
 Staff disaster response assignments/roles (e.g., labor pool, specific units/areas, etc.)
considering type of event.
 Staff notification and call-back protocols, including responsibilities. Multiple methods
identified and automated if possible.
 Agreements with staffing agencies (assume multiple organizations have agreement with the
same agencies).
 Protocols for requesting and receiving staff resources (e.g., volunteers, special needs/teams,
etc.) through HCC to local government point of contact.
 Cross-training and reassignment of staff to support critical/essential services.
 Establish Just- in-Time (JIT) training for key areas to allow staff to be assigned where most
needed (e.g., Pediatrics, Burn, Respiratory, Security, Critical Care areas).
 Address shift change, rotation, rest areas and feeding of staff.
o Protocols for shift changes and rotation of staff (consider type of event)
o Specific areas designated for staff respite and sleeping that (identify areas,
responsibilities).
Volunteers: Plan includes utilization of non-facility volunteers including policies and
procedures for accepting, credentialing, orienting, training and using volunteers during a surge
event.
 Volunteer check-in protocols including staffing of check-in location (e.g., single entry).
 Registration, credentialing and privileging protocols, including use of local Medical Reserve
Corps (MRC) and Disaster Healthcare Volunteers (DHV).
 Systems to collect, track, and maintain volunteer information (e.g., HICS form 253 Volunteer
Staff Registration).
 Issuance of identification badge and other means of identification (e.g., colored/printed
armband).
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 Protocols for assignments and roles by type of volunteer (consider buddy systems as
appropriate).
 Just-in-Time (JIT) training as appropriate to volunteer role(s).
Staff/Family Needs: Specific plans for addressing staff needs, family and domestic concerns
during a surge event.
 Internal or external arrangements for dependent care to include, if necessary, boarding, food and
special needs to remove barriers that may prevent staff from coming to work (e.g., encourage
staff to have family disaster plan and to pre-arrange, if possible).
 Internal or external arrangements for pet care and (encourage staff to pre-arrange).
 Protocols and specific assignment of appropriately trained professionals to monitor and assess
staff for both stress-related and physical health concerns.

4. Supplies, Pharmaceuticals and Equipment
Plan addresses supplies, pharmaceuticals and equipment (SPE) for patients and staff for a
significant surge event.
 Essential SPE have been identified and summarized (consider type of event and patient
age).
o Equipment and furnishings (e.g., beds, cots, ventilators, IV pumps, etc.).
o Supplies.
o Personal Protective Equipment (e.g., masks, respirators, gowns, gloves, hand hygiene
products).
o Pharmaceuticals (including prophylaxis for inpatients, staff and family members).
o Food and water for patients, staff, families and volunteers.
 Plans to meet SPE needs/requirements have been established including who, how, and
where.
o Standard hospital resources/supplies.
o Hospital caches, including pallets, trailers and methods for transportation/delivery.
o Agreements with vendors for surge SPE (list of contacts and deliverables) and list of
alternative vendors (assume multiple organizations have agreements with the same
vendors).
o Agreements with local pharmacies and stores including list of contacts and deliverables.
o Community/government caches that includes list of cached items.
o Other resources
o Security needs during transport, delivery and storage of SPE.
 Needs and plans have been shared with local government point of contact and planning
partners.
 Describe responsibilities and protocols for providing, requesting, accepting, distributing and
tracking mutual aid resources including who, where, and how.
 Strategies/protocols included for how priorities would be established if there is a need to
allocate limited patient equipment, pharmaceuticals and other resources.
 Identified reporting process on status of SPE resources available and/or needed, and
urgency of needs to local government point of contact.
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5. Important Considerations
Healthcare Coalitions: Hospital participates in local Healthcare Coalitions for surge planning
and community risk assessment/needs activities.
Communication: Plan describes primary and back up internal and external communication
systems, assigned frequencies and uses, maintenance and equipment locations (e.g., internet,
telephone, cell, internal radios, satellite, HAM radio, ReddiNet, EM System, Command Aware,
Live Process, WebEOC, Vocera, CAHAN, etc.).
Behavioral Health Needs: Plan addresses how behavioral health needs of staff, patients and
family members will be met. Have printed and electronic resources available. Identify any
community resources that may be available.
Media Communication: Plan includes protocols for communication with the media in
coordination with county and other healthcare providers.
 Protocols for communication with media and identifying media spokesperson(s).
 Coordination with county Emergency Operations Center/Joint Information Center (JIC) to
establish common messaging and information dissemination.
 Pre-prepared templates for issuing press statements that consider key event types,
common statements and facts.
Documentation – Patient Tracking: Plan includes minimum patient documentation
requirements for use during a surge event and protocols for patient tracking (e.g., HICS form
254 – Disaster Victim Patient Tracking Form) and reporting to appropriate agencies (e.g.,
county, American Red Cross). Identify systems in place that address community wide patient
tracking. Consider activation of a hospital based Family Information Center (FIC) to assist in
reunification.
Information Sharing: Plan addresses release of patient information to appropriate entities and
individuals for patient/family reunification.
Continuity of Operations: Hospital has Continuity of Operations Plan which identifies and plans
for maintaining critical/essential functions and services during a disaster or significant surge
event. Manual backup processes and forms are identified.
Prioritization of Resources: Hospital has protocols for prioritization of resources during a surge
event when demand exceeds available resources.
Care Requirements for Services not Normally Provided: Plan addresses protocols and
resources for providing services not normally provided by hospital (e.g., infants and children,
maternity, burn, trauma).
 Care area(s) identified.
 Equipment resources or adaptations identified (inventory lists).
 Supplies identified with appropriate supply on hand (inventory lists).
 Protocols (e.g., adapting adult beds to pediatric beds, handling burn cases).
 Clinical expertise and Just-In-Time resources
 Protocols for transfer of patient to a facility with appropriate capabilities, when they
become available.
Prophylaxis/Vaccination Plan: Hospital has plan and, as available, pharmaceutical and other
resources to prophylax or vaccinate staff, staff family members, volunteers and patients.

Oregon Healthcare Preparedness Region 1 | Trauma Surge Plan
33 | P a g e

Crisis Standards of Care: Hospitals are encouraged to develop policies and procedures specific
to their organization that address allocating scarce resources during mass casualty events.
Hospital incorporates state and local level planning efforts into plan.
Recovery: Utilize HICS Incident Response Guides for recovery activities. Plan refers to EOP
recovery activities

Altered Standards of Care

Increasing staffing during a major incident occurs through each department initiating a phone
tree or other notification systems. At the same time the staffing department may contact on-call
staff and those that potentially could assist.
There are also alterations in the standard of care. In a mass trauma, a different approach,
termed minimal acceptable care, is advised. This approach is intended to keep patients alive by
providing lifesaving procedures at the initial phase and providing more comprehensive care at a
later date when adequate resources and personnel are available. Minimal acceptable care
applies primarily to critical patients but is extended to less severe ones as well. For example,
imaging tests are not performed at the initial phase and treatment is directed by clinical
judgment only until the situation clears and imaging can be performed.

Crisis Care Guidelines

The Oregon Health Authority has outlined specific Crisis Care Guidelines when healthcare
resources may be overwhelmed. These can be found at the Oregon Medical Association
website:
http://www.theoma.org/sites/default/files/documents/Oregon_Crisis_Care_Guidance_2-1314.pdf
Also, staff may need to expand their span of control to efficiently handle the volume of patients.
This can also entail the use of ancillary staff members. Studies have shown that the optimal
span of control range is from 3-7 persons, depending on the elements presented.
During a disaster there are two types of documentation that are required. The first is the
historical record of the incident command system and the disaster response. This captures the
activity, decision making, action plans, requests and follow-through during the disaster
response. This will provide a way to assess the quality of the response and any weaknesses
that will require improvement. This summary of the events is required when filing for state and
federal reimbursement, insurance claims, and funding requests to replace or upgrade items
following the disaster.
The second type of documentation is patient care documentation. This should be concise and
facilitate a smooth continuity of care as the patient moves through the care process. Hospitals
must develop procedures and tools to capture data for a morbidity and mortality review following
the disaster. Computer charting can be challenging, especially if power is interrupted or the
volume of patients is overwhelming. Paper charting may be easier. Minimal documentation
tools such as modified every day charting forms that still capture essential information are
recommended. A facility's “downtime” form may be a helpful resource to use in this instance.
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Hospital security plays a pivotal role in optimizing the workings of the medical response and
minimizing interference.

Hospital Security Priorities in a Major Incident Checklist
























Central command and the support sections
Entrances/exits
Emergency services
EMS traffic route/patient drop-off
Intersections to secure EMS traffic routes
Triage/medical decontamination
Morgue/temporary morgue
Outside perimeter
Traffic around facility
Visitor/staff parking
Entrance/exits
Air ducts/ventilations systems
Water systems/oxygen storage
Communications
Radio delivery
Ham radio oversight
Dispatch
Clinic and support patient care buildings
Media
Casualty patient family center
Casualty patient discharge holding area
Community volunteer screening
Community donations screening

Hospitals should consider controlling access to their facilities to prevent an onslaught of walking
wounded, worried well onlookers, and the media. Access should be restricted to all but those
who require immediate life-saving care and whom have undergone any necessary
decontamination.
Any object (or part of an object) indicating that a crime has occurred or establishing a link
between victim and perpetrator is physical evidence. Physical evidence includes such items as
clothing, footwear, hairs, fibers, stains, bullets, sharp objects, physical injuries, and laboratory
specimens. Staff should consult their departmental policy and procedures manuals as routine
collection procedures vary across hospitals. It is important that items of evidence be collected,
handled, and stored in a way that will ensure their integrity.
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General Evidence Handling
Guidelines
 Protect yourself and others
 Protect the evidence
 Consider all types of forensic evidence
 Chain of custody starts at the crime scene – keep it short
 Document location with notes, sketches, and/or photographs
 Mark evidence and/or packaging with your case identifier, initials, date, and description
of evidence or as required by your agency
 Package all evidence separately
 Allow wet biological stains to air-dry
 Obtain standards if needed for a comparison of evidence
 Use packaging that is appropriate for the specific type of evidence such as paper bags,
envelopes, plastic bags, cardboard boxes, tamper-proof sealing, etc.
Evidence Collection
Packaging
The type you choose depends on the type of evidence, the condition of the evidence, and the
examination(s) you want the laboratory to perform. Use the information in the table below to
select the proper way to package specific evidence. All packaging types need to be clean and
unused (e.g. no recycled grocery bags).
Packaging Type

Paper bags or envelopes

Plastic bags or Ziplocs
Metal cans
Plastic buckets
Glass vials
Paper folds and Post-It notes,
then placed into a clean
envelope

Uses
Any biological material, (marijuana, psilocybin mushrooms, blood or
semen stained items, condoms, etc.) If unable to air-dry prior to
packaging, submit to the laboratory as soon as possible and notify
them that it is a wet sample.
A non-biological material such as powder drug samples
Arson evidence
Samples from clandestine laboratories that are individually packaged
in glass vials and set in an absorbent material (e.g. vermiculite, kitty
litter, etc.) in the plastic bucket.
Liquid drug samples, syringe contents, samples from clandestine
laboratory, etc.
Small pieces of trace evidence, hairs, fibers, minute glass particles,
paint chips, residue amounts of powder drugs, etc. Place inside a
larger paper envelope.
Use a Post-It note by placing the trace evidence on the adhesive
and folding the
Post-It in half to cover the adhesive.
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Cardboard boxes

Firearms, knives, large pieces of plate glass, a piece of flooring with
a shoeprint, etc. Offers protection from sharp edges and the depth
protects one surface of the evidence from rubbing.

Sealing
A proper seal ensures that evidence has not been accessed, altered, compromised, or lost during
storage. A good seal is tamper-proof and is detectable if tampered with. The person packaging
the evidence should initial and date across the seal.
THE LABORATORY CANNOT ACCEPT EVIDENCE THAT IS NOT SEALED.
Do Use

Don’t Use

Evidence tape (tamper-proof)
Heat seals

Staples
Masking tape or Scotch tape
Paper clips, binder clips, etc.

Gloves should be worn during handling of all physical evidence and should be changed
throughout evidence collection. All packages used to collect evidence are to be sealed and
labeled with the date, time, patient's name, description and source of the material (including
anatomic location), name of the healthcare provider, and names and initials of everyone who
handled the material thus ensuring the proper chain of custody.
Ambulance throughput is a critical step to ensuring patient treatment in a timely fashion as well
as ambulance turnaround time, thus clearing the scene quicker. Traffic ingress and egress
routes should be developed prior to an incident. All area hospitals are expected to be ready to
accept a substantial number of patients, including trauma. Medical personnel should not be
dispatched to a scene location as their greatest value is in their ability to deliver care in a
resource-rich hospital environment. More than 50 percent of all disaster casualties that present
to a hospital will arrive within the first hour, and 75 percent within two hours. In previous
disasters, 80 percent of casualties bypass EMS transport and arrive to the nearest facility on
their own.
A large-scale disaster or major medical emergency may cause widespread stress reactions
such as anxiety, anger, fear and frustration that may in turn create a temporary surge in demand
for behavioral health services in a community. A major incident may also cause community
members to go to local medical centers and seek relief from symptoms that are predominantly
psychological in nature. Behavioral health interventions can reduce community anxiety levels,
provide comfort to traumatized individuals, support emergency workers and help restore a
community to its pre-disaster level of functioning.
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Behavioral Health
Hospitals and health systems in the region have behavioral medicine departments and
chaplaincy services that can assist in providing counseling to an increased number of people
who seek assistance in their facilities. Hospitals can also partner with their Community Mental
Health Programs (CMHPs) to develop protocols for an unusually large number of community
members seeking assistance. Two methods to address a hospital behavioral health surge may
include:


Family Assistance Center (FAC): A defined location near the hospital for families and
friends seeking information about missing or recently-admitted loved ones. FACs include
specific providers such as chaplains and social service professionals who facilitate
reconnecting patients with their families. Family members will call and arrive at all hours;
services must be immediately available for crisis intervention and stress management
(see Appendix B for the Family Assistance Center Quick Guide).



Psychological Support Center: A defined location adjacent to the hospital for those
requiring further assessment in a safe, calming environment but who do not appear to
need immediate medical intervention.

Staff from behavioral medicine and/or chaplaincy departments may also support or join local
disaster response teams during a large-scale incident to help provide appropriate triaging of
medical and behavioral health patients in community settings.
Psychological First Aid for Emergency Workers (PFA) is a brief supportive intervention designed
to assist affected individuals in the immediate aftermath of disaster. The National Child
Traumatic Stress Network offers a free 6-hour course online at http://www.nctsn.org
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