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I
PURPOSE

Healthcare Emergency Codes are used in healthcare facilities to alert staff to various emergency situations. The use of these standardized codes is intended to convey essential information quickly and with a minimum of misunderstanding to staff, while preventing stress or panic among patients. These codes may be posted on placards throughout the FQHC, or printed on employee identification badges for ready reference.  The purpose of this SOG is to establish a code-specific SOG for a “Code Triage” incident.   
II
SCOPE

This SOG will apply to all FQHC staff.  

III
AUTHORITY

This is established by the FQHC’s Emergency Operations Plan/Emergency Management Plan (EOP/EMP) and in conjunction with approval from the FQHC’s Agency Executive.  

IV
PROCEDURE

CODE TRIAGE: A disaster situation that may disrupt the essential services of the facility as determined by the facility’s scope/purpose/by-laws, hazard vulnerability analysis (HVA), continuity of operations plan (COOP) or business impact analysis (BIA)/business continuity plan. 
A mass casualty incident (often shortened to MCI and sometimes called a multiple-casualty incident or multiple-casualty situation) is any incident in which emergency medical services personnel and equipment at the scene are overwhelmed by the number and severity of casualties.  Healthcare partners including CHCs should have a mass casualty incident protocol which they initiate as soon as they are notified of a mass casualty incident in their community. They may receive lower acuity injured and must have preparations in place to do so, including calling in more staff, pulling extra and spare equipment out of storage, and rescheduling or postponing other medical duties.
The START system (Simple Triage and Rapid Treatment) is the most common and considered the easiest triage system to use. This system checks three things: breathing, circulation, and consciousness and, based upon the responder's findings, assigns each casualty to one of four color-coded triage levels. "Walking Wounded" or "Green Tagged" is the second-lowest level of triage, and is assigned to those with minor injuries who can get out of the incident area and to a treatment area under their own power. "Delayed Treatment" or "Yellow Tagged" is the next highest level of triage, and is assigned to those who have non-life threatening injuries, but cannot get to a treatment area under their own power. "Immediate Treatment" or "Red Tagged" is the highest level of triage, and is assigned to those with major life-threatening injuries who are salvageable. That is to say people who need immediate advanced care, but can wait for additional assistance. The lowest level of triage is called "Dead/Non-Salvageable" or "Black Tagged" and is assigned to those who are obviously deceased, or whose injuries are so severe that care rendered to them would require more effort than is practical in a mass casualty incident.
I.  Mitigation

· Center’s Incident Command Team (ICT) or Senior Management should establish a procedure for review of existing emergency plans on a regularly scheduled basis (at least annually).  
· Center’s ICT or Senior Management should establish a procedure for performing a HVA (hazard vulnerability analysis) review and/or SWOT (Strength, Weakness, Opportunity, Threat) assessment and/or BIA (business impact analysis) to determine necessary pre-incident planning and resources needed to respond to a Code Triage incident (at least annually). 
· Code Triage disasters with the potential to disrupt your facility include: internal hazards-loss of water, loss of gas, loss of electricity, building structural damage, communications/IT failure, critical staffing shortage; and external hazards-severe weather conditions (blizzard, hurricane, tornado), industrial accident/HAZMAT, severe infectious disease outbreak, terrorist attack, and/or any other mass casualty incident with the potential for catastrophic impact. 
· Centers should conduct drills/exercises to test their response to a Code Triage emergency that includes all areas/personnel as well as local, regional, state and private sector partners. 
· Centers should develop an after action report (AAR) to evaluate their current policies and procedures and update their plans based on the AAR’s strengths and areas for improvement.
II. Preparedness

· Centers should establish a procedure to identify and ensure availability of necessary supplies for a Code Triage (logistics).  
· Centers should perform a BIA for each critical service/function and develop a plan to safeguard these services/functions during a Code Triage.  

· Centers should train essential staff on their COOP/BC plan.  

· Centers should provide training for all appropriate personnel on incident command system (ICS) and their roles and responsibilities including job action sheets (JAS) during a Code Triage.  

· Centers should establish a procedure outlining the necessary information to be collected upon receipt of an external Code Triage or mass casualty incident (MCI) call including: 

· Name of caller
· Agency

· Phone number

· Location and type of disaster

· Number of victims

· Type of injuries

· Estimated time of arrival (walking wounded, walk-ins, etc.) 

· Centers need to have a method for confirming/verifying above information as factual (rumor control).  

· Staff should have training on the Code Activation SOP and understand how and when to declare a Code Triage.  

· Staff should have training on their emergency plans so personnel know how to activate their response plans, how to implement ICS and follow a pre-determined chain of command.  

· Centers should have pre-determined MOUs/MOAs as needed to ensure adequate resources, supplies and services.  
· Centers should have 24-hour contact information for local, regional, state and federal contacts including: facility personnel, police, fire department, hazardous materials teams, OEM, public health agencies, and other healthcare facilities. 
· Centers should have an emergency communications system for notification of staff and patients.  
· Centers should establish a pre-determined area to serve as an emergency command room and a backup location is the original is compromised. 

· Centers should review their plans and have pre-determined areas to serve as triage, decontamination, and mortuary services as needed. 
· Centers should plan with regional emergency preparedness and response partners so to fully understand the resources available during a MCI or Code Triage incident (fatality management, mass care, etc.) 

· Center should have a plan in place for the safe evacuation and relocation of patients (alternate site).  

· Centers should have procedure for addressing the surge of patients presenting to their facility.  
· Centers should review their business interruption insurance and other insurance policies that may “kick in” during a Code Triage disaster.  
III. Response

· Centers should develop a script for switchboard operators and other appropriate personnel on the required information to be obtained for a Code Triage.

· Staff should recognize the triggers to identify when to call a Code Triage and the proper procedures to assess (size-up) the incident.
· Centers should have a protocol in place for initiating a response phone tree that may include: police, facility switchboard operator/call center, safety/security personnel, public information officer (PIO), facility emergency preparedness coordinator, department manager/nursing supervisor, administrator on call and other management personnel.  

· Centers should utilize their COOP/BC plans to sustain their essential functions during the Code Triage.  

· Based on their BIA, Centers should determine what, if any, nonessential services can/should be discontinued.  

· Based on emergency plans, Centers should determine if they have adequate resources to sustain operations with and without support from external agencies.  

· Centers should have triage policies that include:

· Identification of immediate life threatening injuries needing transfer to acute care

· Assessment of the type/extent of other injuries

· Appropriate triage areas for care

· Understanding of rapid triage methods including START and familiarity with New Jersey’s triage tags
· Method for documentation of patient assessment, treatment and patient tracking

· Centers should have a procedure if their primary service site is no longer viability-a plan for the transfer of resources to alternate care site for continuation of essential services.  

IV.  Recovery

· Employees should refer to the Healthcare Emergency Codes for the proper procedure to resolve a code (Code Clear).
· Centers should refer to continuity of operations/business continuity plans for quick resumption of normal operations.   

· Staff should demobilization using the ICS model.  

· Critical Incident Stress Debriefing and/or counseling should be made available to impacted parties to provide any necessary physical, emotional and psychological support.  

· ICT or Senior Management should develop an AAR/IP that addresses the Center’s areas of strength and areas for improvement that can, at a later date, be incorporated into the Center’s current operating procedures to enhance the Center’s future response to Code Triage.   
REFERENCES:

New Jersey Hospital Association (NJHA) Healthcare Emergency Operations Plan—Readiness Assessment Tool

**The above policy is a suggestive outline for a policy involving a Code Triage situation.  This policy must be reviewed and modified by each individual facility and adopted by their legal signature.  NJPCA is not endorsing safety aspects in the policy and holds no legal standing to this document. 
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