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arrival, and safety of the vaccines. Times of crisis also offer
opportunities for a change for the better, and the analysis sug-
gests opportunities, such as health promotion efforts exist.
Conclusions: Discovering the challenges is part of the solu-
tion, and the major challenge found was the lack of trust in
the safety of the vaccine by both the public and medical
community. The products of the analysis were implemented
in the Israeli vaccination program planning. In order to
implement the vaccination program successfully, health
officials must invest heavily in an open communication with
the medical community and public, based not only on glob-
al knowledge but also culturally tailored to the local com-
munity. Planners must think globally, but act locally; be
prepared, but be flexible.
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Objective: The aims of this study were to describe the key
components for surge capacity planning, and to appraise
the estimated cost of preparing all hospitals in America to
manage a sudden, conventional, mass-casualty incident.
Methods: Israeli protocols for hospital planning for mass-
casualty incidents (MCIs) were reviewed and applied to the
American setting.
Results: Surge capacity is estimated to be up to 20% above
the total number of hospital beds. Between 10-20% of vic-
tims of a conventional MCI will be categorized as severe or
critical. Assuming medical personnel will be available to
manage a MCI, the main costs for surge capacity planning
are ventilators, monitors, stretchers, wheelchairs, trauma
and intensive care portable carts, and communications
equipment. There are 5,750 hospitals in America with a
total of 980,000 beds. The total surge capacity in the
United States will be 196,000 patients, of which 39,200 are
expected to be severe or critical. Assuming medical care
initially will be provided only to critical patients, the cost of
material resources is summarized in the table below.

Ventilators

Monitors

Stretchers

Medications

Other supplies

Grand total

1 patient

$10,000

$5,000

$1,000

$2,500

$6,000

39,200 patients

$392,000,000

$196,000,000

$39,200,000

$98,000,000

$235,200,000

$960,400,000

Conclusions: When established protocols for hospital dis-
aster planning are used, surge capacity for a sudden con-
ventional MCI in the Unites States may cost <$1 billion.
Keywords: cost; equipment; mass-casualty incident; planning; surge
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A Model of Personnel Mobilization during Mass-
Casualty Incidents
Mrs. Gila Margalit, RN, MHA
Israel

Introduction: During a mass-casualty incident (MCI),
emergency department medical and nursing personnel
must be reinforced by additional personnel in order to treat
the casualties and escort them to the relevant unit. In order
to treat and transfer the casualties more efficiently, a new
plan for nurse mobilization was developed.
Objective: The goal of this study was to develop a model
of critical care nurse mobilization at the hospital to support
treatment while escorting casualties from the emergency
department to the relevant unit.
Methods: During a MCI, nurses are called from their
homes to reinforce the staff in the critical care units. In
order to address the need for nurse reassignment to support
the emergency department team, the nurses are asked to
present themselves directly to the emergency department
rather than their home unit.

Each nurse is requested to care for and escort casualties
to their unit. Nurses will be assigned based on their skills
and their position in the critical care unit.

The mobilization model was tested during MCI exer-
cises. The following parameters were measured: (1) arrival
time of nurses from their homes; (2) assignment of the
nurses based on their skills to match the severity of the
injuries; and (3) the redistribution of workload of nursing
staff in the emergency department by:

1. Time/number of emergency department nurses per
patient;

2. Number of emergency department nurses outside
the emergency department at any given time; and

3. Coordination of patient flow.
In addition, the exercise tested how the various units

functioned as a result of the nurse mobilization.
Conclusions: The implementation of the new model
ensures a professional and skillful transfer of casualties and
efficient reinforcement of the personnel in the various units.
Keywords: emergency department; hospital; mass-casualty incident;

mobilization; nursing; transfer
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"We Gotta Get it Right": Planning for Catastrophic
Events
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We live in dangerous times. Those who wish to do us harm
will use every possible means to inflict damage to achieve
their goals, potentially including the use of weapon systems
capable of generating catastrophic levels of casualties. The
next attack might occur anytime, anywhere. Irrefutably, any
attack will challenge our response efforts. These concerns
are added to ongoing, routine, and cyclic expectations that
naturally occurring disasters such as pandemic disease out-
breaks, catastrophic weather, and seismic activity will pre-
sent and challenge our ability to provide prompt and effec-
tive response to an impacted community or region.
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