Meeting Notes for Disaster Information Specialist Program Meeting 

June 10, 2010

1:30 PM at NLM Specialized Information Services Division
GUEST SPEAKER:

LCDR Daniel D’Aurora runs the emergency department at National Naval Medical Center and was aboard the USNS Comfort during the Haiti earthquake response mission. In that capacity, he was the Division and triage officer for the casualty receiving department. He is classified as a 1945, or an ER trauma nurse. He holds a bachelor’s degree in nursing and health administration as well as a master’s in ER trauma. He has been attached to the Comfort since 2008.
· Haiti Earthquake and Healthcare Impact
An earthquake hit Haiti on January 12, 2010. The countryside was in complete ruins, with no support system to handle medical needs. The hospital where D’Aurora had taught a class in 2009 was leveled to the ground. The nursing school was also lost; therefore, there was no ability to continue to educate healthcare workers. Over 200 volunteer organizations showed up and several set up makeshift clinics. There were challenges in coordinating the groups’ efforts. People wanting to help would throw medical supplies in a suitcase, go to Haiti, and walk through the countryside looking for people to treat. This also posed problems because inexperienced workers can be ill-prepared and themselves become victims. 
· USNS Comfort Mission
A mission similar to that of the Comfort in Haiti occurred in December 2005, when a tsunami struck Indonesia. The USNS Mercy was able to move into place quickly and assist, because they were already sailing for Operation Continuing Promise. Operation Continuing Promise was a humanitarian mission that saw 1500 patients per day, mainly for primary care. 

The Navy uses a “manning document” for selecting and deploying personnel. In this case, the Southern Command was in charge of the area and used a manning document from a previous humanitarian mission. Because the expertise required depends on the event itself, the document was not suitable in a disaster setting. They worked to develop a new manning document and will probably need to continue to produce more for other scenarios. For instance, pulmonologists would be required for a tsunami, whereas trauma specialists are more useful for earthquakes. 
The Haiti mission was dispatched on January 15, 2010. It was just 23 hours from the official notification to pulling away from the dock. Over the four days’ travel down to Haiti, they gave briefings and preparation on dehydration, burns, patient flow, and assessment. This mission was very injury-specific. Over the course of 62 days, 1002 Haitian patients (not including active duty or civilian contractors) were seen. They lost 26 of the patients. 
On his staff, D’Aurora had about 11 total nurses and techs, to ensure 24-hour coverage together. The 50-bed trauma center was divided into two sections by a structural wall. The side near the elevators was used for the most serious cases, while the “walking wounded” were on the other side. That side was no less equipped, but access to the elevator system was not as direct. Each care area was broken into pods of four to six beds. There were enough staff for one RN, one corpsman (healthcare tech), and one nursing assistant in each bay. Providers floated throughout the bays. 
· Communications

Communication was one of the biggest problems on the mission. The earthquake destroyed computers and cell phone towers on shore so workers there did not have much to work with. 
Some providers on shore were managing patients that they really could not handle. The Comfort was viewed as the ultimate savior, and some providers on shore would get in over their heads, and then send patients to the Comfort after it was too late to save them. On the other hand, firsthand accounts of what people were seeing and dealing with on the ground were very helpful by relaying to the crew on the Comfort what injuries to expect and what had been done when patients were sent to the ship. Likewise, volunteer physicians were able to reach back to their hospitals for information and then forward their emails to the Comfort.

For the first day or two, the majority of communications was by radio. A temporary Internet was set up through the military, with a chat system secured and run by U.S. Army. This chat room permits questions to be asked real-time of people on shore. Response time depends on lag. The Mercy and Comfort are almost 30 years old and the cabling and wiring are very dated. The ships have to capture signals while in motion and the five-foot satellite dishes can be observed to shift accordingly. It becomes harder to pick up signals near the equator and satellite phones generally do not work. While there is Internet capability aboard, there are only about 130 computers available to 1100 people, most of whom are trying to communicate with family back home. Furthermore, a portion of bandwidth is cordoned off for top-secret usage. Operational security further limits bandwidth severely and downloading long documents or Web sites is near impossible. 
It was somewhat hit or miss as to whether crewmembers brought laptops. Because the Comfort is a military vessel, they could not connect just any laptop to the network. Laptops were used strictly for displaying things on monitor, holding impromptu classes, etc. After a few days, they had a cellular network that functioned at a minimal level and there were many dropped calls. Workers therefore had limited information-acquiring ability. 
Language was another major barrier. The Navy put a call out to all commands to request native Creole speakers. They had 20-25 native speakers from commands all over the world who were sent with the ship, but it was nowhere near enough. There was then a request put out at Haiti. They brought aboard 75 Red Cross volunteers of Haitian descent who offered their services. They had eight to ten translators in D’Aurora’s department each day. Prior to the deployment, Tahirih Fusscas had provided large paper manuals on Creole medical translation. She downloaded them and made copies on the recommendation of a DIS group member. D’Aurora had used some pages with basic Haitian Creole phrases, and was not aware if they had something that comprehensive as the manuals.

· Patient Intake and Associated Challenges
Patients were brought on board via small watercraft or flown in by helicopter. At times, there would be 12-15 helicopters waiting to land. The patients were immediately loaded onto staged litters and brought down to triage using the elevators. D’Aurora determined what section of the facility the patient would go to and then did a comprehensive evaluation to determine the extent of injuries, need for pain management or surgery, etc. 
Another of the initial jobs when patients came aboard was to register them. This was difficult, because Haiti does not have an identification system and lacks social security numbers or ID tags. Compounding this problem is that patients often knew only the month and year of birth. Also, many of the names were similar to our first names and were often transposed. There could be also multiple patients with the same name. The Comfort staff devised a registration system using a pseudo-social security number. The first three numbers indicated the month and the second two numbers were the day of the operation. The last four numbers were the patient’s actual ID number. In cases where the patient was too young or was otherwise unable to communicate, they used a more traditional ID such as “Baby Doe 001.”
· Treatment
About 40% of the cases they saw were pediatric trauma cases. This was a possibility they had considered, but not really expected. D’Aurora’s team provided lifesaving care, working with the OR to transfer patients to the ward or medical-surgical unit. Their primary goal was to save people and get them ready to be discharged. He described the situation as being very much like medical care was in the 1940s or 50s. Unlike on shore, where charting was done by computer, they would write notes by hand. While all medical documentation and information is very paper-driven, they do have a computer system called CHCS. This is a military-developed, DOS-based ordering system, strictly for ordering labs or radiological studies. All patient care is recorded on paper and the record utilized for their time on the ship. It was very rewarding for the staff because, without interruptions by computer, they were better-able to focus on the patients. During the humanitarian mission, they built an Excel database and used it to track patients. This system required significant personnel input to determine where the patients had gone. Every night, someone would go floor to floor and hand-check where everyone was. RFID technology would have been helpful in this situation.

· Aftercare and Patient Discharge

Stacey Arnesen suggested that the USNS Comfort crew investigate the Lost Person Finder application, where patients are photographed and the photo is used to link patients with family members. That would have been extremely helpful in the Haiti mission, because of issues where unrelated persons would claim to be the parents of infants who were very ill in ICU. Oftentimes, this was because they knew the whole family had perished and this was their opportunity to get on the ship. There is a need for an easier way to verify identities. They would also like to facilitate the efforts of UNICEF to process the pediatric population. UNICEF staff would board the Comfort and enter casualty receiving. They somehow linked up 98-99% of the patients on board with a family member. 
Once any immediate injuries were tended to, it became a question of long-term recovery. A lot of the healthcare team’s energies were directed toward assisting patients to recover and   ensuring they were not going back to live on the street. There were concerns about appropriate aftercare for patients, many of whom were new amputees. The translator provided a very basic summary of what had happened to each patient on board the Comfort.  It is not clear what is done with the shipboard records after the operation ends, but they might have been sent to Navy archives or turned over to the Ministry of Health.
Most patients went back to Haiti following discharge, an effort initially coordinated by the Ministry of Health, then through volunteer organizations. These organizations worked to get patients to medical facilities which had come back online using generators. Patients who had just happened to be in the city to do business on the day of the earthquake, were flown to their remote villages 20-30 miles away from Port au Prince. Other people wanted to be relocated elsewhere once it was clear they would have shelter or be able to stay with family.

· Information Resources Available
It was pointed out that the Navy General Library has free CDs such as Up To Date available for usage on ships.  The question would be where to put them. Currently, the ship is tied up to the pier, with a reduced operating status crew of about 40 civilians plus 12 military. Funds allocated toward the ship are based on functionality. The USNS Comfort has a library, but is run by Morale Welfare and Recreation and therefore geared toward leisure reading. There are very few medical resources in that library. A large repository elsewhere would be beneficial but it would require someone to monitor the library. 
Medical resources are therefore department-specific. Nursing services has a slightly more diverse collection than others such as the OR, with hard copies of the Trauma Nurse Core Course manual, standard nursing procedures manuals, PDR, and Emergency Trauma Basic Skills reference book. Most of the materials used for education were available hard copy or brought with the crew. If staff going are known, they are tasked with bringing whatever they feel will be needed to get the job gone.  Many subject matter experts bring their own training materials. However, packing anything for a first voyage is challenge and individuals need to be ready to leave within a matter of hours.  This makes transporting and using a 1000-page manual impractical. While they definitely would have appreciated had more materials, they used what they had to the fullest extent, doing the best they could with what they had.
· Training
The military often deploys personnel to areas where disasters happen. Oftentimes, a person cannot really grasp the situation unless he or she has already been there. For instance, D’Aurora had been to Haiti before and was familiar with the terrain and structures, so he was able to surmise the types of injuries they would see. Construction in Haiti was poor, so there was a risk of sharp debris, falling objects, and rust. This information will not necessarily be the same for similar events in different countries.  For instance, Chile has a more intact emergency response system and better construction than Haiti, so the injuries would be less severe. In a similar vein, knowing the conditions in the country provides insight into what situation patients are being discharged to.  It helps direct care to the end state, such as knowing that dressing changes might be implausible. Likewise, basic demographics and information related to the nutritional status of the population would be helpful in understanding situations such as the pelvis and femur fractures that were seen in Haiti due not to blunt force trauma, but due to weak bones. 
There are clearly significant training and learning opportunities in military humanitarian response missions. Selecting and sending appropriate material will put the mission that much further ahead. Another crucial thing to consider is the timeframe available for training. In this situation, the four days in transit to Haiti were used for training staff on plan of operations within the department of casualty receiving. It would have been beneficial to offer materials for staff who had never been aboard a ship, medical vessel, or floating hospital. Additionally, they encountered many volunteer organizations, such as the Clinton Foundation, and could use a basic understanding of how they are run.  
With military personnel often being transferred or relocated, healthcare workers will often run into people they have worked with previously, so their skill set is familiar. For instance, D’Aurora understands gunshot wounds, amputations, etc. because of his work in the civilian sector.  Other personnel on the Comfort, however, had not been in military or cared for patients very long. They were unfamiliar with trauma and faced a very steep learning curve.  The demographic for a corpsman is an 18-20 year old with a very simple background of a high school diploma and basic boot camp and medical training. One of the biggest challenges was preparing people mentally for what they would see. A major issue was staff lack of familiarity with the trauma-death process and that many of the younger staff had never seen a dead body. Nurses are trained to understand the limitations on what they can do for a patient such as a teenager with extensive burns on his body. However, the techs caring for the patient might need coaching on how to deal with grief and suffering and death. 
· Images
Pictures can help close the loop of understanding by providing insight to unique medical problems. For instance, before and after photos of the Presidential Palace demonstrate the forces involved in potential crush injuries. Likewise, many American healthcare workers will never see a true, full-blown case of tetanus. They saw half a dozen or so in Haiti, but techs initially mistook the uncontrolled muscle spasms for a seizure. Videos would have been helpful in demonstrating what to look for. 

From a practical standpoint, it is much simpler to project a slide or image to a group, rather than having to pass a book around. D’Aurora made a PowerPoint slideshow of trauma images and connected his laptop to a 42” flat panel screen. This presentation was intended to prepare, not scare, the staff. It helped them appreciate the true extent of the injuries, because they had very few collective years of trauma experience on their team. 
Speaking on behalf of the bedside nurse, D’Aurora says that an image bank categorized by injury type would be invaluable to future practitioners. While there are some atlases available, but they are geared toward interns in school. Trauma nurses have a very short amount of time and are unable to read full chapters, which can run up to 50 pages. He envisions pages of photos with a short caption giving context on where the injury happened, what happened, a basic abbreviated treatment plan, and the outcome.  It would also be beneficial to show how the external appearance would corresponded to the x-ray on the viewer, what it looked like after surgery. Personally, he has 8000 related photos from the mission on his laptop. Patti Reynolds suggested that he consider uploading the photos to http://www.trauma.org.  
· Future collaborations
Several meeting participants thanked D’Aurora for an informative and enjoyable presentation. He would be happy to arrange to speak to the staff at member facilities about the front-line experiences of the USNS Comfort during the Haiti relief mission.

