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Glossary

Burn bed

CECIS

EBA

ERCC
MEDEVAC
UCPM

Burn care treatment capacity
ICU burn bed

Unrestricted intensive care capacity in an acute burn care unit. The unit should be
equipped and designed to provide care for a major burn patient. This means high
room temperature, climate control, total isolation facilities, adequate patient
surveillance, and intensive care monitoring facilities. ICU burn treatment capacity
includes designated care by a multidisciplinary burn team, including burn surgeons,
intensivists/anaesthesiologists, and nurses.

Medium care burn bed

Treatment capacity in an acute burn care unit provided by a multidisciplinary burn
team, including burn surgeons, intensivists/anaesthesiologists, and nurses. The unit
should be equipped and designed to provide care for a major burn patient. This
means high room temperature, climate control, total isolation facilities, and adequate
patient surveillance.

Surgical ward bed

Burn treatment capacity in a surgical ward of a burn centre hospital, close to, but not
necessarily in, an acute burn care unit.

Common Emergency Communication and Information System, managed by the
ERCC under the Union Civil Protection Mechanism

European Burns Association
Emergency Response Coordination Centre in the European Commission
Medical evacuation

Union Civil Protection Mechanism



1. Background

The European Union Civil Protection Mechanism (UCPM), established in 2001 to protect people, the
environment and property against natural and manmade disasters, fosters cooperation among national
civil protection authorities across Europe (V).

The mechanism’s Emergency Response Coordination Centre (ERCC) provides a 24/7 service
coordinating the delivery of civil protection assistance to disaster-stricken countries. Any country in
the world can ask the UCPM for help.

Another element of the UCPM, the European Civil Protection Pool, was set up in 2014 to further
improve European emergency preparedness. It brings together a range of relief teams, experts and
equipment, which countries in the UCPM make available and keep ready for use in EU civil
protection missions all over the world. This enables the EU to respond to disasters more quickly and
effectively, and better plan and coordinate its operations.

The European Medical Corps (%), established as part of the European Civil Protection Pool in the
aftermath of the Ebola epidemic in West Africa (2014-2016), aims to strengthen the EU’s capacity to
respond to emergencies with health consequences beyond the coping capacities of affected countries
alone, both in and outside the EU.

After the launch of the European Medical Corps, the issue of mass burn casualty incidents was one of
the first to be taken up. A coordinated EU-level approach was considered particularly appropriate
because: (a) burn care is time-, labour- and resource-intensive, (b) expertise is limited to a few
centres, each with limited capacity, and (c) a rapid response is critical.

A first exploratory meeting with UCPM countries took place in May 2016. It was decided that
UCPM tools already available should be used to help countries prepare themselves for mass burn
casualty incidents, and that a complementary response at EU-level should be planned for. Following
the meeting, the Commission pursued the issue with strong support in particular from Romania and
Norway, in close collaboration with the European Burns Association (EBA), and in consultation with
the technical working group on burns set up as part of the Emergency Medical Team initiative of the
World Health Organisation.

The EBA has provided some key guidance to better prepare individual Member States and the EU as
a whole for mass burn casualty incidents, including the technical-medical basis and references for
this document, as well as for training for UCPM burn assessment teams.

2. Objective and scope of UCPM assistance

If a country is unable to deal with a mass burn casualty incident by itself, it can ask the UCPM for
support with secondary patient assessments and the medical evacuation of selected patients for
treatment in other countries.

! Decision No 1313/2013/EU of the European Parliament and of the Council of 17 December 2013 on a Union Civil
Protection Mechanism, https://eur-lex.europa.eu/legal-content/EN/TXT/?gid=1401179579415&uri=CELEX:32013D1313.

2 See Article 1 of Commission Implementing Decision 2018/142, https://eur-lex.europa.eu/legal-
content/EN/TXT/HTML/?uri=CELEX:32018D0142&from=EN.
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During the patients’ long-term specialised care abroad, the UCPM would no longer be involved and
other (EU) regulations would apply.

This document focuses on activities linked to activating the UCPM — ensuring access to assessment
by burn specialists, access to medical evacuation capacities, and access to burn care in UCPM
countries.

It identifies the key stakeholders in cases where a European response to a mass burn casualty incident
is needed, as well as the core principles on which such a response is based. It then goes into the
details of how the response can be triggered and what it would entail.

3. Who’s involved?

3.1 UCPM countries

A European response to a mass burn casualty incident involves different authorities and people from
UCPM countries (°).

The civil protection authorities of the affected country send a formal request for assistance to the
ERCC. They do so in close coordination with the affected country’s health and other authorities as
they see fit (the Foreign Affairs Ministry for example). When the UCPM is activated, the civil
protection authorities of the affected country mobilise resources to (a) host burn assessment teams,
and/or (b) evacuate selected patients to other UCPM countries.

The health authorities are responsible for coordinating communication with the hospitals that
received patients following primary triage and dispatch in the affected country, and with the burn
centres that will receive patients from the specialised in-hospital triage and dispatch in the receiving
countries. The health authorities also play an essential role in coordinating the safe transfer of patient
clinical data and ensuring the treatment costs of the countries receiving patients are covered.

The burn centres and burn specialists in all countries involved will ensure patients receive care
that reaches the required standard.

3.2 European Burns Association

The European Burns Association (EBA) (%), founded in 1981, is a non-profit organisation that aims
to encourage cooperation in the field of burn care throughout Europe. Inspired by the American Burn
Association, it provides a forum for medical specialists, researchers, other professionals in fields
related to medicine, and other people interested in the subject, to discuss burn prevention, treatment
and research, disseminating knowledge and expertise throughout Europe. The EBA publishes and
updates the European clinical practice guidelines for burn care. [1]

One of the EBA’s key activities is the verification of burn centres, to ascertain the resources required
to ensure optimal care for burn patients, from the time of injury to rehabilitation. In the absence of

3 UCPM countries are the EU Member States, plus Iceland, Norway, Serbia, North Macedonia, Montenegro and Turkey.

4 https://www.euroburn.org/
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agreed governmental standards for burn care at EU-level, the EBA’s burn centre verification serves
as a reference point, guaranteeing a certain standard of care.

4. Core principles

Before going into detail about the response to a mass burn casualty incident, it is important to set out
some of the key features of such a response.

= Efficiency and timeliness are crucial. This means strong national preparedness,
complemented by UCPM planning. The efficiency of the EU-level response relies heavily
on the existence of a strong national preparedness plan (see Annex 1). Both the national
and the EU-level responses should be easy and quick to trigger, with no time wasted on
burdensome administration. Some UCPM countries may be part of regional agreements.
These need to be taken into account when asking the EU for help.

= The European response involves the secondary assessment and dispatch of patients to the
appropriate treatment facilities. Experience has shown that primary triage is often unreliable
and the primary distribution of patients often chaotic. [2-5] Given the time needed to deploy
specialised burns assessment teams, using them for primary triage is not realistic. The
primary transfer of patients should therefore take place in accordance with the national plan;
European assistance focuses on secondary follow-up.

= Specialised burn assessment teams are deployed as soon as possible (see Annexes 2 and
3). They take their instructions from national competent authorities and support them. Their
role is to: 1) ensure secondary assessment and triage, 2) determine the required level of
patient care, and 3) determine the level of care required during patient transfer to ensure
secure transfer conditions. [6]

5. Responding to mass burn casualty incidents using the UCPM

5.1 Deciding to activate the UCPM

The decision to request assistance — to activate the UCPM — is made by the competent national
authorities of the affected country. It must be made as soon as possible, to avoid losing precious time.
If needed, a patient should ideally be internationally referred for treatment 48-96 hours after the burn
incident occurred. [7]

Each UCPM country needs to determine its own criteria for when to request assistance from the
UCPM. Each country’s national preparedness plans should set out these criteria. They may include:

= the threshold at which the national capacity to treat severely burned patients is being
exceeded;

= the availability (and triggering) of a regional response plan, in the form of an existing
arrangement between a limited number of countries in the same region.

The affected country can activate the UCPM by sending a request for assistance to the ERCC. The
request may include one or both of the following:



(a) the deployment of specialised burn assessment teams (see Annexes 2 and 3);

(b) the medical evacuation of selected patients to appropriate treatment facilities in other
UCPM countries (Annex 4).

The ERCC will confirm the availability of burn beds in burn centres in other UCPM countries, by
liaising with the ERCC national contact points. All countries offering burn beds must indicate
whether their burn centre has been given an internationally recognised quality label and specify
which one (EBA verification for example).

In parallel, as soon as the decision to activate the UCPM is taken, the health authorities of the
affected country must decide how to cover the cost of long-term burn care in the country/countries
providing treatment (see section 5.6 below). Close coordination between the national civil protection
and health authorities in question is crucial for ensuring an efficient UCPM response.

5.2 Deployment of burn assessment teams

The rapid mobilisation and deployment of burn assessment teams is crucial for the secondary
assessment of patients, i.e. the assessment at the health facility to which the patients have been
referred from the incident site (see Annex 6).

The burn assessment teams need to be able to carry out their assessment transparently and
independently, using standardised tools, without any external (such as political) pressure.

To request and offer the assistance of burn assessment teams under the UCPM, the civil protection
authorities of the affected country and the other UCPM countries should follow the appropriate
procedures (Annexes 4 and 5).

The ERCC aims to only deploy nominated experts who fulfil the requirements in the burn assessment
team profiles (Annex 3).

Burn assessment teams may be deployed nationally and in international emergency response
operations. Ideally, UCPM countries will have developed, trained and committed burn assessment
teams to the European Civil Protection Pool in advance.

5.3 Prioritising patients for specialised care and secondary transfer

Even with a sound response plan, the number of burn beds available in burn centres is limited, as is
the capacity (resources and teams) to transport patients to these centres. The EBA has developed
guidelines for the triage and selection of patients for international transfer (see Annex 7).

An electronic tool to facilitate the sharing of aggregated assessment data collected on site, in line
with the General Data Protection Regulation, would be useful.

5.4 Medical evacuation

The affected country’s civil protection authorities request the medical evacuation of burn patients as
part of a UCPM activation, following the standard procedures (Annexes 4 and 5). The ERCC
supports the affected country in transferring patients to the appropriate burn centres in receiving
countries. The optimal timeframe for evacuation is within 48-96 hours of the incident’s occurring.



The risks involved in transporting severely burned patients must be taken into account. Specific
expertise in providing appropriate care during transfer is essential for patient survival and recovery.
[8, 9] The EBA provides technical guidelines on medical evacuation (see Annex 8). Where possible,
different members of the same family should be transferred to the same facility.

The authorities of the affected country remain primarily responsible for the patients to be transferred
until they are handed over to the medical evacuation team. This means that these authorities make the
final decision on whether to follow the burn assessment teams' recommendations. They are also
responsible for ensuring the safe transfer of the relevant clinical patient data, in accordance with the
General Data Protection Regulation.

5.5 Selection of burn centres

It is important to guarantee a certain standard of care in all burn centres that may be involved in the
response to a mass burn casualty incident under the UCPM. A common reference standard/ quality
mark across the different burn centres — such as the EBA one — seems best suited to this purpose. It
instils confidence among the stakeholders involved, something purely national standards cannot do.
UCPM countries are therefore invited to consider having their burn centres verified by an
internationally recognised burns organisation. This involves an assessment of the resources a burn
centre requires to ensure optimal care for burn patients, from the time of injury to rehabilitation. The
ERCC supports the selection of verified burn centres for the referral of patients under the UCPM.

5.6 Healthcare in referral burn centres

Burn centres receiving patients from the incident-affected country should also receive the relevant
clinical patient data, in particular the burn assessment team’s assessment data. The data should be
shared securely, in accordance with the General Data Protection Regulation (°). Secure ways of
reporting on the clinical progress of patients being treated in other countries to the treating
physician(s) in the patients’ home country also need to be considered.

Another key aspect of transferring patients to burn centres in other countries is covering the costs of
long-term burn care. The Social Security Coordination Regulation (°) applies to EU and EEA
countries. However, this regulation requires prior authorisation for the provision of healthcare in
another country. This requires the competent authority of the affected country to commit itself —
before the care is provided — to ensuring that the costs are reimbursed according to the tariffs of the
treatment-providing country.

Given the particular circumstances of a mass burn casualty incident, and the limited amount of time
within which patients should be medically evacuated, the matter of prior authorisation for this type of
emergency is being looked into.

® For more information on the General Data Protection Regulation: https://ec.europa.eu/info/law/law-topic/data-
protection/reform_en.

® Regulation (EC) No 883/2004: https://eur-lex.europa.eu/legal-content/EN/TXT/2uri=L EGISSUM%3Ac10521 ;
Implementing Regulation (EC) No 987/2009: https://eur-lex.europa.eu/legal-
content/EN/ALL/?uri=CELEX%3A32009R0987.
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5.7 End of response

From a civil protection and UCPM activation perspective, and in coordination with the affected
country, the response ends when: 1) the burn assessment teams have finalised their mission, and/or 2)
all selected patients have been evacuated and the means of transport used to evacuate them have been
brought back to their home country. In accordance with UCPM procedure, the Commission organises
a lessons learned exercise after the end of each response.

From a healthcare perspective, the response ends when the last burn victim has returned to his/her
country and all costs have been reimbursed.

6. Other considerations

While not directly within the scope of current UCPM planning, a number of other considerations
need to be addressed in the case of a mass burn casualty incident. These include the following:

= In cases of associated trauma, priority goes to the most life-threatening conditions, following
the A B C D E (airways, breathing, circulation, disability, exposure) principle. Burns only
become a priority after A B C D are stabilised. The transfer of patients with associated
trauma needs to ensure the continuity of multidisciplinary trauma and burn care.

=  With regard to crisis communication and relations with the media, national authorities need
to communicate in a timely and transparent way about the incident and its consequences.



7. References

1. European Burns Association. European Practice Guidelines for Burns Care; Minimum level
of burn care provision in Europe. 2017 (Version 4); available from: http://euroburn.org/wp-
content/uploads/2014/09/EBA-Guidelines-Version-4-2017-1.pdf

2. Welling L, van Harten SM, Henny CP, Mackie DP, Ubbink DT, Kreis RW, et al. Reliability
of the Primary Triage Process after the VVolendam Fire Disaster. The Journal of Emergency
Medicine. 2008;35(2):181-7.

3. Gomez Morell PA, Escudero Naif F, Palao Domenech R, Sospedra Carol E, Bafiuelos Roda
JA. Burns caused by the terrorist bombing of the department store hipercor in Barcelona. Part
I. Burns. 1990;16(6):423-5.

4, Mackie DP, Koning HM. Fate of mass burn casualties: implications for disaster planning.
Burns. 1990;16(3):203-6.

5. Gewalli F, Fogdestam I. Triage and initial treatment of burns in the Gothenburg fire disaster
1998. On-call plastic surgeons' experiences and lessons learned. Scandinavian Journal of
Plastic and Reconstructive Surgery and Hand Surgery. 2003;37(3):134-9.

6. Taylor S, Jeng J, Saffle JR, Sen S, Greenhalgh DG, Palmieri TL. Redefining the outcomes to
resources ratio for burn patient triage in a mass casualty. J Burn Care Res. 2014;35(1):41-5.
Epub 2013/11/26.

7. Judkins KC. Aeromedical transfer of burned patients: a review with special reference to
European civilian practice. Burns Incl Therm Inj. 1988;14(3):171-9. Epub 1988/06/01.

8. Cancio LC, Horvath EE, Barillo DJ, Kopchinski BJ, Charter KR, Montalvo AE, et al. Burn
support for Operation Iragi Freedom and related operations, 2003 to 2004. J Burn Care
Rehabil. 2005;26(2):151-61. Epub 2005/03/10.

9. Renz EM, Cancio LC, Barillo DJ, White CE, Albrecht MC, Thompson CK, et al. Long range
transport of war-related burn casualties. J Trauma. 2008;64(2 Suppl):S136-44; discussion
S44-5. Epub 2008/04/11.

10



8. Annexes

8.1 Annex 1. Minimal elements of a national preparedness plan

Planning at EU-level for mass burn casualty incidents is complementary to national preparedness
plans, and both should function in a coordinated manner.

A national preparedness plan for mass burn casualty incidents may be part of a general plan, or it
may be a separate burns plan. Certain core elements, which UCPM countries may find useful to
cover in a national preparedness plan for mass burn casualty incidents, are provided below. (')

Staged response

A national preparedness plan for mass burn casualty incidents typically revolves around a staged
response. For this reason, it:

= defines the different levels of activation — e.g. local, regional, national and international —
together with the activation procedures and corresponding resources to be mobilised,;

= includes procedures to request, receive and integrate international assistance.

Burn care capacity and thresholds
The total national burn care capacity is quantified in terms of burn beds, distinguishing between:

1) adult and paediatric treatment capability,
2) ICU / medium care / surgical capability,
3) burn care only or combined burn and trauma treatment capability.

Saturation thresholds are defined as activation triggers for the different response levels in a national
preparedness plan. They are linked to:

= the type of incident, e.g. fire in a building, industrial disaster, terrorist attack;
= the number of available burn beds at each response level;

= the possibility to establish a surge capacity at each response level, i.e. a temporary increase in
local treatment capacity.

National mass burns coordination cell

A national mass burns coordination cell (or similar coordinating entity) is an important part of a
national plan, to carry out the following tasks:

= ensure that real-time information is provided on immediately available burn beds, as well as
on second wave burn beds (%), in all national burn centres. This requires direct, 24/7 contact
between the coordination cell and the burn centres.

= alert and mobilise the healthcare professionals qualified to perform specialised in-hospital
triage of burn patients, nationally or as part of an international response. This means having a

7 See EBA guidelines for national preparedness plans: https:/www.euroburn.org/

8 Extra burn beds that can be made available in a short time (a few hours).
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roster of qualified burn assessment team members, along with a tested process to mobilise
and deploy these teams within 24h.

According to the national set-up, the national mass burns coordination cell may be permanently
active, collecting daily updates on the availability of burn beds, or it may be activated when needed.

Specialised in-hospital triage and patient referrals

In the case of mass burn casualty incidents, most burn patients are initially admitted to non-
specialised healthcare facilities. They will require specialised in-hospital triage, followed by referral
to the most appropriate treatment facilities. For this reason, a national preparedness plan should
include the following:

= National specialised burn assessment teams, to perform specialised in-hospital triage. For
efficiency and quality, these national teams may have similar qualifications and be of similar
composition to the burn assessment teams mentioned in this document, and work according
to the same principles, using the same tools (e.g. the burn patient assessment sheet).

= Communication tools and processes, ensuring optimal patient dispatch and timely data
sharing. Clear roles and responsibilities regarding the decision on the final dispatch of
patients need to be defined.

Patient transfers

A national preparedness plan may include appropriate provisions for timely secondary patient
transfers from one treatment centre to another in the same country, whether by ground or by air. The
EBA guidelines on transporting burn patients also apply in such cases.

Linking national and EU-level planning

Linking the national preparedness plan to UCPM planning requires the following:

= An easy, direct, 24/7 link between the national mass burns coordination cell and the national
contact point for the ERCC (the civil protection authorities).

= A roster of healthcare professionals qualified to be part of European burn assessment teams,
in accordance with the profiles outlined in Annex 3.

Training and evaluation

The national preparedness plan should be tested and exercised regularly, and training on the plan
provided, with the possibility to make the necessary adjustments as recommended.

12



8.2 Annex 2. Standard Terms of Reference for Burn Assessment Team(s)

This annex provides standard terms of reference, which can be adapted to the context in question, in
coordination and agreement with the local authorities.

8.2.1 Scope of a burn assessment team

A burn assessment team is a team of specialised burn care experts. The team can be rapidly mobilised
in order to provide the necessary expertise for determining the most appropriate care for severely
burned patients.

One or several burn assessment teams will be deployed as soon as possible after the occurrence of a
mass burn casualty incident, to carry out in-hospital secondary assessment and triage, when the
patients have been transported from the incident site to the initial treatment facility.

8.2.2 Burn assessment team objectives

The overall objective of the burn assessment team is to help healthcare authorities respond to an
incident with severely burned patients, by providing highly specialised burn care expertise.

On arriving at the initial treatment facility, the specific objectives of the burn assessment team, in
collaboration with the local healthcare providers, are the following:

= To provide a specialised assessment of the burn patients at the treatment facility that first
received them directly from the incident site. The assessment requires the team’s active
involvement in the dressing changes under sedation. This requires the local medical team to
ensure optimal conditions for this purpose.

= PBased on this clinical contact, to perform the secondary medical triage, providing
recommendations 1) on the level of treatment needed, 2) on the patient's fitness for transport,
3) on the patient's priority for international referral for treatment, and 4) on the care required
en route.

= To assist local authorities in the final selection of patients for international referral, i.e.
medical evacuation and treatment in UCPM countries.

= To assess any needs for further assistance with regard to the continued local care of the burn
patients from the incident in question, such as the need for medication, equipment, etc.

= To closely coordinate all burn assessment team activities with the local and national
authorities of the affected country, with the ERCC, and with others involved.

8.2.3 Timeframe and location

The duration of a burn assessment team deployment is anticipated to be less than 1 week, starting
immediately/as soon as possible after the time of the incident and the occurrence of the burn injuries.
It is estimated that a burn assessment team can assess roughly 20-30 burn patients in 24 hours.

Since the medical evacuation of burn patients is best performed 48-96 hours after the incident, the
burn assessment teams should aim to, and be enabled to, finalise their assessment and triage within
the first 72 hours.

The burn assessment teams will perform their tasks in the treatment facilities where the patients are
initially hospitalised. The local authorities may help transport burn assessment teams between the

13



treatment facilities involved, so they can assess all patients in the shortest possible time. Depending
on the context, security clearance may be needed.

8.2.4 Deliverables and reporting

Under the overall guidance of the burn assessment team leader, the team will:

Complete the standardised assessment form (Annex 5) for each burn patient, and make them
available to the local health authorities and the referral burn centres, in a selective and secure
manner.

Prepare a summary of the standardised assessments for the local health authorities,
specifying the number of patients in need of international medical evacuation, and the level
of priority.

Provide specialised advice on further optimal care of unevacuated patients and their
corresponding needs in the affected country, such as the required level of care, the possible
relocation of patients, the need for allografts, and any other needs identified.

Contribute to a final debriefing on the deployment of the burn assessment team in the context
of the UCPM, with ERCC colleagues.

Contribute to communication with the media, together with the national authorities, on
request.

14



8.3 Annex 3. Burn assessment team composition and profiles

The composition of the burn assessment team is based on the tasks that need to be performed:

1) the assessment of burn severity according to standardised criteria is best done by a trained burn
surgeon;

2) the assessment of fitness for transport, depending on the severity of organ failure and the need for
replacement therapy, is best done by an anaesthesiologist or intensive care specialist trained in burn
care. [8,9]

This is why each team must include at least one surgeon and one anaesthesiologist/intensivist.

All burn assessment team members should be fully trained and be on a roster. Burn assessment teams
can be registered in the European Civil Protection Pool as a single country capacity or as a combined
team with members from different UCPM countries, e.g. regional teams.

If just one burn assessment team is deployed, it will be composed of four experts, as outlined below.
If more than one, the ERCC will deploy a liaison officer and provide additional support as necessary.

Function No Profile Organisation

Burn assessment team

. 1 Coordination expert UCPM countries
coordinator

Very experienced surgeon or

Senior burn physician 1 anaesthesiologistfintensivist UCPM countries
Second burn physician 1 Burn surgeon or intensivist UCPM countries
Burn nurse 1 Burn nurse UCPM countries

All team members are expected to be fluent in English and be fully vaccinated (particularly Hepatitis
B), in compliance with local requirements.

8.3.1 Burn assessment team coordinator

Responsibilities

= Ensuring the smooth implementation of the burn assessment team's deployment and
functioning in accordance with the mission's terms of reference.

= Developing a mission action plan, and providing strategic planning and direction to the team
in accordance with the plan (°).

= Ensuring overall coordination with national authorities, international organisations and others
involved in the incident response.

= Acting as the focal point for the team for security matters.
= Ensuring the required reporting is done in accordance with the terms of reference.

Qualifications

® This responsibility is partly transferred to the ERCC liaison officer, if one is deployed.
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Strong coordination skills in an incident response, and the ability to liaise with those
involved locally and internationally.

UCPM training, minimum level of Operational Management (OPM) course.

Experience in (burn assessment) team management is advisable, as well as previous
experience in UCPM missions.

Ability to use the tools needed for the smooth running of the burn assessment team mission,
such as communication tools, patient data sharing tools, etc.

8.3.2 Burn physicians

Responsibilities

Ensuring the medical assessment and specialised in-hospital triage of patients in the initial
treatment facilities, using the standardised assessment form.

Providing recommendations on the international referral of selected burn patients, including
guidance for their medical evacuation, and assigning levels of priority for evacuation.

Assessing further assistance needs with regard to the care of the burn patients who will not
be transferred, such as medication, equipment, and any other needs identified.

Qualifications

Skills

Certified anaesthesiologist/intensivist or surgeon, with a minimum of 5 years' experience in
an EBA-verified™ burn centre within the past 8 years.

Participation in burn assessment team training in the past 5 years.
Experience of providing care for trauma victims is desirable.

Having followed the Advanced Burns Life Support (ABLS), the Emergency
Management of Severe Burns (EMSB) or an equivalent course, is desirable.

Participation in burn-related simulation exercises is desirable.

Ability to work in crisis situations, rapidly assessing basic needs and local capacities.
Excellent interpersonal and organisational skills — the ability to work in a team.

Ability to work effectively in a multicultural environment and assume authority as and when
needed.

Ability to operate standard IT and communications equipment.

8.3.3 Burn nurse

Responsibilities

19 provisional transition criteria may apply while the EBA is in the process of verifying interested centres. Such criteria may
include (a) compliance with national burn care regulations; (b) a written statement of compliance with EBA
recommendations, including a detailed description of areas that need more work; (c) a written commitment to engaging in
the EBA verification process until the transition period ends.
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= Helping the burn assessment team to carry out its tasks, as described in the terms of
reference, including providing the first specialised burn care, the secondary assessment and
triage, and the drawing up recommendations.

Qualifications
= Registered nurse, currently working in a burn centre, for a minimum of 5 years.
= Participation in burn assessment team training in the past 5 years.

= Having followed the Advanced Burns Life Support (ABLS), the Emergency Management of
Severe Burns (EMSB) or an equivalent course, is desirable.

= Participation in burn-related simulation exercises is desirable.

= Ability to work in crisis situations, rapidly assessing basic needs and local capacities.
= Excellent interpersonal and organisational skills — the ability to work in a team.

= Ability to work effectively in a multicultural environment and assume authority as and when
needed.

= Ability to operate standard IT and communications equipment.
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8.4 Annex 4. Template for request for international assistance (*')

REQUEST FOR INTERNATIONAL ASSISTANCE
MASS BURN CASUALTY INCIDENT RESPONSE

1. Requesting country authority contact details:

2. Requested assistance:

Type Yes No

Burn assessment teams

- Paediatric burn
specialist

Medevac capacity
ICU/Burn beds

In-kind assistance (material,
equipment, etc. — please
specify)

Other

= Please attach the Terms of Reference for the requested assistance.

3. Entry point and location for reception of the assistance:

4. Coordination centre for incident response:

5. Hospital(s) or treatment facilities to be assisted, with contact details:

6. Number of casualties, if known, or approximate number if not:

11 See CECIS for most recent version.
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7. The requesting country authority will:

Actions Yes No N/A

Waive any visa and/or immigration requirements
Issue any visa and/or immigration documents

Accept the regulated professions of medical doctor and
nurse

Exempt equipment/goods of the modules/teams from
all customs, duties, taxes, tariffs, fees, and all import
and export restrictions

Give the assisting modules/teams temporary
authorisation to legally operate on the requesting
country’s territory, including the right to open bank
accounts, conclude contracts and leases, acquire and
dispose of property and instigate legal proceedings

Provide security services in case of need and/or at the
request of assisting modules/teams

Support accepted burn assessment teams by providing:
= accommodation
* in-country transport

= medical support

8. Additional information:
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8.5 Annex 5. Template for offer of international assistance (

12)

OFFER OF INTERNATIONAL ASSISTANCE

MASS BURN CASUALTY INCIDENT RESPONSE

1. Offering country authority contact details:

2. General description of offered assistance:

BURN ASSESSMENT TEAM

Qualification of team member

Number

BURN CARE BEDS

Number

ICU bed

Medium care bed

Surgical ward bed

Has the burn department/burn unit/burn centre providing the
burn care beds received an internationally recognised quality
label? If so, which one?

YES NO
Please specify:

IN-KIND ITEMS

Please specify

Number

12 5ee CECIS for most recent version.
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MEDEVAC CAPABILITIES

TRANSPORT
MODE
(fixed-wing air
ambulance or

Medevac capability :

YES

NO

Patient capacity :

SINGLE

MULTIPLE - N°:

Level of en route/in-

helicopter) flight care : INTENSIVE CARE STANDARD
Number
Flight physician YES NO
Flight nurse YES NO
MEDICAL STAFF i _
on board Burn |nter_13|V|s_t/ YES NO
anaesthesiologist
Intenswlsj[/ _ YES NO
anaesthesiologist
Burn nurse YES NO
3. Availability of the assistance offered: (Date) from ..... [, /... to .../

4. Additional requirements:

21




8.6 Annex 6. Burn patient assessment sheet (

13)

EBA
' BURN TRIAGE PEDIATRIC ADULT
PATIEMT IDv
DATE OF ASSESSMENT: “:‘l'_'*‘E
DATE OF INJURY: LAST NAME
a GIRTH DATE
% WOUND MANAGEMENT SEX
)]
9]
E AGE
WEIGHT  apmission GENERAL STATUS
CURRENT
I:l SUSPECTED ¥YES MO
TESA INHALATION INJURY
TBSA wDEEP surns RESPIRATORY
VENTILATED | vEE WD
I:I ASSOCIATED TRALUMA | CHEST  ASDOMBAL  HEAD TRAGHEM TUES | 577 TRAGHECET Hons
LMBS
: ) Wi RR
OTHER: e
|:| MOHE o
ESCHAROTOMY YEE MO
CIRCULATION
NEEDED PULEE
BLOGD PREEEURE
|:| SURGERY NEEDED VASOPREESCRS | YEE HO
EXCISHIN AMD GRAFTING | YES MO Meajnea: s
OTHER | YES MO
COMMENT: IMFECTION MOME SKIM LUNG  BLOOD
I:I OTHER
TY¥PE OF DRESSING .
ANTIBIOTEC TREATMENT | YEZ  NO
TvPE
KIDNEY
Bl SCORE URINARY QUTPUT
Crzalining cleamnoe
ARSI BCORE Cresfinparures
IRRT | Hemofiiralion Hemodlalysis HO
Y Y NEUROLOGICAL
CA LA WAL | s v P U
N W CURRENT & v F w0
i il SEDATED | YEE  NO
el 1 -, P RAES [ =4 +3 +2 +1 0 =1 2 =3 4 <§
AN AT COMCRBIDITIES YES  MNO
(2% FE-d| f2, i2l ALLEREY
£ (14 i | [ =" MEDICINES.
e /| IRt 18] | |\ 1
A SR | Vol
ALY WA P PTPTAR SN FAST MEDUCAL HISTORY
] 1 W I pd ._,.I . y |I Ih
WA ! L1 J Ly | ,n, | )
1% A i 1% | Ty
|B| | B |B | B EVENTS
| ! | 1 |
|l { A
| [ !
l'. :. = | I: -
e
-.c.l '.':-' '.IC'.- .c_.' m%mmu MEEDED  WOTHEEDED  FUTILE
kA .I I . i f
1 %) !.1 ¥ 1% | | 1% FIT FOR TRANEFCRTATION | TE= HE REEMALUATE
':--\- L A L
B EnHED EMRUTE CRITIGAL STANDARD
Sheloh CAKRE, R, raiima, giaue-and Ldbas,
RECOMMENDED BURM cu | mEDIUM SURGHICAL
CENTER CARE LEVEL CARE WARD
PRIORITY LEVEL 1 2 3 4

13 Most recent version: https://www.euroburn.org/
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Abbreviated burn severity index

Pationt
Variable Characteristic Score
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0
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JTohiasen, J., Hiebert, J. M., & Edlich. R. F. (1982). The
abbreviated burn severity index. Annals of Emergency
Medicine, 11(5). 260-262.
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Fig. 2 - Nomogram for the Revised Baux Score for menabity following bumas.
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8.7 Annex 7. Specialised in-hospital triage and transport priority levels

The EBA provides guidelines on specialised in-hospital triage, to help burn assessment teams
prioritise patients for international referral, in cases where the UCPM is activated for a mass burn
casualty incident (*.

The basic principles are:
= inhalation injury is not considered for triage;
= only patients likely to benefit from specialised care should be transferred;

= more complex clinical conditions are expected to benefit more from early optimal treatment
— hence the recommendation to give the highest priority to evacuating the most severely
burned patients;

= if resources are limited, more stringent patient selection for evacuation is needed, but with
minimal changes in the assignment of priority level.

The EBA triage guidelines do not cover associated traumatic injuries. If the majority of patients have
trauma associated with their burns, military or civilian triage rules for mass trauma casualties may be
better suited to the situation.

14 See EBA guidelines for specialised in-hospital triage: https://www.euroburn.org/
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8.8 Annex 8. Standards for patient transport

The EBA provides detailed guidelines on the medical evacuation (MEDEVAC) of burn patients (*°).
The key aspects are summarised below.

Patient selection and care level

If the UCPM is activated, the national authorities of the requesting country take the final decision on
which patients are evacuated to another country, taking into consideration the burn assessment teams’
recommendations.

The burn assessment teams assess the required level of en route care as follows:

= critical: critically ill patients already undergoing intensive supportive treatment; or less
severely burned patients whose assessment has concluded they have a significant risk of en
route decompensation, which will require intensive treatment;

= standard: patients whose assessment has concluded they have a low probability of developing
severe en route complications.

All relevant patient information gathered by the burn assessment teams is made available to the
MEDEVAC teams and the receiving treatment facilities.

Transport mode

The following transport modes should be considered: ground ambulance, helicopter, or fixed wing
aircraft for individual or collective patient evacuation. The most appropriate mode of transport for
medical evacuation should be selected based on a) the distance/travel time, b) the severity of the
injury/injuries, and c¢) the number of patients. The EBA guidelines provide an algorithm to help select
the most suitable mode of transport.

Stages of transport

In case of ground transport, or transport by helicopter, the full range of transportation (from the
referring to the receiving treatment facility) is ensured by the country providing the MEDEVAC.

For MEDEVAC by air, three subsequent transport stages or ‘loops’ need to be taken into account:

1. upstream small loop: transport from the patient departure point (initial treatment facility) to
the airport of embarkation, under the responsibility of the affected country;

2. main loop: air transportation, under the responsibility of the MEDEVAC providing country;

3. downstream small loop: transport from the airport of debarkation to the receiving treatment
facility, under the responsibility of the receiving country.

Both of the small loops are typically done by ground ambulances, less frequently by helicopter.
These loops are time-consuming and entail additional logistical constraints, which must be taken into
account when planning for MEDEVAC by air.

1% See EBA guidelines on the transportation of patients: https://www.euroburn.org/
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Table: Transport stages and country contributions

Country contribution Transport stages performed
Affected country Upstream small loop

(referring hospital — airport of embarkation)
MEDEVAC/direct ground transportation Full range of transportation

(referring hospital — receiving treatment facility)
MEDEVAC/helicopter Full range of transportation

(referring hospital — receiving treatment facility)
MEDEVAC/fixed wing Main loop

(airport of embarkation — airport of debarkation)

Receiving country Downstream small loop
(airport of debarkation — receiving treatment facility)

MEDEVAC teams, assets and preparation

In order to ensure the adequate care and the safety of patients during transfers, the EBA
transportation guidelines cover:

= the advised composition of MEDEVAC teams, including staff qualifications;
= the required medical equipment and supplies;

= the key aspects of mission preparation and pre-boarding checks.

En route care

Continuity of care must be ensured during the whole transportation process, including during the
upstream and downstream small loops, if any. The EBA provides clinical practice guidelines on
managing burn patients, as well as guidance on key en route patient management issues and the
traceability of en route care.
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