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ABSTRACT

The purpose of this study was to establish if thsra practise of Disaster Triage in Kisii
County. The main focus was to determine if thereewRapid Response Teams in Kisii
County, to analyse their structures and systemstaneikamine the practise of disaster/
medical triage by the paramedics/ EMTs in Kisii 6yu The study was undertaken in Kisii
Town, Kisii County. It adopted an exploratory resbdadesign which utilised the census
method that aimed at contacting all the 18 paracsednd non probability (purposive)
sampling method for the key informants. Structurg@rviews, in-depth interview guides
and an observation checklist were used as keyoddigction instruments. The raw data from
the field was analysed using excel and presentééqguency tables.

On establishing the existence of Rapid Responsen3etne study revealed that they have
different roles that they are expected to playemmis of response to mass casualty incidents.
Worth noting is that the county does not have abwamce service of its own and therefore
it subcontracted Kenya Red Cross to provide amloelaservices and to act as first
responders. The incentive to hire subcontractoegher to reduce costs or to mitigate project
risks. In this way the general contractor couldehprovided by itself, at lower overall risk.

In regard to structures and systems of the Rapgb&ese Teams in Kisii County; the study
established that the institutions had structured systems that they operated under. The
study however notes that, there is need for thentyowio formulate a structure that
encompasses the institutions who act as first refgrs and come up with systems that are
tailored to suit emergency response.

As for the practice of Disaster Triage in Kisii @dy, it was established that all the

respondents knew the basics of a disaster triagdttivas a process of sorting casualties in
order of the extent of their injuries in mass cétyuacidents to do the most good for all.

Among the RRTS there are the paramedics/ EMTs winotlse casualties and begin initial

treatment. It was established that out of the 9sufambulances) that the total emergency
medical technicians worked with. The EMTs had or oncasion or another participated in
the practice of triage. Disaster Triage/medicade involves color codes. Because of the
magnitude of the casualties, they are tagged, dicapto the extent of injury they suffered.

88.89% of the total respondents were aware of tireect tagging process/colour coding

while the rest 11.11% were not aware of this. Isweted that not all respondents had
participated in drill exercises 77.78% of the raspents had participated in drills, while

22.22% had not.

In conclusion, though there are RRTs in Kisii Cquwith specific internal structures and
systems. Their is need for the different institnido have an official working relationship,
with a common structure clearly outlining the rthat each would be expected to play in
case a mass casualty incident was to occur. Them@sb need to constantly train the
paramedics/ EMTS on triaging through regular @xiércises.

The study therefore recommends that the countyldhloave an ambulance service and

paramedics of its own. It further on recommends tha official audit of the county
equipment and personnel to be audited for bettgrarese in case disaster strikes.

Xi



CHAPTER ONE: INTRODUCTION

1.1 Background of the Study

The world health organization defines an event dsaster when “normal conditions of

existence are disrupted and the level of suffeergeeds the capacity of the hazard-
affected community to respond to it. Where disastee inevitable and have occurred,
their impact can be substantially reduced by adeqpeeparation, early warning, and
swift and decisive responses that can also beregf¢o as disaster risk reduction. In as
much as there is emphasis on disaster risk redyctisasters will still occur. Focus

should be on how man is supposed to recover frasetldisasters, and especially the
recovery immediately after a disaster has strucka®der recovery is largely influenced
by the availability of resources, social suppoegcavery systems (community and
government), working organizations that offer aicture for rescue and relief work and

the victims’ sense of responsibility and capaatyecover.

While a disaster by definition overwhelms respocesgabilities, a mass casualty incident
(MCI) occurs more commonly and is defined as aasibm that places a significant
demand on medical resources and personnel (Tihtiealal 2002). Local response
capabilities might not be overwhelmed in this case much as medical resources and
personnel. But their efficiency in responding cimites significantly to successful mass

casualty management and response.

Mass casualty incidents (MCI) can take a varietyoofns. Transportation systems (road
traffic, aircraft, shipping, rail roads) account fmany such incidents, as does industry
(chemicals spills, factory files) buildings coll@psr burn. Poisonings can result from
sources such as restaurants or water suppliesad@iseutbreak can quickly outstrip the
ability of local health care facilities to contaamd treat them. In fact, the mass casualty
incidents that most countries experience on a eegbésis are major accidents-road
traffic, industrial as well as other incidents- lwitens of victims, rather than larger
numbers. For instance, about 1.2 million fataliteesur each year in traffic crashes,

dwarfing the numbers killed in officially designdtdisasters (WHO 2004). A significant



proportion of traffic crashes, involve mass casegalparticularly in developing countries
(Maskrey, cited in WHO 1999).

Mass casualty incidents do not discriminate, threyret only experienced in developing
countries but they significantly occur in developeountries that are assumed to be
prepared for disaster response. An example is ¢éipgehber 11, 2001 terrorist attack in
the United States. 19 militants associated with Igl@amic extremist group al-Qaeda
hijacked four airliners and carried out suicideaeits. Over 3000 people were killed and
several others injured. The joint commission orreditation of healthcare organizations
has reported that since the September 11, many saramunities in the United States
are struggling to meet the mandate for emergeneggredness and response that would
enable them to function on their own in the hourslays before help arrives. Readiness
barriers include lack of clarity about who is resgpible for preparedness and response
planning, what element of the planning and respgmeeesses are critical, how to
coordinate with state emergency management progeasmamd how to obtain and sustain

funding.

Mass casualty incident mapping was done duringvbieéd cup in South Africa; the risk
management division of the provincial governmentthd Western Cape was used to
determine the number of outsourced personnel dlaiia healthcare facilities. Results
showed that in Cape Town the personnel availablér&i response during a disaster are
17/100,000 people (population ratio) and 4.6/100 &-hospital providers. The number
of registered specialists was 33.8/100,000 poparatihis was in preparation for the
world cup event that had an estimate of 450,00@ebgol people to watch the football in
the stadium (Delaney 2001).

In mass casualty incidents, first responders usgdrmethods to sort out the victims.
Simple triage and rapid treatment (START), is theshcommonly used method of triage
in classifying victims based on the severity ofith@jury. The Start method was
developed in 1983 by the staff members of Hoag Halsand Newport Beach Fire

Department located in California. First respondessig START evaluate victims and



assign them into one of the following four categeyi Immediate (red), delayed
(yellow), walking wounded/ minor (Green), deceasgdéctant (black). The colours
correspond to triage tags, which are used by sageecies to indicate each victim’'s
status (Lerner, Schwartz, Coule, 2008).

Responders arriving at the scene of a mass casaadtgent may first inquire whether

there are any victims who are able to walk andthskn to relocate to a certain area.
Therefore identifying the ambulatory or walking vaked. Non-ambulatory patients are
then assessed. The only medical intervention usedtp declaring a patient deceased is
an attempt to open the airway. Any patient who a$ loreathing after the attempt is

classified as deceased and given a black tag. Nbefuinterventions or therapies are
attempted on deceased patients until all patieate tbeen treated. Patients who are
breathing and have any of the following conditioase classified as immediate;

respiratory rate is greater than 30 per minuteggpwnsive (unable to follow commands).
All other patients are classified as delayed. (Ban¥oenic, Schwultz, 1996). Disaster

triage in mass casualty incidents brings togetliféerdnt actors for proper response and
better results. They include the police, fire bdgathe hospital and organizations with
the capability of offering ambulance and pre-hadpdare like Red Cross, St John’s
Ambulance and many others.

With the strength of the above, it can be takearamdication that collaborations need to
be expanded and common approaches adopted incladiwgto bring each actors on

board despite their identities, structures, intsraad mandate, for response in disasters.

1.2 Statement of the Problem

Substantial work has already been done and comtituée undertaken throughout the
country to improve the ability of healthcare systemo respond to public health
emergencies. Much of the planning in this areadeswon increasing the surge capacity
of affected delivery systems through the rapid rimdtion and deployment of additional
resources from the community, state, regional ¢ional levels to the affected area and
identifying the available equipment and resoura#ferin of institutional capacity to

respond to mass casualty incidents. Research was @o determine the capacity of



different counties in Kenya to respond to disasbgrthe Ministry of special programmes
in 2006, under Office of the president in the faling areas; Kisumu, Eldoret, Nakuru,

Mombasa and Nairobi. Below is a summary of theifigsd;

Kisumu County: Given the developments in Kisumu and the numbeterhents at risk,
the city had far below capacity emergency equipsmertept for the health facilities. For
example the fire tenders for the city at the muyaticouncil are only two and one is
completely grounded while the other needed refdie Kenya Red Cross society had a
warehouse in Kisumu that was underutilized. Thdlytfat the warehouse could be used
as a strategic point to store response gear. Kissemnves as a port; however, both the
Kisumu Railway police and the port did not havee fiighting equipment. As for
ambulance services, the only identified ambulameeices, apart from the hospital ones,

was the St. John one. However, the van at thetSt das not fully equipped.

Eldoret County: The known emergency equipment in Eldoret, were dew of those

that were known they were not streamlined in anyntd system of access. It was
relatively endowed with health facilities. At thiene, Eldoret town had one fire tender
which was under repair (specifically, it had natglg. Most encouraging is that the town

had just acquired an emergency response gear gqlijpped.

Nakuru County: Nakuru had health facilities that had not beenastiged into an
emergency management system. The Kenya Red Crogsty5m Nakuru is a big asset
and if properly utilized, both its warehouse, amihbfood stocks and non food can be
very useful during emergencies.

The municipality council facilities were very muehanting. The fire tender, though
moving, was not properly equipped in any way tchfigny kind of fire. The water
company did not seem to have records of hydrantthentown. Overall the disaster

management team was not functional.

Mombasa County. It was evident that they had done a sector wiglra@ach (SWAP)

analysis to help them improve their health car¢esys



At the police headquarters it was evident that thay difficulties in responding to
disasters effectively because they had emergeneyg khat were not functional and that
were misused by the public. The police also hadangaate facilities for instance there
was only one boat and could therefore not resporska disasters effectively. However,
despite all this the police collaborated with oth@ganizations such as St John’s
Ambulance for trainings in First Aid and in FireilBy and provision of ambulances.

The St John’s Ambulance had most of their emergestyipment in good working
conditions. But it was apparent that there waggaghp in disaster response measures and

that there was a lack of co-ordination of resousresngst stakeholders.

Nairobi County: In Nairobi there was networking, partnerships asallaboration
between government, NGOs, and the private secttarins of disaster management and
response. However it faced certain challenges hiaat an impact in the use of the
capacities that existed. The challenges includedednto change attitude and
commitment, needed for building teamwork, policyforen including legislation,

ignorance of the law and enforcement.

The goal of medical response to a mass casualtygt @geto save as many lives as
possible. To achieve this goal, health and mediea¢ will have to be delivered in a
manner that differs from the standards of care #mgly under normal circumstances.
This can be achieved through adequate preparedmesproperly documented Mass
Casualty Management Systems. That encompassesaing of units, organizations and
sectors which work jointly, through institutionats procedures, to minimize disabilities
and loss of life in a Mass Casualty event throunghefficient use of all existing resources
(PAHO, 1995).

The Mass Casualty Management System is based ergspablished procedures, to be
used in daily emergency activities and to be adhfiteneet demands of a major incident,
maximizing the use of existing procedures, multtgeal preparation and response and
strong pre-planned and tested coordination (PAHIO5)L To implement this system in a

Mass Casualty Event, there are standard operatiocegures that are used. A Mass



Casualty Incident may be declared at the scenédjnitial responding units. Each team
has a team leader that is most experienced. Thesedures shall be implemented when
personnel on the first arriving unit determine wivdt be required to transport all victims
from the scene to area hospitals. Extreme careldHzel taken to minimize risk on

respondents.

The officer in-charge on the first arriving EmerggnResponse Team shall be
responsible for the initial scene assessment andde@tion of the MCI response. He
/She shall assume Incident Command per departnodiny@nd procedure and notify the
Communications officer. The size-u report includiee nature of the incident and an
approximation of the number of victims, allowingethcommunications office to
anticipate the resources required to meet the imateedeeds. The Incident Commander
directs and coordinates all scene operations inuudoutes the ambulances use and
should notify the communications officer on thoseites on the radio. The Incident
Commander is also responsible for assigning peedaonfill the roles of Triage Team
Leader and Transportation Team Leader. These avegassigned to adequately trained
personnel. The triage team leader’s first respdlitgiis to provide rapid triage using the
Simple Triage and Rapid Treatment (START). Thisurezs the use of triage tags. The
triage team leader works with the transportati@mdeader to ensure the victims have

reached the hospital.

The above can only be successful through avaitglol resources, qualified personnel
and proper coordination. The government of Kenya haen working with private

organisations like the Kenya Red Cross to decesdrand distribute resources to the
counties for Disaster Preparedness and ResponsayaK®ed Cross signed a
memorandum of understanding with the Kisii Countyeynment to provide advanced
pre-hospital emergency medical services in the ourhey also gave the county 9
ambulances. (Daily Nation October 22, 2013). Thegnwahead to sign another
memorandum of understanding with Kisii Universitg train paramedics at the

university.



There is no official report on Disaster Responsan®lor Mass casualty Management
Systems in Kisii, it's also not documented if théees been coordination of the different
Institutions in case a Mass Casualty Incident aeclrlf there is no documentation of the
resources each institution has at a central ursbafrol and an emergency occurs then it
will be difficult to act fast. This is an explorayostudy aimed at establishing if there is a
practice of disaster triage in Kisii County, ifdbnforms to the standards of operating
procedures and to identify the capacity of theedé@ht Institutions in terms of personnel,

equipment, vehicles available in case a mass dgisoeident was to occur.

1.3 Research Questions
The research was guided by the following questions.
1. Are there Rapid Response Teams in Kisii Countyctvimstitution do they work
for and what's the location of that institution?
2. Do they have structures and systems that they tgperaer, what collaborations
to Institutions with the same mandate do they have?
3. Do the Rapid Response Team paramedics have knosviadg working Disaster
Triage, What material do they have in relationhtese?

1.4 Objectives of the Study
1.4.1 General Objectives
The research sought to establish if there is atipeaof Disaster Triage in Kisii County.
1.4.2 Specific Objectives
1. To establish the existence of Rapid Response TeaKisii County.
2. To analyse the structures and systems of RapiddResplreams.
3. To examine the practice of Disaster Triage by thsi lRapid Response Teams
(paramedics).

1.5 Scope and Limitation of the Study
The study sought to find out if Kisii County has engency response teams in case of

mass casualty incidents, and if those teams hallequaified team leaders. Focus was



on their composition and roles, challenges’ andirgppmechanisms. The study
established that the paramedics/EMTs were infororedhe components of a working
triage. The study further on established if theg thee equipment needed for a successful
triage to take place and if the fire fighting equgnt and ambulances were in working
condition, how many they were and where they wéaéiamed. Specifically the study
sought to find out the position of response gdahdre was a command chain that would
be used in case of any Mass Casualty Incidentsaali@morandum of Understanding
between the institutions.

The researcher concentrated on the practice o$tdisaiage by paramedics who are the
experts in the practice of triage but missed outkoowledge of other rapid response
teams who include the police, other medics liketalscand nurses and fire fighters. Who

must be present during triaging.

1.6 Definition of concepts
The following definitions applied for the purpos#ghis research project.

Triage is the prioritization of patient care (or victintkring a disaster) based on
illness/injury, severity, prognosis, and resourgailability. The purpose of triage is to
identify patients to a predesigned patient care,atesreby prioritizing their care, and to

initiate diagnostic/therapeutic measures as ap@i@pfMace E.S and Mayer T.A, 2006).

Disasteris a serious, sudden calamitous event that seyiaisiupts the functioning of a
community or society and causes human, matenml, economic and environmental
losses that exceed the community’s or society'fitglido cope using its own resources.

Though often caused by nature, disasters can hawarmorigins.

Paramedicsis often one of the first healthcare professionalshe scene of a accident or
emergency. They are usually one of a two-personuéanbe crew, with an emergency
care assistant or ambulance technician to asgist.th



Mass casualtiess any number of casualties in a relatively siperiod of time, usually
as the result of a single incident such as a staditampede, aircraft accident, road

accident, hurricane, flood or armed attacks.

Mass casualty incidentoccurs more commonly and is defined as a situdhiahplaces a

significant demand on medical resources and peeddmmtinalli et al 2002).

Institutional capacity encompasses on one hand, the functions taskscngetencies
to perform and on the other hand resources (hurteshnical and financial) and
structures they need to that end.

Disaster/ emergency Managemenis the organised analysis, planning, and decision-
making, allocation of resources, roles and resjniitsds to prepare, prevent, mitigate,

respond and recover/rehabilitate from disruptionslibasters.



CHAPTER TWO: LITERATURE REVIEW AND THEORETICAL
FRAMEWORK

2.0 Introduction

This chapter reviewed existing literature on massualty Incidents and the practise of
Disaster triage in Kenya and Globally.

It introduced the phenomenon mass casualty incidedtdisaster triage. Structure of a
disaster related triage and the operational sigéiragency planning. challenges and the
future of disaster triage.

This section also described the theoretical franmkewad its relevance to the study.

2.1 Mass Casualty Incident

Mass casualty is any number of casualties produtedrelatively short period of time,
usually as the result of a single incident sucla atadium stampede, aircraft accident,
road accident, hurricane, flood, or armed attack #xceeds local logistics support
capabilities. In the case of armed attack, GarydegfDirector of National Consortium
for the Study of Terrorism and Responses to theofés at the University of Maryland,
said Al Qaeda, the terrorist organization founded ®sama Bin Laden, and was

responsible for fomenting more mass casualty atdtdn any other groups in history.

The Japan triple Disaster 2011 (Earthquake, Tsundmoiclear meltdown) David
Pachioli, 2011 reported that the chain of calarbiggan with a massive rupture in the
ocean floor there was an earthquake. The tremendputhrust from the sea flour
unleashed a series of enormous tsunami waves eAtukushima Da-ichi nuclear power
plant, the earthquake had already knocked outradigt but emergency backup systems

seemed to be functioning property.

Then the Tsunami hit, flooding the plant and incipéing its backup generators,
without their cooling systems three of the plamtsreactors began to overheat, the build
up of hydrogen gas generated by melting nucledrrasilted in colossal explosions in

these three units and damage to the containmerdt@te of a fourth reactor, thousands
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of tens of water were poured in to the reactorsnfnwater cannons, fire trucks and
helicopters. The water picked up radioactive isetofrom the reactors and eventually
drained to the sea. The tsunami alone killed 20,080ple, and displaced more that
150,000 others. Economic losses have been estimat@aywhere from $ 250 billion to

$500 billion.

According to (Husted, 2011) a Mass Casualty Indidean event that exceeds the health
care capabilities of the response. It's presentnwhealth care needs exceed resources.
While a disaster by definition overwhelms respomsgabilities, a Mass Casualty
Incident occurs more commonly and is defined agumtton that places a significant
demand on medical resources and personnel (Naji, €000). A commonly occurring
example of Mass Casualty Incidents in Kenya is dtiple vehicle or bus collision.
Regardless of whether a situation is classified asedical disaster or a Mass Casualty
Incident, it requires rapid and effective triagetinogls. In order to optimise overall
patient outcomes in a catastrophic situations gtiieia shift from doing what is best for
the individual patient to doing the greatest good the largest number of people.
(Koenig et al 2006).

According to (Penny, 2007)the basic operationahgyples for dealing with an incident
which results in mass casualties are the same asrf@jor incident and all organizations
that contribute to disaster response must havengricy plans that;

1. Demonstrate that they fully understand the scatereture of the disruptive threat(s)
to their organization and any actions that may beded, though involvement in
multi-agency risks assessments in their area.

2. Include appropriate measures to prevent an incidémossible, or to mitigate its
effect on the health of the community.

3. Place particular emphasis on inter-operational amdtual aid-both within and
between strategic health authority regions, andh whe Devolved Administrations

where applicable.
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4. Consider measures to utilize all existing Natiddakpital Services capacity in acute,
primary and independent care settings more intehgitaking into account the need
for a sustainable response.

5. Recognize the potential need to expand existingagpto cope with larger numbers
of patients, including the possibility of introdagirevised treatment protocols.

6. Include proposals to utilize and deploy staff diéietly where that is required.

7. Facilitate joint working by adopting common corestgyns and equipment as far as
that is practical.

8. Promote and support a return to normality as sedeasible

9. Undertake a structured debrief.

2.2 Particular challenges

Mass casualty incidents will involve a step chaimgéhe demands that are made on all
parts of the National Hospital service and partrganizations. Doing more of the same
is unlikely to be adequate- organizations and te&ff will need to adopt a different

approach to their planning and response for sucldents in order to cope. For the
response to work effectively there needs to be alevhystems approach into the way
healthcare is delivered. This means all sectiorth@National Hospital system, including

primary care organizations, foundation trusts, th@éependent sector, and voluntary
sector partners need to be engaged in any straagcgency pre-planning work as well

as the operational response (Penny, 2007).

Penny, 2007, further on says that some of the fa¢ttat distinguish a mass casualty’s
incident from a more typical major incident arelikely scale, duration, intensity and the
probability that there will be other compoundingcttas such as loss of services/
infrastructure, shortage of essential supplieshergdossibility of civil dislocation. They

are likely to involve greater numbers, both in terof casualties and facilities, and could
involve either incidents occurring simultaneousty, at multiple sites (either in close
proximity or more widely spread). It is also likdlyat there will be significant media and

public information challenges, which should be ¢desed in local planning.
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2.3 Disaster Triage

Triage is the prioritization of patient care (or victintring a disaster) based on
illness/injury, severity, prognosis, and resoureailability. The purpose of triage is to
identify patients to a predesignated patient caea,ahereby prioritizing their care, and
to initiate diagnostic/therapeutic measures as apm@te (Mace E.S and Mayer T.A,
2006).

The term triage originated from the French verbrtivhich means to sort. During the
time of Napoleon, the French military used triageserve as a battlefield clearing
hospital for wounded soldiers. The U.S Militaryisst use of triage was during the civil
war. Triage on the battlefield was a distributi@nte from which injured soldiers were

sorted or distributed to various hospitals.

Other situations which the triage process has bemployed, in addition to the
battlefield, are during disasters, following Masss@Galty Incidents (MCI), and in
emergency departments. Triage during a disasteolvies field triage, which sorts
disaster victims into categories ranging from treking wounded to those with injuries

who are salvageable to the unsalvageable and e de

2.3.1 Field Triage

Field triage by Emergency Medical Services persbiméhe assessment of individual
patients with the purpose of determining the magxgir@priate receiving facility. The
development of trauma systems led to trauma tilag@ee-hospital care. This is based on
the principle that patients with life threateningserious multiple injuries from trauma
have a better outcome when transported directly facility staffed and equipped to
provide resuscitation and definitive treatment. Em® is to send all seriously injured
patients to a trauma centre without overwhelmirg résources of the trauma centre by
over-tagging. Occasionally a trauma patient mayalgpthe closest hospital to be

transported directly to the trauma centre. (HeigeAlf, 1989).
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2.3.2 The Triage Process

The purpose of disaster triage is to identify cally ill patients and assure that they
receive immediate resuscitation, the main principééng to do the most good for the
most people. It is possible during a disaster Withited response resources, some
patients who have little or no chance of survivall not be resuscitated. (Waeckerle J F,
1991). It's often a difficult concept for healthegproviders to ration resources and not
expend efforts to resuscitate patients who areidered rear death in order to save
others. Comfort care should be provided to the glypatients when resources become

available.

As with disaster triage, there are different systéhat are used in the process of triage.
Triage systems vary according to where they afgetapplied. One of the Standardized
systems for Mass Casualty Incidents is the Simpieg€é and Rapid Treatment (START)

technique (Schutz C H et al, 1996). This is basedapid assessment of Respiration,
Perfusion, and Mental status (RPM casualties wieoaanbulatory are asked to move

away from the immediate area of the incident.

These walking wounded are categorized as “greemiioor. The remaining patients are
sorted into unsalvageable, immediate and delayetelpatient has a patent airway and
is breathing, by assessing the respiratory rat80(per minute or <30 per minute), the
radial pulse (present or absent), and the mera#list(follows commands: yes or no).
Unsalvageable patients are patients who are neaitlhng even after positioning their
airway and are classified “black” or deceased. "Réthmediate) patients have an
immediate threat to life or limb but, if given imdiate care, will probably survive.
Examples include a patient with altered mentalustatabored respirations, or shock.
“Yellow” (delayed) patients have significant injas but can probably tolerate a 45 to 60

minute wait without undue risk.
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The figure below shows the SAVE triage system: ib@ocoded tagging method used to
categorize disaster victims. It has been almostarsally adopted and incorporated into

existing triage systems. (Kenedy K. Et al, 1996).

1. Red Triage Tag (“immedgator T1 or Priority 1): Patients whose lives
are in immediate danger and who require immediatgrment.

2| Yellow Triage Tag (“Delayear T2 or Priority 2): Patient whose lives are
not in immediate danger and who will require urgemit immediate, medical
care.

3. | Green Triage Tag (“Minirfiaor T3 or Priority 3): Patient with minor

injuries who will eventually require treatment.
/Sl lBlack Triage Ta (“Expectaor No Priority): Patient who either dead or

who have such extensive injuries that they canmotséved with the limited

resources available.

Kenedy et al, (1996), Goes ahead to state thaexpectantcategory can be the most
challenging for care givers from an ethical andeamotional stand point. While it is
logical to help the greatest number of victims idigaster, it is difficult to walk away
from a person who is on the verge of succumbinggt@re injuries. As the world medical
association reminds us, it is ethical for a physidio persist, at all cost, at maintaining
the life of a patient beyond hope, thereby wastmgo avail scarce resources needed
everywhere. (World Medical Association Publicatidvay 11, 2010). Lee 2010, says its
important to note that patients need to be reasdagpeatedly, and initial color-coded

triage designations can change over time.

2.3.3 START Triage.

The Secondary Assessment of Victim Endpoint (SAYEge system was developed to
identify patients who have the greatest possibditypenefit from care delivered austere
field conditions. (Benson M. et al, 1996). SAVEeimployed when patient transport to a
definitive care facility is not available for dagad treatment within the “golden hour” at

a medical centre is non-existent (Schultz CH, 1996)
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The three patient groups according to the SAVE&iare:
1) Patients who will die no matter what treatmenteisdered,
2) Patients destined to survive whether or not cagavisn, and
3) Patients for whom significant benefit will be oltadl from “austere field
interventions” causalities who would benefit masinii early evacuation (e.g. , a

patient with intra-abdominal haemorrhage) are degeg as “first out”

2.4 The future of Disaster Triage

With the increase of Disasters in a era of dimimglresources, and the publics demand
for more rapid treatment along with governmentgutations and the focus on patient

safety and quality, triage will be expected to perf an even more complex and

important role in the future. (Richardson L.D et2002). Triage in the future is expected

to have new systems and processes and expandedltaphto streamline patient flow.

Current technology such as in room registration amtharge by mobile patient
registrars using laptop computers may be replagebbd held devices. More elaborate
instantaneous patient tracking systems are posdidal time communication via cell
phones or microchip tracking technology will alléke triage nurse to instantly see and
communicate with patients and families in the wagtroom and other areas. Medical
information, including medications, allergies, ammhst medical history, will be
automatically available via computer, rather thaanoally entered, in a fashion that
protects patients confidentiality. (Barthell E. tNa¢ 2004).

Such advances, however, are dependent on the aecefisancial resources and

continuing technological advances.

2.5 Theoretical framework

2.5.1 System Theory

System theory was founded by Ludwig Von Bertalan¥i§lliam Ross Ashby and others
between the 1940s and the 1970s. It's the trangthsp study of the abstract
organisation, interdependent of their substancpe tyr spatial or temporal scale of

existence. A system is said to consist of fourgdrhe first is objects- the parts, elements
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or variables within the system. These may be physic abstract or both, depending on
the nature of the system. Second, a system consisttributes- the qualities or
properties of the system and its objects. Thirslystem has internal relationships among

its objects. Fourth, systems exist in an envirortmen

A system then is a set of things that affect or@laar within an environment and forms a
larger pattern that is different from any of thetpaThe fundamental systems interactive
paradigm of organizational analysis features theticoal stages of input, throughput
(processing), and output, which demonstrates theeq of openness/closedness. A
closed system does not interact with its environmiémloes not take in information and
therefore is likely to a trophy that is to vanigkn open system receives information,
which it uses to interact dynamically with its emviment. Openness increases its
likelihood to survive and prosper. Several systemaracteristics are: wholeness and
interdependence (the whole is more than the sumllgbarts), correlations, perceived

causes, chain of influence, hierarchy, goal-origniteterchange with the environment.

A system is composed of regularly interacting derdependent groups that form a
whole. System thinking is a holistic approach tfeetuses on the way that a system’s
constituent parts interrelate and how systems veeetime and within the context of
larger systems. The systems thinking approach aststrwith the traditional analysis

which studies systems by breaking them down inetr geparate elements.

2.5.2 Assumptions of the system theory
Based on Russell Ackoff’'s suggestion that a system set of two or more interrelated
elements with the following properties:
1. Each element has an effect on the functioning ®fthole.
2. Each element is affected by at least one othereglein the system.
3. All possible subgroups of elements also have trst fivo properties. (Ackoff,
1981, pp, 15-16)
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An example is a county as a whole but in the codlnéye are different organizations/
institutions including , hospitals, NGOs, schoaise police, fire brigade that work
together for the well being of the community. Inseaof an incident that leads to
casualties all these functions are required to wodether in order to produce desired
results. The county has units that coordinate thigerent institutions so as they can

interact.

Integrated disaster management, Involves complerdations within and between the
natural environment, systems theory is based ordéfiaition of a system- in its most

general sense as a collection of various structamal nonstructural elements that are
connected and organized in such a way as to ach@we specific objectives through the
control and distribution of material resources,rggeand information. The basic idea is
that all complex entities are composed of diffeetnents linked by strong interactions,

but a system is greater than the sum of its pafiegke et al, 1993).

Von Bertalanffy emphasized that real systems arenof and interact with their
environments, and that they can acquire qualithtiveew properties through
emergencies, systems theory focuses on the arramjesh and relations between the
parts which connect them into a whole (wholism)t pimper disaster recovery all parts
of the system must work interdependently and supgach other. From government to

Non- governmental organization in coordinating pquént and resources.

2.5.3 Critique of systems theory

Lillianfeid (1978) pegs systems theory as the idgglof the planner and the bureaucrat,
but also identifies the systems approach’s fatlfhs its lack of utility. The systems
approach does not work well enough to stand oovits merits. Gerson (2007), Hughes
and Hughes (2000), and others have also arguedybms approach fell out of favor
because it didn’t work well enough, especiallyhe tase of solving the problems of the
cities in the 1960s.
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In the early 1970’s the sociologist Ida Hoos cizétl systems approaches extensively,
especially its role in planning, management anceguwent. Hoos faulted systems for its
promiscuous use of quantitative models, that is dsing tools that might not be
appropriate for the situation at hand. She alsebed that systems left insufficient room

for the ‘human factor’ of real people acting in wayot predicted by the system.

But just as the systems approach did not fall beeaiudid not function well enough, it
also did not fall because it had a few critics.Heatthe systems approach, especially the
systems- managerial tendency within it, was tiedtlie fate of the larger social
arrangement that made planning, management, articbceeem like viable and desirable
options for working with complex phenomena in goweent, in organizations, and in
nature. The under pinning of those assumptions vaeied, beginning in the 1960s, and
increasingly in the 1970s until the systems apgromas mostly abandoned along with

the strategies and institutions that had previossfported it (Pickering, 2010).

2.5.4 Mass Casualty Management Approach

Mass casualty management approach includes prelisbtd procedures for resource
mobilization, field management and hospital reeeptit's based on specific training of
various levels of responders and incorporates lidta/een field and health care facilities
through a command post. It acknowledges the needh fmulti-sectoral response for
triage, field stabilization and evacuation to addpthealth care facilities. The
development of this approach was based on theadi#y of large amounts of human

and material resources (“adequate manpower angregut”)

Attempting to replicate this approach in a countith limited resources does not result
in the expected level of effectiveness. In suchasibns, the mass casualty management
approach should be adapted with special attenfi@ngo a country’s specific situational
problems (Butman, 1982)
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2.5.5 How the approach is related to my study

In seeking to establish if the rapid response temn&sii County are well versed with
the practice of disaster triage in case a massaltg®vent was to occur. It's important to
note that there are standards of operation proesduor different disasters. Preparedness
is very important, for it gives a direction thasaster response and recovery will assume.
For a successful triage to take place in a casuatigent there should be properly pre-
established procedures for resource mobilizatiaeld f management and hospital
reception. This is drafted in a contingency plaat tehould be held at certain control
centers. In this case the county should have angericy plan and a copy given to the
different team players example the police, Kenyd B®ess, main hospitals (Kisii level 5
hospital), five departments and any other teameplajhat consists of the role each party
is expected to play in case a mass casualty incm=urs. The contingency plan should
have a clear chain of command.

This approach is suitable because it's based oava#ability of adequate manpower and
equipment but in case a country has limited ressyrand then the approach can be
adapted with specific attention given to the colms$pecific situational problems. In this
case, it can apply in Kisii County; it's tuned teetmaterial and human resources at the

dispersal of the county.

2.5.6 Critique in developing mass casualty managemieapproach.

Limited human resources; Due to a shortage of humemources, a country will
experience difficulties in developing, training anthintaining specialized personnel.
Since staffs are fully occupied with daily routitesks, it will be difficult to develop a
mass casualty management approach with staff exelysreserved for emergency
management. These countries, therefore, must eippleesist at a lower level of

organization or they are forced to “import” a natepted organization.
Limited material resources, this can be one seagriddiary hospital for an area that is

equipped few proper mass casualty response andmalintransport resources

(ambulances).
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Lack of radio communications; the three conditiaimve will prevent a smooth and
well-coordinated dispatch of victims of a mass adtyuincident to various health care
facilities. Rescuers will be obliged to carry aiktims to the only care facility available,

which may overwhelm the health care system.

Poor communications (topography and isolation).esscto a mass casualty incident site
will be hindered by difficult topography. Road euation of victims is difficult in
mountainous areas, particularly in developing coest This delays the arrival of the
victims to the care facilities.

Moreover the transportation of patients under cliftti conditions will have a negative
impact on the patient’s status. Certain topographiyalso result in problems with radio
communication a basic requirement for the orgaiupatf rescue.

Isolation, external assistance will have difficulgaching isolated areas. This isolation
can be permanent (for example in the case of isleerdote mountain areas, or forest
settlements) or temporary (after floods, landsidesw, or bridge collapse). The disaster
response plan in these areas must take into coasae the fact that they can stay
isolated for extended periods. This dimension niestincluded in any mass casualty

approach.
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Figure 2.1 Conceptual framework
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There are different emergencies that can lead tssnwasualties, including fires,

stampedes, explosions, road traffic accidents antblthreats.

For the emergency response teams to save livesreohace the impact of these

emergencies they require triaging. Triaging ispghecess of sorting out the victims of an
emergency in order to save lives, reduce the urgemten to each hospital and to provide
rational distribution of casualties to the hospgitaln medical triage/disaster triage
treatment priorities are assigned, victims of measualty incidents are separated into

easily identifiable groups and prioritization otigat distribution and transportation.

For the whole process of medical triage to be ssfak it depends on institutional
capacity in terms of personnel, equipment, techrkoawledge and the systems and
structures in place in relation to emergency respon

If the capacity is sufficient and triage is progedonducted, then lives will be save,

pressure reduced from the hospitals and most irmpbitie contingency plan is tested.
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CHAPTER THREE: RESEARCH METHODOLOGY
3.1 Introduction
This chapter sets out the research methods th&t wssad in data collection, processing
and analysis. It has the following sub-sectionssd&ech design, site description,
sampling procedure, methods of data collectionlstaanit of observation and analysis,

data collection procedure, data processing and/sisand ethical considerations.

3.2 Research Design

Research design guides in data collection, anadysisinterpretation. This study used an
exploratory study design and it sought to estabfishere were rapid response teams in
Kisii County, if they were there, were the paramedaware of the components of a
working disaster triage, in case a mass casuatigent was to occur within the county.
The study established the existence of rapid respdeams in Kisii County, their
knowledge of a working disaster triage, capacityterms of equipment and how to

respond to a mass casualty incident.

3.3 Site description

The study was carried out in Kisii town, Kisii Caynlt was the headquarters of the
original and larger Kisii District before it waslgpo create Nyamira district into the
north and Gucha, a district in the South. Howevigh the passing and the promulgation
of the new Kenyan constitution in August 27, 20Gdcha District was re-absorbed back
into Kisii County; Nyamira District has been renamiyamira County. Kisii has an
estimated population of about 1,152,282 million amannual growth rate of 2.75%
according to the 2009 census. It's the main urb@h @mmercial centre in the Gusii
Highlands and the South Nyanza Region. The popuadf Kisii town is currently at
200,000, as per 2012 estimates by the local govemhnit is the second most populous
town in Nyanza after Kisumu. Below is an overvieWimstitutions that comprise the
Rapid Response Teams;
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Kenya Red Cross

The offices are located in Kisii town. For many rge#d has been the main organization
that responds to disaster in Kenya. There is ndisaster/ emergency situation that can
happen in the country without us witnessing thegspnce. They provide ambulance
services and personnel in many parts of the cowrtdyKisii is not an exception. There

are currently 9 ambulances with 18 paramedics/nie@ns in the county, who are

stationed in the 9 sub counties in Kisii County.

Kenya Police

Located within the town centre, it's the law enfarent organ in the county. The police
play a key role in emergency situations; they aqgeeted to provide security, map the
scene of the accident, protect property, recorgistants and can even come in handy in
transporting and identifying the dead. At the tiafehe study, the police had undergone
first aid training and even had a competition oresgancy response in the first week of
May 2015 in Kisumu. They had tapes for mapping @a dut no ambulances or other

heavy equipment.

St John Ambulance.

The Institution is located in Kisii Town. Just likeenya Red Cross, their main mandate is
to provide ambulance services and train persommelmergency response/ first aid. By
the time of this study, they had no ambulanceshefrtown. Had 50 trained active

community members (Volunteers).

Kisii County (Department of Disaster Management)

The department of disaster management in the casiidgated directly opposite the Post
Office in Kisii Town. The fire trucks are controfldoy this department and they are two.
By the time of the study they were both in good kireg condition and parked outside the
county offices. The county has contracted Kenya Redss to provide ambulance
services in case of emergencies. The county hatldibional ambulances other than the

ones with Kenya Red Cross.
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Kisii Referral Hospital

Kisii level 6 Hospital is located in Kisii Town,’stthe main hospital in the county and
presumed to have equipment and personnel to redp@rdergencies. With its growth, it

has a larger bed capacity and some complex opesati&n be done there. By the time of
this study it had shortlisted paramedics, but is wat confirmed when they would begin
operations. The hospital depended on the Kenya@®eds Ambulances for the ones it

had were no longer in working condition.

Inform Africa, 2012, gathered that the county hamad amount of health facilities open
to over 1 million residents living in the area, iKisounty has 4 district hospitals, 9 sub-
district hospitals, 80 dispensaries, 23 healthresntl2 medical clinics and 2 nursing
homes. Notable hospitals include: Gucha and Kedemral hospitals and Tabaka Mission

Hospital.

Areas likely to produce mass casualties in Kisii

The Kisii Stadium (Gusii Stadium); normally the venue is scheduled for Kenya premie
league (KPL) soccer tournaments and locally orgahiporting events. It also hosts an
annual Agricultural Society of Kenya show, and numae political rallies. These events

might lead to stampedes, which can lead to massattgevents.

Fire outbreak in schools schools are not safe either from disasters lileedutbreaks. If
there is an incident like it, will the county hathee capacity to respond and manage it?
Schools in Kisii town include Kisii High School, Kei girls, Nyabururu girls, Cardinal

Otunga High School, Kioge Girls, Itierio Mixed, anthny more.

Roads Kisii County has experienced gruesome road aotsdeThat have in the past
produced a number of mass casualties; Example iadtident involving a school bus for
Rioma secondary school in the Nyambunde area, $asnétlocation, on f0July 2013
that consumed 20 lives and over 50 injured studemdsteachers. On 3August 2007 a
multiple vehicle accident in the Daraja Moja ard&kigii Town, more than 30 people

were reported dead and over 23 injured. And manieroases.
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Manga Escarpment Kisii; the Manga is a dormant volcanic hill. Meaning,h#s
potential to erupt, just that it's not known whéfany people have settled on the hill and
around it. If it was to erupt it would lead to tlsaumds of casualties. Manga is a potential

area for mass casualties.

3.4 Sampling Design and Procedure

Non probability sampling technique (purposive sang)l was used to select key
informants for in-depth interviews, who includedelDirector for Disaster Management
in the county, The OCS Kenya Police in Kisii CoyrfRepresentative Kenya Red Cross
Kisii County, Representative St John’s AmbulancesiiKCounty, and the Nursing
Services Manager Kisii Referral Hospital, this vbi@sause the researcher had to identify
the most appropriately placed person in terms g@iesgnce, knowledge, authority and

expertise.

All the paramedics in charge of emergency respangasii who are 18 in number were
interviewed therefore a census. The major condideravas that the paramedics were

best placed to give their opinion and experienndhe practise of triage.

3.5 Methods of Data Collection

This study used interview method and direct obgemafor visual capturing of
equipment. Interview method was suitable becauseabled the researcher to pursue in-
depth information around the study. Face to faceriews were conducted with the
paramedics in order to obtain required informatfioym the paramedics. Use of this

method was appropriate to help clarify questionsrder to get the right responses.

In-depth interviews were conducted with the keyoinfants to enable the researcher

gather rich information on key areas of the study.
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3.6 Tools of Data Collection

Interview schedules were developed for the parassedsimply put, an interview
schedule is a pre-coded tool that specifies theroathd the wording of questions and
often filled by an enumerator. Structured intervisghedules were administered to the
respondents and answers were recorded alongsidgutstions and coded. While the
information sought from the paramedics was the samaifications on the questions
were made for each respondent to ensure they gavimtended information. Therefore
the researcher factored in the issue of reliab#igpecially internal consistency in the
interview guides.

Interview guides were designed and used to gatheepth information from the key
informants. They were precise with brief open endeéstions addressing the three
objectives of this study an observation checklisiswised to guide the researcher in
identifying if the institutions had equipment, antiagency plan or emergency response
systems.

3.7 Unit of Analysis
In this study the units of analysis were the RRTspecific the paramedics/EMTs who
carry out disaster/ medical triage. The study soughestablish if the Rapid Response

Teams are adequately prepared to carryout disasége on case a mass casualty
incident occurred.

3.8 Unit of Observation
The study focused on Rapid Response Teams in ®asinty.
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3.9Data collection procedures

The researcher obtained an introductory letter fthen university identifying her as a
student and that the research will be entirelydoademic purposes. Then a visit was
made to the study sites and permission sought fhemelevant authority and a date was
set for the start of the interview.

3.10 Data processing and analysis
Reponses to specific questions were summarizecddcadd categorized using common
themes and phrases relevant to the research queslibe data collected was analysed
and presented in frequency tables.

3.11 Ethical considerations

The researcher arranged a meeting prior to theviete date so as to notify team leaders
of the Rapid Response Teams of the intended study.

This enabled the team leader to communicate topramedics. The researcher once
given a go ahead to conduct the interviews promites interviewees to keep the

information provided confidential.
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CHAPTER FOUR: DATA ANALYSIS, PRESENTATION AND
INTERPRETATION
4.1 Introduction
This data was collected with the aim of establighfrKisii County has capacity in terms
of personnel and equipment to conduct disastegdria mass casualty incidents. The
data was collected from heads of selected ingtitstiand the paramedics working with
Kenya Red Cross in Kisii County. The institutioedested are located in Kisii Town.

4.2 Overview of the Institutions

Disasters occur without prior warning and they epdtesting the capacity of a certain
region to respond to disasters. An example is thgs&a University terrorist attack that
took place on™® April 2015. At least 147 people were reported dieatliding students
and security personnel. The government of Keny& wiher relevant Institutions joined
forces and transported the casualties to Nairobie Nyambunde area school bus
accident, on 10 July 2013. That claimed the lives of 20 studemtd @juring many
more, influenced the growth of disaster preparesimeKisii County. The capacity of
different Institutions in Kisii was tested; inclugj the hospitals, the police. These
experiences show the importance of examining thpadty of different institutions to

conduct disaster/ medical triage in mass casuadigents.

Disaster/ medical triage is the process of detangithe priority of patient’s treatment
based on the severity of their condition. Thisasi patient’s treatment efficiently when
resources are insufficient for all to be treatednediately (NHS, 2013). Conducting
triage in mass casualty incidents is the best ismlubecause in those cases there are
more casualties as compared to the resources laeaila terms of personnel and
equipment. Where there are mass casualties thetuctimg triage is the best option. The
triage process involves several expertise. Amorgntlare the initial responders known

as Rapid Response Teams.
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RRTs are teams that respond to emergencies; theydan the police who provide

security and map the scene, teams that providegemey medical care example Kenya
Red Cross and St John Ambulance who provide ambellaervices, provide emergency
medical care and trauma support and counseling. lffigade, who fight and prevent
fires, conduct damage control and salvage, renderahitarian services and the hospital
team that assist in emergency medical care, amballanpport and are at the receiving
end of a triage. They have different roles thatytpiy to make the triage process
successful. Thus the need to establish if the RiRTSISii county have collaborations,

their identities, structures, interests and mandateto know if they have any forms of

agreement, whether formal or informal in ordervoid duplicating of efforts.

4.3 DEMOGRAPHIC DATA.

The study targeted Institution leaders and pararsediom purposively selected
Institutions within Kisii town. In these institutis, one is likely to find employees of
different ages, male and female, and people wifferént levels of education. The
researcher sought to gather demographic data afepondents and the findings are as
stated below.

Table 4.1 Age distribution of the respondents

Age Frequency Percentage
20-35 14 77.8
36-45 4 22.2
Total 18 100.0

Out of the total (18) paramedics that were intexreié in Kisii, 77.8 percent were aged
betweenl8 and 35 years while 22.2 percent were bgeaeen 36 and 45. This can be
attributed to the fact that the field of emergenwdical services in Kenya is as old as 15

years now. There is a large percentage of youththey have the required certificates in
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EMS that are qualifies one to practice as a parameadcertificate in EMS takes just 3

months to enable one to have basic life savinigsgki practice as a paramedic.

Table 4.2 Gender of the respondents

Gender Frequency Percentage
Male 16 88.9
Female 2 11.1

Total 18 100.0

The study findings revealed that 88.9 percent efrspondents were male while 11.1

percent were female. From the findings above, évisdence that the EMS field is riddled

with cases of gender disparity. Women continuedaibder represented in the medical

field. Negative gender stereo types are known &l I career avoidance (Pelaccia,

2010). The career pathway of women is also affedigdfamily life for example

maternity leave, another factor is that the openrati hours of paramedics are not known

for an emergency can occur at any time, even taigid or the early hours of morning.

For a woman to be married and still comfortably rape as a paramedic it's still a

challenge. This is clear from the response below kgy informant;

“It is hard for women to survive in this field farlong time or to even consider taking
up because of the challenges that come with itkingrhours and lifting of victims fa
transfer to a medical facility. Example if thereas emergency on the fifth floor of]
building, and there is no elevator and the pararosdiave to move the casualty then |i
a heavy task for most female.”(42 year old Male)
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Table 4.3 Education levels of the respondents

Education Frequency Percentage
Certificate 7 38.9
Diploma 10 55.6
Degree 1 5.5

Total 18 100.0

The study findings revealed that 38.9 percent efrédspondents had attained certificates
in emergency medicine as their highest level ofcatdan, 55.6 percent were diploma
holders in emergency medicine and 5.5 percent ltdned a degree. Though the
majority are of lower level of formal education yhead attained training in emergency
medical services. As a condition of practicingtak paramedics have been trained and
certified in emergency medical services is an iatdic of one having received basic life
support training, they had the training to resuadeitpatients, loading and offloading
patients in a mass casualty incident, and theydcgolt patients, dress wounds and
stabilize fractures. While the diploma and degredddérs had received training in

advanced life support in addition to the ones cédificate holder.

4.4 To establish the existence of rapid responseatas in kisii county:

Emergencies occur in most cases without prior vagritiis important to have a response
plan in place complete with medical emergency respdeams. The researcher sought to
establish if there are teams set aside specififatlgmergency response in Kisii County.
Predetermined questions were asked to establittieré were any teams set aside for

emergency management. The roles they play in emeygesponse.
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4.4.1 Establishing the existence of emergency respe teams

The researcher sought to find out if there were wams set aside for emergency

management in the different institutions. They kigterent roles that they played in a

triage and so they had teams set aside for emergeasagement. The following are the

institutions and their designations;

Table 4.4

designations.

Institutions that provide emergency respase services and their

U

\1%

rs

Institution Designation
Kenya Red Cross has an MOU with the county to pi®
ambulance services and to act as first respondéey have the
following teams. Dispatch area team that receiats,clogistics
department dealing with preparedness, Operationzartieent
service providers and Counseling department — (i2img).
Kenya Red
Cross
Kisii Level 6 Hospital is the main hospital in Kisounty that deals
with referrals in emergency cases they have tHevirig staff who
have different roles, they include; Nursing off€eeand Medica
officers, trauma  counselors, Public health  offig
Kisii Refferal anaesthesiologists and surgeons.
Hospital
They are working partners with the county in cateroergencies
St John and they have Volunteers, doctors, nurses and aaomnselors.
Ambulance
They have an understanding with the county to pl®vcivil
service, the police team in kisii county Adminisiwa Police, civil
Kenya Police Police, traffic Police and GSU.
Kisii County The fire tenders in the county are managed by tbanty
(Disaster department of Disaster Management. They have tleviog; Fire
Management Brigade marshals, disaster management officers.
Department)

The researcher established that the institutiomyelhave a working relationship with

the county with different designations. They actasical service support personnel who

may be called upon to respond to emergencies imgudhass casualty incidents.

Institutional heads have authority to designatepsupstaff in their departments as

critical services support to serve in an emergency.
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An employee designated as critical services sugparhe whose job functions are vital
to the operation of the facility, whose presence=guired regardless of the existence of
emergency conditions and whose absence from dugnveim emergency occurs could
endanger the safety and well being of the countiugation. If a position / function has
been designated as critical services supportnte@ns, in the event of an emergency, the

position has been determined to be critical fopsupand recovery. (UCSD, 2014)

4.4.2 Roles played by the institutions in emergenaggsponse.

The researcher sought to establish the roles playetthe different institutions in their
capacity as Rapid Response Team members in emgrgesmonse. For the respondents
to be able to respond to this, it was importantfiem to have been conversant with their
roles in emergency management;

Table 4.5 Roles played by the institutions in emesmncy response.

Institution Roles

1. Provision of Emergency Medical Care
example in road traffic accidents.
2. Patient referral for definitive management|to
referral institutions.
3. Provision of professional medical education
example first aid.

Kenya Red Cross 4. Provision of ambulance services.

1. Planning and resource mobilization.
2. Collaborating with other institutions in relation
to health emergencies.

Kisii Referral Hospital 3. Receive casualties for further treatment.

1. Provide professional medical education
example first aid training.
2. Patient referral for definitive management|to

referral institutions.

St Johns Ambulance 3. Trauma support and counseling
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Kenya Police

Map the scene of the emergency.

. Save guard life and property.

Remove dead bodies from the scene of
emergency.

Report writing for Insurance payment.

Kisii  County

Department)

(Disaster

Manageme

Fire safety and precaution.

. Coordinate the other institutions to waq

together.

Report writing on the emergencies.

The researcher established that the institutiords ¢tlaarly defined roles they were

expected to play in the practice of triage. Ca#ld1i5 considers the following to be key

service personnel in responding to emergency seruicidents and he states the

following as their roles and responsibilities;

Roles and responsibilities of the fire serviceralteg an emergency services incident:

= Saving lives through search and rescue

Fighting and preventing fire

» Rendering humanitarian services

= Detection, identification, monitoring and managetr@rhazardous material

= Damage control and salvage

= Ensure that there is a return to normalcy in theetsist time possible

Roles and responsibilities of the police attendingemergency services incident:

» Saving of lives and working with other servicessoene

» To secure the scene and preserve the evidence

= Setting up cordons

* Providing family liaisons officers

Collecting information on persons involved

Investigating the scene and securing evidence

Preventing crime (looting, vandalism on scene)

Roles and responsibilities of the ambulance seraitending an emergency medical

incident:
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= Stabilize the condition of any person injured & $lcene
» Preservation of life
» Transporting the injured quickly and safely to Hospital
» Warning the hospital of expected time of arrivadanforming them of the
equipment that is needed
Role of the hospital (General practitioners) in pine-hospital setting:
» Diagnosis and decision making
» Important medication could be started earlier

This is clear from the response below by a keyrinémt;

“The presence of general practitioners in emergemegdical care is perceived as
improving patient care; they assist the other firgsponders with diagnosis and even
come in handy in deciding the way the patient shbel handled”.

In connection to the roles played by the differmstitutions as rapid response teams /
first responders, there needs to be a clear cHagoromand from the county and the
county should have a committee comprising of thevalinstitutions and any other that
they might establish has capacity to conduct triagenass casualty incidents. The
committee should have specific roles and the mesnletolved therein encouraged to

sign MOUs to work together.

4.5 Analyzing structures and systems in place

Structures and systems in institutions provide @ to all employees by laying out the
official reporting relationships that govern the rwdlow of the company. Without a
formal organizational structure, employees may ftraifficult to know who to report to
in different situations. It may become unclear ¢lyawho has the final responsibility for
what. Organizational structure improves operaticgféiciency by providing clarity to

employees at all levels of a company (Ingram2011).
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Table 4.6 Analyzing Structures and Systems in Place

Institution

Systems in place

Structure

Kenya Red
Cross

Centralized dispatch system

24 hour working EMS crew.

This is how Kenya Red Cross is

structured; there is the head of emergency

response, In the Kisii scenario the team

leader reports to him who acts as Incident

Commander if all the paramedics have
convened in a mass casualty incident,
there is a Kenya Red Cross coordinator
who works hand in hand with the team
leader and the emergency medical
technicians/ paramedics who take direc
orders from the team leader and
volunteers who take orders from the
branch coordinator and team leader
liaison officer, In Kisii county the branch
coordinator or team leader act as a

communication officer

Kisii Referral

Hospital

Kisii County Ambulance system

Kisii Referral Hospital has the following
structure that applies when receiving
casualties at the hospital; There is the
receiving area at the casualty ward, the
rapid observation and observation is do
after prioritization and registration of
patients, then the casualties are taken t
the treatment area for major/ minor

operation.

St John
Ambulance

24 hour Ambulance services.
Trauma support and counseling

team.

In Kisii St John has a coordinator; there
are medics who report directly to him ar

volunteers.
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The OCS is senior in Kisii county, then
there is the deputy OCS then civil police,
traffic police, administrative police who
take orders from either the OCS or deputy

Kenya Police | None OCS (orders within the law of Kenya).
Director Disaster Management, after a
Deputy Director who assumes comman
Kisii County | Fire safety and precaution. when the director is not in, then there are
(Disaster Coordinate the other institutions| disaster management officers and fire
Management | to work together. brigade who take direct orders from the
Department) director or deputy director.

[®X

The researcher established that the institutio@gehstructures and systems that they

operate under. The researcher established thaghhikey are structured and systems in

place. They have different roles that they plagnmergency response as RRTs. Thus the

need for the county to come up with a single stmecthat incorporates all the RRTSs.

This is through drafting an incident command sysiana contingency plan. For first

responders ICS consists of a standard managemenardity and procedures for

managing temporary incident(s) of any size. ICScedures should be pre-established

and sanctioned by participating authorities, angqenel should be well-trained prior to
an incident. (O’Neill, 2008).

He further on says, ICS includes procedures tecs@nd form temporary management

hierarchies to control funds, personnel, facilitiegfuipment, and communications.

Personnel are assigned according to establishedlestds and procedures previously

sanctioned by participating authorities. ICS isyatam designed to be used or applied

from the time an incident occurs until the requiesrtnffor management and operations no

longer exist. ICS is interdisciplinary and orgamiaaally flexible to meet the following

management challenges:
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Meets the needs of a jurisdiction to cope withdeaits of any kind or complexity
(i.e. it expands or contracts as needed).

Allows personnel from a wide variety of agenciesrteld rapidly into a common
management structure with common terminology.

Provide logistical and administrative support tegional staff.

Be cost effective by avoiding duplication of effgrand continuing overhead.

Provide a unified, centrally authorized emergenganization
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Figure 4.1 Equipment.
Given the developments in Kisii county and the nambf the elements at risk, the

county has two fire tenders as evidenced below.

i £ - T LRV LR,

| O : e

Hose pipe in one of the fire tenders.
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Figure 4.3 Ambulances
The main ambulance service provider is Kenya Reas€;rwho are contracted by the
county. They have nine ambulances that are alldarkiwg condition and well equipped.

Below is evidence of an ambulance and the wayetjsipped. The ambulances have two
radios that operate between a distance of 30-5qQ\KH¥) and the other one that can
cover approximately 654km (UHF).

=

mergency
edical_Se vices

A Kenya Red Cross Ambulance the large antennaekpkupports the UHF radio and
the silver one supports the VHF radio.

Figure 4.4 A photo showing the layout of an ambulate
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The ambulance has an ECG machine, two stretcher$otmable one for transferring the
casualty, 1V fluids and other medication that canused to stabilize a casualty, a first aid
kit and an oxygen tank complete with its gear.

The respondents had knowledge of the structure wbiking triage. But they had no
triaging tags that the researcher established weteto be sent from Nairobi. The
implication of this is that if there is a mass aguincident in Kisii County that required
triaging. Then it might consume a lot of time tryito sort and to update a new team that
arrives on the scene after the first respondents Hane the sorting. The color codes are
important not only for identifying the category thhe casualties fall under, but also for

determining the order in which they will be treated

4.5.1 Institutions with a working agreement/ MOU.

A memorandum of understanding is a written agreénistween two or more
jurisdictions defining roles, responsibilities aneimbursement relating to emergency
response and recovery (Lynch, 2007). Below is ketslhowing the institutions, who they
work with in response and the type of agreement tlaee:

Table 4.7 Institutions with a working agreement/ MQJ.

Type of
Institution Who they work with in response Agreement
Kisii County (fire brigade), The police | MOU

Kenya Red Cross department, Kisii Referral Hospital.

Kenya Police, Kisii County (fire brigade)) Adhoc basis
public works, st John Ambulance, Kenya(situational)
Kisii Referral Hospital Red Cross,

St John Ambulance Kisii County (fire brigade), Situational

Kenya Red Cross, St John Ambulance, Situational
Kisii County (fire brigade),Kisii Referral
Kenya Police Hospital

Kisii County (Disaster
Management Department

Kisii County (fire brigade),Kenya Red
Cross, St John Ambulance, Kenya Polig

Kenya Red Cross
(MOU). For the
gest (situational)
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The findings revealed that out of the selectedititgins, not all had a working

agreement with each other. But they were awardittiaats important to have a document
that binds them together. Disaster response rexjairorking plan and it's a necessity
that the key players work together, and have cledeffined roles. This can be done
through a signed memorandum of understanding bthallkey players. The role of the

MOU will be to establish a formal working relatidmg between the Institutions.

The main role of a memorandum of understanding rovide the possibility of mutual
assistance. The implication of the findings is th&tonly one organization that has a
binding agreement to respond to emergencies, whderest of the institutions worked
with each other on a situational basis. A situaiomworking partnership implies that
support is not promised and unity of effort will keeak. An MOU will promote a
working relation and enable the institutions tolghkir resources together for better

response.

4.5.2 Set response time for the following emergees.

To make that difference as to whether someone btiveses, whether temporarily injured
or maimed for life or whether they lose their hooreother valued possessions then
response time is relevant. (Wrack, 2012). He furtates that response time matters,
because people and their lives matter. In the gtineof the above, the researcher sought
to find out if the Institutions that act as firgtsponders in Kisii County had set response
time for selected emergencies. Below are the figslin

Table 4.8 Set response time for the following emeegcies.

Institution Emergencies Response Time
Fire incidents 10 min
Road Traffic Accidents 10 min
Stampedes 10 min
Explosions 10 min

Kenya Red Cross Bomb threats 10 min

Kisii Referral Hospital Fire incidents Not set
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Road Traffic Accidents
Stampedes

Explosions

Bomb threats

St John Ambulance

Fire incidents

Road Traffic Accidents
Stampedes

Explosions

Bomb threats

Not set

Kenya Police

Fire incidents

Road Traffic Accidents
Stampedes

Explosions

Bomb threats

Not set

Kisii County (Disaste

Management Department

Fire incidents

Road Traffic Accidents
Stampedes
Explosions

Bomb threats

Not set

The researcher established that only one instituhad set time for responding to
emergencies. This indicates that in terms of pegpass they have gone a long way in
setting time guidelines that will go a long way imfluencing how they respond to
emergencies and the outcome that they are expéztadhieve. The other Institutions
that haven't set a time guideline could be an iaglhn that they haven't seen the
importance of setting time in terms of responséhey assume that they will be able to
respond as first as they can. This will put mokedi at risk, extend the damage on
property, it could lead to more deaths if the resgois not prompt. That's in the case of
casualties that would otherwise have been savezleih poses a danger to planning in

that it might take a longer time than necessary iandmergency response that could

cause more damage.
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4.6 Examine The Practice Of Disaster Triage.

The practice of disaster triage that is used insmaassualty incidents has standard
operating procedures. These procedures must beealdtrein order to make this practice
of triage a success. The American Heritage Dictipaafines disaster triage as a process
of sorting injured people into groups based onrtimeied for or likely benefit from
immediate treatment. Triage is used at disastes,sivhen limited medical resources

must be allocated.

Since the practice of triage is applied mainly ase of mass casualty incidents by RRTSs,
the researcher sought to establish if the respaadeere aware of what the practice of
triage is and how to apply it in case of mass daguacidents. There is no limit on the

age or gender of a rapid response team membertr&8ning in the field of emergency

medical services is a requirement for one to ke position to practice as a paramedic. In
the training triaging is extensively covered, bdutioesn’t mean that we assume that all
those who go through this training can comfortapigctice triage on the scene of a
disaster. In order to establish the knowledge efgtactice of triage by the respondents,
the researcher sought to know if the responderdsehiar heard of a medical triage. The

findings are as presented below:

4.6.1 Medical Triage Knowhow

All the respondents had ever heard of a medicadériand could define what it was. This
indicates that the respondents were aware of whaddical triage is.

When used in healthcare and medicine the termetniefrs to a sorting of injured or sick
people according to their need for emergency medittantion. It's used to determine
priority of who gets care first. (Torrey, 2014).eShoes ahead to state that triage systems
run gamut from verbal shouting in an unusual enmergeéo well defined color tagging
systems used by soldiers and EMTs when they aativéhe scene of a mass casualty
incident. A key informant had the following to sabout the structure of a disaster/

medical triage:
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We respond by receiving dispatch calls, the finsit to arrive on the scene assumes
incident command, depending on the supplies we havbegin the evaluation process

that is triaging.

4.6.2 Participation in triage

The total respondents said that they had partiegpan the practice of triage. This
indicates that out of the 9 units of the 18 emecganedical technicians in Kisii County
that whatever unit arrived at the scene of a masaatty incident could assume incident
command because they have participated in one amtegin the initial triaging as they
await the rest of the units and other rapid respdaam members. Since they have had
prior experience in triaging, it means that thely dacide who is most urgently in need of
transportation into a hospital for care (genertiilyse who have a chance of survival but
would die without immediate treatment) and whogerias are less severe and must wait

for medical care.

4.6.3 Sorting of victims on the scene of accident

After establishing if the respondents were awaravbat a medical/disaster triage was
and if they had ever participated in one. The nedes further asked them why sorting
was mainly done on the scene of the incident. T@gpondents were aware of the
importance of sorting the victims on the scenehefihcident. It's in order to sort victims
into those who need critical attention and immedisansportation to the hospital. This
indicates that the respondents were well aware hef importance of sorting and

identifying the victims from the scene of the ireid.

Owens, 2008 states that sorting is used to assishdss casualty management. Its
designed to provide primary and secondary triadee grimary triage is the triage sieve
during which providers quickly sort casualties igroups based on priority of treatment
need. The second step, triage sort, is a morepthdessessment. Victims are categorized
based not only on injuries but also according tailalale resources for on scene treatment
and transport. Assessment is first based on tHigyabi walk and then assessment of the

airway and then adequate treatment given.
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4.6.4 What steps to take when some victims are inséable condition

The researcher sought to find out what action tret fesponders would take in the
eventuality that some victims of an incident wareaistable condition. The responders
had the following choices to select from; optionyay avoid evacuating them to the
surgical unit, b) Evacuate to surgical units, cytpone the evacuation and wait for him
or her to complain of any pains d) Postpone thewston but continue monitoring in
case there is need to evacuate to the surgical. Uit of the choices the responders were
presented with their was only one correct opticat thas d) to postpone the evacuation
but continue monitoring in case there is need taceate to medical facilities. The table
below represents a summary of the findings:

Table 4.9 showing the action the first responders ould take.

Steps to take when some victims are stable Frequanc | Percentage

Evacuate to surgical units 3 16.67

Postpone the evacuation but continue monitoring in

case there is need to evacuate to the surgica unit | 15 83.33

Total 18 100

Out of the total respondents, majority of the resjamts 83.33 percent said they would
postpone the evacuation but continue monitoringaise there is need to evacuate to the
surgical unit, 16.67 percent said they would stthcuate the victims to the surgical unit.
No respondent however said that they would takspaeific action or wait for the victim

to complain for them to take a step. This indicateat the majority 83.33 percent were
aware of the right step that they were requirethke that is to postpone the evacuation
and give the immediate cases priority but contimaaitoring them. The 16.67 percent of
the respondents who said they would evacuate tgicsurunits indicated that a
percentage of the paramedics did not understandthieawalking injured (those in a

stable condition), were not to be given first pitygrbecause the injuries were minor. If
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these paramedics were to be in charge of triagimgn they would most likely even
transport those casualties in a stable conditiothhéohospital. Leading to more damage
on the immediate cases and even death wherewbald have been prevented in proper
triaging.

4.6.5 The first rule in organizing field triage

The respondents were asked the first rule in omyagia field triage. The researcher
presented them with the following options to sel&oim; a) Operate in any given
conditions to save lives b) The site should beaeakly safe c) Operate as instructed by
the team leaderd) Identify the victims and clasligm. Out of the four options, one was
correct that is b) the site should be reasonabfg. sehe responses they gave are
summarized in the table below:

Table 4.10 showing what the respondents considerdate first rule in organizing

field triage.

Responses Frequency Percentage
The site should be 15 83.33
reasonably safe

Operate as instructed by the 1 5.57

team leader

Identify the victims and 2 11.10
classify them

Total 18 100

The study findings indicated that the majority &3rcent considered the first rule in a
field triage to be safety, 5.57 percent considehedfirst rule as operating as instructed
by the team leader and 11.10 percent, said thertiks was to identify the victims and
classify them. This indicate that 83.33 percenthaf respondents knew the first rule in
organizing field triage and were in a position totpct themselves and the victims from
any further damage as compared to the 16.67 peredm would ignore the safety
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measure first and probably endanger themselvesh@nchsualties more. The implication
of the 16.67 percent who did not choose the coroption are likely to cause more
damage to the injured and to themselves, becawssdne of the incident could be

having some toxic material.

A key informant had the following to say:

“Safety is the first rule when we are conductingde; take an example of a building that
collapsed halfway. As we begin rescuing the camslive move the casualties to the
lower floors that were not affected to begin triagi What if the rest of the building

collapses in on us? That's why scene safety ifirgtaule”.

The first unit on the scene does scene assess8earte priorities include the following;
protect yourself and your team members first, mtotiee public, protect the patients and
then protect the environment. (Owen, 2008)

4.6.6 Step to take when you have mass casualties
The respondents were asked what they would doey thad many casualties. The

responses were as seen in the table below

Table 4.11 First step to take when one has mass naklies

Responses Frequency Percentage

Sort them out to determine the order in which 14 77.78

they will be evacuated to medical facilities

Use ambulances to evacuate them to the hospital 1 56 5

Inform the government authorities that you are 2 11.10

overwhelmed and wait for instructions

Commence immediate treatment with whatever 1 5.56

resources that are available

Total 18 100
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The table above shows what the respondents coadiderbe the first step to take in a
mass casualty incident. Out the total respondéetsajority 77.78 percent said that they
would sort them out to determine the order in whilsby are to be evacuated to the
hospital. This is the correct choice it indicatbattthe majority of the response team
members were aware that a mass casualty incidéra lot of weight on the equipment,
resources and personnel that is available. Thusnib&t important thing is to sort the
casualties in the order in which they will recetveatment and the cases that are not

immediate and urgent can wait.

The rest 22.22 percent indicated they use ambuwaticéransport them to the hospital,
inform the government authorities or commence imatedreatment. This implies that
there will be delays and delays are not good wtieree are casualties. Using ambulances
without sorting would mean that the casualtiesregported in any order, in the process
of doing that the people who required urgent tregiinand are left behind to wait can die
in the process and the hospital facilities may berwhelmed, with cases that didn't
require immediate evacuation to the health fae8itit will be perceived as ignorance and
carelessness for emergency response team memlzarsmoence immediate treatment of
the casualties without sorting them out. That'dep ghat should be taken after sorting.
Informing the government authorities is not rightst sort, then begin treatment and if

there is need for backup then the communicatiofisenfcan inform the government.

4.6.7 The correct pool for sorting mass casualties

After the respondents were asked to state thetfinsg they would do when faced with
mass casualties which is sorting, they then wekedaso select the correct category of
pools for sorting mass casualties. Their respoasesummed up in the table below:

Table 4.12 The correct pool for sorting mass casu#s

Responses Frequency Percentage
a 16 88.89

b 2 11.11

Total 18 100
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The respondents were presented with two differatgégories and were asked to select
the correct pool for sorting mass casualties. Tlagonty 88.89 percent selected the
correct pool that was a). [ SHGEMIT ag — lightlyiad able to manage for themselves, ii.
Pool 2 Yellow Tag - lightly injured, requiring assenent and treatment which can be
provided on spot or in the emergency room iii. P@_g — requiring assessment
and surgical intervention V. Pool EIETMEY — dead/wounded who will not survive the
injury. This indicates that majority of the respents 88.89 percent were aware of the
correct steps to take in sorting out mass cassalliefaced with mass casualties they

would be in a position to sort the victims out eatty.

4.6.8 Decision maker in sorting out the victims imn emergency scene
After the respondents identified the category oblpdhey considered correct in triage
sorting. They then were asked to say who madeehisidns in sorting out the victims in

an emergency scene. Their responses were as deen be

Table 4.13 Decision maker in sorting out the victire in an emergency scene

Responses Frequency Percentage
Any qualified personnel in the 13 72.22
field

Team leader 4 22.22
Using guidelines of a the 1 5.56
contingency plan

Total 18 100

Out of the total respondents only 5.56 percenthef tespondents selected the correct
option which is using guidelines of a contingentanp While the majority 72.22 percent
said any qualified personnel in the field would madke decisions, while 22.22 percent
said that the decisions would be made by a teadetedhis response indicates that only
5.56 percent of the respondents were aware of angemcy plan and that in the plan
then there is a clear layout on who is respongtsievhat. The contingency plan focuses

on the recovery after a disaster and draws the daoies for each response team. The
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majority94.44 percent of the respondents saiddhgtqualified person in the field would

make the decisions and a part of those said the teader makes the decisions. Yes a
team leader is the one who assumes incident commubad all the units are on the site
and the first unit to arrive on the scene of thedant starts the triage process. But the
correct order on how all this is done is all stggatl in the contingency plan plus the

recovery strategy.

IFRC defines a contingency plan as one that aim@dpare an organization to respond
well to an emergency and its potential humanitamapact. Developing a contingency
plan involves making decisions in advance aboutriheagement of human and financial
resources, coordination and communications proesgduund being aware of a range of
technical and logistical responses. Such planning management tool, involving all
sectors, which can help ensure timely and effegire®ision of humanitarian aid to those
most in need when a disaster occurs. Time spenbmingency planning equals time
saved when a disaster occurs. Effective continggheyning should lead to timely and

effective disaster-relief operations.

The contingency planning process can basically tkdm down into three simple
guestions:

* What is going to happen?

» What are we going to do about it?

* What can we do ahead of time to get prepared?

Contingency planning is most often undertaken wihene is a specific threat or hazard,
exactly how that threat will actually impact is mokvn. Developing scenarios is a good
way of thinking through the possible impacts. Orm thasis of sensible scenarios it is
possible to develop a plan that sets out the sdalee response and the resources needed.
(IFRC, 2013)
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Table 4.14 Identification and sorting out of injured at the emergency scene

Responses Frequency Percentage

They are identified by th 1 5.56

[1%)

team leader

>
N

They are interviewed the 11.11
the information is used to
determine the extent of the

injury

They are labeled with 15 83.33
standardized cards which
are prepared in advance and

familiar to all personnel

Total 18 100

When asked to choose how they knew the injured wereed out and identified at the
emergency scene, majority of the respondents 8383nt said that they were labeled
by standardized cards which were prepared in advamd familiar to all personnel
including the surgical unit, then 11.11 percent dhiat the casualties were interviewed
and the information they gave was used to deterthieextent of the injury while 5.56
percent of the respondents said that they werdifahby the team leader. The response
indicates that the majority 83.33 percent of thepomdents knew that sorting and
identification of the casualties was through labglwith standardized cards that are
prepared in advance and familiar to all personfle¢ interview option is wrong because
you cannot conduct interviews on unconscious ctsgaand some of them may be
disillutional, so it is best to sort them and lalteém with standardized cards, then
interview those that are lightly injured. The figuoelow shows a sample of a triage tag
used in Kenya.
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Figure 4.5 A triage standardized card.

Most triage systems use standardized cards withr @uldes as seen above.Below is a
brief description of what each color represents;
. [B88: needs immediate attention - critical life-thred@tgn injury or illness;
transport first for medical help
« yellow: serious injuries needing immediate attention. dme systems, yellow
tags are transported first because they have erldtance of recovery than red-
tagged patients.
- [Bi88R: less serious or minor injuries, non-life-threatepnidelayed transport; will
eventually need help but can wait for others
. MBSk deceased or mortally wounded

A respondent had the following to say

“The triage tag/card is tied around the wrist otasualty with the right colour code. The

card has perforations on each color. All emergemadical technicians are supporsed to
know what each stand for”.
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4.6.9 Importance of establishing a channel of commication from the scene if the
incident to the hospital

The respondents were asked to choose the goalsfeltegstablishing of a reliable
channel of communication between the spot whereatt@dent has occurred to the
hospital achieved,

Table 4.15 Importance of establishing a channel @ommunication from the scene if
the incident to the hospital

Respondents Frequency Percentage
a 4 22.22

C 14 77.78

Total 18 100

Majority of the respondents 77.78 percent said thatear channel of communication
between the scene of the incident and the hospitalportant in order to save lives, save
time and for ease of treatment, while 22.22 perceaid a clear channel of
communication from the scene to the hospital wagsomant to announce the arrival of
casualties, their number and type and the typbeoirjuries and check on the capacity of
the hospital. The response indicates that only2petcent of the respondents knew the
main goal of establishing a clear channel of comipation between the incident scene
and the hospital. The majority 77.78 indicatedithportance of triaging. It could be that
disaster communication is not emphasized in emesgenedical training, or much
emphasis is placed on life saving, that the EMBaiiae that the only goal to meet at the
end of the day.
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Table 4.16 The most important rules to follow whemesponding to emergencies

Responses Frequency Percentage
Identify the injured, sort them and 6 33.33
treat them according to the extent| of
damage
It must be carried out by competent 12 66.67
and experienced personnel
Total 18 100

The researcher asked the respondents what they &selae most important rules when
responding to emergencies. Majority of the respoatgl66.67 percent said that the most
important rules to follow in emergency response Wes it had to be carried out by

competent and experienced persons while 33.33 peot¢he respondents said the most
important rule in emergency response was to idenitié injured, sort them and treat

them according to the extent of the damage. Iesafore an indication that 66.67 percent
of the respondents were aware that the most impiortde in emergency response was

that it had to be conducted by qualified and exgeed personnel. It could show why

smaller percentages were aware of the rules beitligped in a contingency plan.

4.6.10 Practiced drills in emergency response

The respondents were asked if they have ever pealctirills in emergency response. The

responses are as summarized in the table below;

Table 4.17 Practiced drills in emergency response

Responses Frequency Percentage
Yes 14 77.78

No 4 22.22

Total 18 100

The researcher established that majority of theamdents 77.78 percent of the

respondents had ever participated in emergencys,dwhile 22.22 percent of the
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respondents had never participated in emergenppmes drills. This indicates that 77.78
percent of the respondents had practiced diffeasgproaches to different disasters in
terms of response. The 22.22 percent of thosehhdtnot participated in emergency

drills were fresh recruits. For the last drill thegd was more than a year ago.

Table 4.18 Dealing with mass casualty incidences ihe last one year

Responses Frequency Percentage
Yes 14 77.78

No 4 22.22

Total 18 100

The respondents were asked if they had ever deltnaass casualty incidents the past
year. A large percentage 77.78 indicated that tfae/dealt with mass casualty incidents
in the past one year, while 22.22 percent said kia@lydealt with mass casualty incidents
in the past one year. This indicates that 77.78querof the respondents have had recent
field experience. This is why drills should be coatdd regularly to keep the RRTs ready

for any mass casualty incident.

4.6.11 Challenges faced when dealing with mass cakies
The researcher sought to find out what the respudsdi#ought would be the major
challenges in dealing with mass casualties. THeviahg challenges were listed;

» Rowdy and angry community mobs

» Shortage of supplies/ equipment

» Poor directions given to the RRTs

= Delay in presence of the police

» Poor coordination of rapid response teams

» Inadequate emergency infrastructure (ICU)

» Poor roads that make access to casualties difficult

» Shortage of trained staff in handling mass casslti

The above factors could affect the outcome of tlaetre of triage and rapid response.
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4.6.12 Suggestions on what should be done to impewnass casualty response in

Kisii County

The respondents were asked to give suggestionshanthey thought should be done to

improve responses to mass casualty incidents in &zunty. They gave the following

suggestions;

Develop working agreements and MOUSs, with otheranizations providing
emergency services

Advance planning and training of emergency resptesms

Carry out regular drills on disaster triage to ioy® on skills

Community education in Mass Casualty Incidents

Need to have a warehouse monitored by logisticgseH.

Receiving facilities to be trained on how to prepaarly for any mass casualty
incidents

Training staff on triage

Avail/ set aside resources to deal with emergencies

To establish/ set protocols that are acceptableltoparties responding to

emergencies. Example the police, fire brigade anbutance.
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CHAPTER FIVE: SUMMARY OF FINDINGS, CONCLUSION AND
RECOMMENDATIONS

5.1 Introduction

This chapter summarizes the main findings of thelystincluding the main conclusions
and recommendations derived from the findings efgtudy. The findings were based on
interview schedules and direct observation. Both ititerviews and observation were
held in line with the objectives of the study. THata was analyzed by using excel.

Frequency tables were used to describe the datdramda summary of the.

The main objective of this research was to estallithere is a practice of disaster triage
in Kisii County. In specific the research sought gstablish the existence of Rapid
Response Teams in kisii, to analyze their strustared systems of these Rapid Response
Teams and finally to examine their practice of Bisa Triage by the Kisii Rapid

Response Teams.

On establishing the existence of Rapid Response Teee study revealed that they have
different roles that they are expected to play enms of response in mass casualty
incidents as follows; the police map the scenehef émergency, safeguard life and
property, remove dead bodies from the scene ofitbident and contribute in report
writing for insurance payment, Kenya Red Cross pi®vemergency medical care
example in road traffic accidents, patient refefoaldefinitive management, provision of
professional medical education example first aid provision of ambulance services. St
John Ambulance would provide professional medicdication, patient referral for
definitive management and trauma support and cdings&isii Referral Hospital was in
a position to help with planning and resource nip&iion, receive casualties for further
treatment and the Kisii County (Disaster managerdepartment). Provided fire brigade

services and mobilizing of the institutions.
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Worth noting is that the county does not have afbdamce service of its own and
therefore it subcontracted Kenya Red Cross to geaimbulance services and to act as
first responders. According to UNIDO, subcontragtis an economic relationship where
one entity (the main contractor) requests anotidependent entity (the subcontractor) to
undertake the production of parts, components, assiemblies or the provision of
additional services that are necessary for the &etiop of the main contractor’s final
product, always in accordance with the main comtra specifications (UNIDO, 2003).
Subcontracts contain special terms and conditibasdre unique to the prime contract,
and flow-down provisions that proceed from it. Tiheentive to hire subcontractors is
either to reduce costs or to mitigate project rishghis way the general contractor could
have provided by itself, at lower overall risk. Thaplication of subcontracting for
crucial services like ambulance services is thatase there was breach of contract and
Kenya Red Cross withdraws its services or they gdietter offer than what the prime
contractor here in Kisii County is offering themdathey cancelled the contract and then
an emergency occurs. Then there won’'t be any ambetand paramedics to provide
emergency medical services in the county as @day. Thus leading to more deaths and
a worse outcome on the injured example if the pathos are on site and some casualties
have minor fractures that if attended to immedjatsn prevent disability and in this

case they are not there at all. Then the damageotae controlled.

Given that in the contractual agreement the pgpgrating the ambulances is Kenya Red
Cross, it still pauses a danger in emergency respoh they decided to suddenly
withdraw their services to the county. It is alwaglvantageous to have your own facility
especially ambulances and paramedics becauseialbilief and for better response in

case an emergency occurs in the county.

In regard to structures and systems of the Rapsp&ese Teams in Kisii County; the
study established that the institutions had strestand systems that they operated under.
Though they have well defined internal structuresl aystems, their roles as first
responders differed as referred to in the findinfgghe first objective. According to

Ingram (2011), structures and systems in instihstiprovide guidance to all employees
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by laying out the official reporting relationshighat govern the work flow of the
company. Without a formal organizational structiemployees may find it difficult to
know who to report to in different situations. Omgaational structure improves

operational efficiency by providing clarity to erogkes at all levels of a company.

The study however notes that, there is need focthmty to formulate a structure that
encompasses the institutions who act as first redgrs and come up with systems that
are tailored to suit emergency response. That rieugh forming a committee that

considers all the key players in emergency respansedeveloping a specific structure
with roles for each member. This is through dragftan incident command system and

training of personnel to best suit this position.

Further established is that the county had equipntigat would come in handy in
carrying out the practice of disaster triage. Gittea developments in Kisii County and
the number of the elements of risk, the county tas fire tenders directly under the
supervision of the county office and nine ambulansabcontracted from Kenya Red

Cross one located at each Sub-County’s main hdspita

The findings revealed that not all institutionsr&d an MOU to work together. But rather
had a situational working relationship. The maile f a memorandum of understanding
is to provide the possibility off mutual assistance

Hence from the findings of the above objective, ittatitutions have internal structures
and systems that they operate under. But needrhoufate one that creates a working

system and structure for all of them.

As for the practice of Disaster Triage in Kisii Gy it was established that all the

respondents knew the basics of a disaster triagatttvas a process of sorting casualties
in order of the extent of their injuries in massuety incidents to do the most good for
all. Among the RRTS there are the paramedics/ EMAs sort the casualties and begin
initial treatment. It was established that out loé © units (ambulances) that the total

emergency medical technicians worked with. The EMad on one occasion or another
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participated in the practice of triage, not speailiy in Kisii County but in other areas in
Kenya. It's an indication that whatever unit ardvat the scene of mass casualty incident

they could assume incident command until the tesaddr got on site.

In case of a mass casualty incident, it's not gitleat all the casualties will be in
vegetable state or in a poorly state. Some migHigbdly injured and well coordinated;
they are termed to be in a stable condition. Tlsearcher asked the respondents what
they would do in case some of the casualties wera istable condition. A large
percentage of them selected the correct option.t Thahey would postpone the
evacuation but continue monitoring in case theneeisd to evacuate to the surgical unit
(83.33 percent and 16.67 percent said that theyldvanyway evacuate them to the
surgical units. The researcher further on wante#nmwv what the emergency medical
technicians considered the first rule in organifielyl triage. The first rule is that the site
should be reasonably safe. Out of the total respasd83.33 percent selected the most
suitable answer, while the rest, 5.57 percent ey would operate as instructed by the
team leader and 11.10 percent stated that theydwdeitify and classify the casualties.

In addition to the above, Disaster Triage/medidage involves color codes. Because of
the magnitude of the casualties, they are taggszhrding to the extent of injury they
suffered. Green tag represents lightly injureddhle to manage for themselves, Yellow
tag- lightly injured, requiring assessment andtimeat. Red tag- requiring assessment
and surgical intervention. Black Tag- Dead/ wounaédt will not survive the injury.
Majority of the respondents 88.89 percent were awaf the correct tagging

process/color coding while the rest 11.11 percearewvmot aware of this.

It was noted that not all respondents had partiegban drill exercises 77.78 percent of
the respondents had participated in drills, while22 percent had not. Smith (2012)
defines a drill as a practice of something assediatith an institutions’ emergency plan.
He gives the following reasons as to why he comsidenecessary for institutions’ to do
a drill exercise; because it's a requirement, b y@ur plan to see if your plan or part of
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it is complete enough, to build the relationships will use during a real disaster, to

expose leaks, test perspectives and give confideneehat to do

However the field of emergency response is nottsbbrchallenges. The respondents
identified the following challenges when dealinghwinass casualty incidents, rowdy and
community mobs, shortage of supplies/equipment,r picection given to the first
responders, delay in the presence of the policar RPoordination of the RRTS,
inadequate emergency infrastructure, poor roadshadage of trained staff in handling
mass casualty incidents. The above factors coudtttathe outcome of the practice of

triage and rapid response.

5.2 Conclusions

From the findings it can be concluded that, them rapid response teams in Kisii
County. With different roles that they are expectecplay in case of a mass casualty
incident depending on the institution that they kvimr as follows; the police are entirely
responsible for securing the scene of the incidéRC and St. John Ambulance provide
emergency medical services. The hospital may comsupport provision of medical
services and are at the receiving end of the céssiand there is the fire brigade that
puts off the fires and any other roles as assidnethe incident commander. Although
their roles are well defined, there is need forambed training on first aid by the first
respondents. Given that the county has not expmrteemergencies that produce many
mass casualties. The first respondents are outadwtipe. It also explains why some
institutions that are supposed to provide ambulaeceices have no ambulance units and

why they do not allocate funds for regular drills.

These institutions have structures and systemdlibgtoperate under. What they lacked
was a structure that involves all the institutioviso act as first responses in case a mass
casualty was to occur. But it would not be posstbldhave one structure or a working
system if they had no working relation. It's onlyRK that has an official working

relationship with the county. So there is needtlf@ county to formulate a contingency
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plan considering all the stakeholders and to foaterorking relationship among these

institutions.

Though there are paramedics /EMTs who are respenfgib conducting disasters triage
in mass casualty incidents. There is need for thengo through regular drills and
trainings to expose them to different scenarios$ thay require their response. Majority
of the paramedics 83.33 percent knew that they wezant to postpone evacuation if
some casualties were in a stable condition, whigerest 16.67 percent said they would
evacuate them immediately. It shows the importamde regular trainings and

examinations of this first respondent.

5.3 Recommendations
From the findings of the study, the following reaoendations were made.

1. The county should conduct an official audit on dggiipment and personnel that
each institution has that can come in handy inchs@ emergency.

2. Though having been trained in emergency respores@dhamedics/EMT’s need
to be re-trained regularly by conducting drills amckamination through
identifying a knowledge gap to keep them well vdragth their work.

3. Even after the audit on equipment and personneloAing relationship should
be encouraged among the institutions that resppediergencies. This is through
developing working agreements and MOUSs.

4. Response time should be set on different disastenasios in line with the
response strategies of the institutions that afitstsesponders.

5. Receiving facilities should be trained on how tepare early for any mass
casualty incidents

6. Given the nature of a disaster that produces massatties, there is need for
training on triage of specialized people who carrkwmoand in hand with the
paramedics/EMTS

7. The county should have its own ambulance servi@tid inconveniences if the
subcontracted parties decided to suddenly caneealdhtract.

8. The county should have its own paramedics accolentatit.
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5.4 Suggested areas for further study
1. Triage monitoring and treatment of mass casualentevin emergencies
2. Medical response planning and triage for mass tiyRaAs
3. Preparedness and response to a rural mass cascalnt
4. Challenges of mobilizing resources for disasterpoase within local
governments

5. Hospital preparedness for mass casualties
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Appendix i: Interview schedule for key respondentgdirector disaster management)
Introduction
My name is Lena Moraa Obara; | am currently purguanMasters of Arts Degree in
Advanced Disaster Management at the University aifdbi. In partial fulfilment for the
award of a Masters Degree, | am required to sulamiésearch paper in my area of
interest which idnstitutional capacity to conduct Disaster Triage h Mass Casualty
Incidents: A case study of Kisii County. You have been selédo participate in this
study and requested to give your honest responsthetofollowing questions. The
information obtained from this study will be useargly for academic purposes and will
be treated in confidence. Your assistance willigali appreciated.
Date of Interview:
Demographic Data

1. Name of INSHIULION.......ooouiie e e e

2. Age

I T €= g T[T PP

4. Level of Education (Tick one)
a)Certificate b) Diplom{__] c) Deg[_] d) Post gradua__]

Establishing the existence of Rapid Response Teams.
5. Who are the key players in Emergency Managemefisii County?



6. What roles do they play incase of an emergency?

Organization Role

Analyzing the structures and systems in place.
7. Does the country have any systems for emerge@cyagement in place?
Yes [] NC ]
a. If yes what kinds of systems have been set asidsponding to emergencies?

8. Does the county have any specific structures #na meant to deal with Mass
Casualties?

Yes [ NC_]
9. If yes who are the key players/Institutions ilweal in emergency management and
what are their

roles?

Organization Role




10. Are these key players constituted into Rapigpease Teams?
Yes [1 N
11. What are the forms of engagement do you hatle the team members (is it by
contract or
goodwill)?

12. If yes to question 10 above, what is the ssponse time for the following

emergencies?

Emergencies Response Time

Fire incidents

Road Traffic

Accidents

stampedes

Explosions

Bomb Threats

Examining the practice of Disaster Triage

13. Are you aware of a Disaster/ Medical Triage?
Yes N[_]

14. If yes, is it set up in Kisii County?



16. Who are the key players in the triage set wpvamat are their roles?

Organization Role

17. What response gear (equipments) do you haseasnty?
a).
b).
C).
d).
e).
f).
18. Have you ever dealt with mass casualty in@dsrin the last one year?

Yes [] No[]
19. If yes what will you say are the major challesgre you are faced with as a county in

U ouun

dealing with mass casualties?

15. Kindly give suggestion on what should be dooeimiprove responses to mass

casualties in the county.



Appendix ii: Interview schedule for key respondents(St Johns Ambulance, Kenya
Red Cross, Kenya Police, Nursing services Manager)
Introduction
My name is Lena Moraa Obara; | am currently purguanMasters of Arts Degree in
Advanced Disaster Management at the Universityafdbi. In partial fulfillment for the
award of a Masters Degree, | am required to sulamiésearch paper in my area of
interest which idnstitutional capacity to conduct Disaster Triage h Mass Casualty
Incidents: A case study of Kisii County. You have been delédo participate in this
study and requested to give your honest responstheofollowing questions. The
information obtained from this study will be useargly for academic purposes and will
be treated in confidence. Your assistance willigali appreciated.
Date of Interview:
Demographic Data

1. Name Of INSHLULION. .. ... .oe e e e e e e

2. Age

T 1T oo [ PP

4. Level of Education (Tick one)
a) Certificate ] b) Diplo_] c¢)Ded 1 d) Post gradu_]

Establishing the existence of Rapid Response Teams
5. Do you have any teams set aside for emergenoggeanent?
Yes ] No [

6. If yes what are their designations.



7. As an organization what is your specific role(sjesponding to emergencies in Kisii
County?

Analyzing the structures and systems in place.
8. Do you have any systems for emergency managemplace?

Yes ] NO|:|

9. If yes what kinds of systems have been setasitesponding to emergencies?

10. Does your Institution have any specific struesuthat are meant to deal with Mass
Casualties?

Yes [ Nor—
11. Who are the other institutions that you haveagents/ MOU'’s to work with in case

of Emergencies?

12. Are you constituted into Rapid Response Teams?
Yes [] Nq]



13. If yes what is the set response time for tlewing emergencies?

Emergencies Response Time

Fire incidents

Road Traffic

Accidents

Stampedes

Explosions

Bomb Threats

Examining the practice of Disaster Triage

14. Are you aware of a Disaster/ Medical Triage?
Yes [] N ]

15. If yes, is the system set up in your Instio®

17. Do you work under a team leader?
Yes [ N

18. What are the qualifications of your team mersber



19. What response gear /equipment do you have bsatution?
a).
b).
C).
d).
e).
f).
20. Have you ever conducted any drill in Disasteéade?
Yes[ ] No ]
21. If yes when was it conducted?

22. Have you ever dealt with mass casualty incidemg the last one year?
Yes [ ] No []
23. If yes what will you say are the major challemcgare you are faced with as an

Institution in dealing with mass casualties?

24. Kindly give suggestion on what should be dooeimprove responses to mass

casualties in Kisii County.



Appendix iii: Interview Schedule for Paramedics

Introduction
My name is Lena Moraa Obara; | am currently purguanMasters of Arts Degree in
Advanced Disaster Management at the Universityafdbi. In partial fulfillment for the
award of a Masters Degree, | am required to sulamiésearch paper in my area of
interest which idnstitutional capacity to conduct Disaster Triage n Mass Casualty
Incidents: A case study of Kisii County. You have been selédo participate in this
study and requested to give your honest responsthetofollowing questions. The
information obtained from this study will be useargly for academic purposes and will
be treated in confidence. Your assistance willigali appreciated.
Date of Interview:
Demographic Data

1. Name Of INSHIULION ... ... .e e e e e e e

2. Age

G T €= g T [ PP

4. Level of Education (Tick one)

a)Certificate [—] b) Diplomg—] ) egree ] d) Post gradua—]

Knowledge of the practice of triage.
5. Have ever heard of a medical triage:

Yes [ ] No ] ifyes proceed to question 6. If no proceed to quasn 22

6. If yes have you ever participated in one?
YesC_1 Nd

7. Sorting of victims is done on the scene of arident for mainly one of the following
purposes? (Choose one)
a) Because that is the place where the accident@tt

b) For easy identification of the victims and tjaotation.



c) In order to sort victims into those who needtical attention and immediate
transportation to the hospital and those with &&3®us injuries.

d) Because there is the presence of police andocalgairsonnel on the site.

8. When you arrive at the scene of an accident/gemely and find that some people are
in a stable condition, what do you do? (Choose one)

a) You avoid evacuating them to the surgical unit.

b) Evacuate to surgical units.

c) Postpone evacuation and wait for him or heotmmlain of any pains.

d) Postpone the evacuation but continue monitonngase there is need to evacuate to

the surgical units.

9. What is the first rule in organizing field tre® (Choose one)
a) Operate in any given conditions to save lives.

b) The site should be reasonably safe.

c) Operate as instructed by team leader.

d) Identify the victims and classify them.

10. What do you do when you have many casualtiea@? (Choose one)

a) Sort them out to determine the order in whicaythvill be evacuated to medical
facilities.

b) Use ambulances and other available means tspwainthem to the hospital.

c) Inform the government authorities that you averashelmed and wait for further
instructions from them.

d) Commence immediate treatment with whatever messuare available.

11. In case you find some of the victims in stat@adition what would you do? (Choose
one)

a) Discharge them and release them to go home.

b) Make them stay within the accident scene, tauenghat no complication arises

thereafter.



c) Not take any action, because they are notedjur
d) In the triage area, those casualties shouldebexamined periodically and if in the

hospital they should be re examined regularly.

12. In the categories below; which is the correxdlgor sorting mass casualties ;( choose
one)
a) I. Pool 1 (Green Tag) - Lightly injured, ablenbanage for themselves.
ii. Pool 2 (Yellow Tag) —Lightly injured, requiringssessment and treatment which can
be provided on spot or emergency room.
iii. Pool 3 (Red Tag) - Requiring assessmeutt surgical intervention.
iv. Pool 3 (Black Tag) - wounded who will not sive the injury.
b) i. Pool 1 — Dead/ wounded who will not survite injury.
ii. Pool 2 -Requiring assessment and surgidalvention.
iii. Pool 3-Requiring assessment and treatnveimich can be provided on spot or
emergency room.
iv. Pool 4- Lightly injured able to manage for thestves.

c) None of the above.

13. Who makes the decisions in sorting out themstin an emergency scene? (Choose
one)

a) The decisions are made on the field by any fieglpersonnel present.

b) The decisions are made by the team leader.

c) All procedures and responsibilities are defimeédvance in a contingency plan for

receiving large numbers of casualties.

14. How are the injured identified and sorted duha emergency scene? (Choose one)
a) They are identified by the team leader who ésrtfost qualified of them all.

b) They are interviewed then the information theyt provide is used to determine the
extent of the injury.

c) They are labelled with standardized cards whiehprepared in advance and familiar

to all personnel including the surgical unit.



15. The establishment of a reliable channel of camioation between the spot where the
accident has occurred to the hospital achievefotloaving goals ;( choose one)
a) I. Announce the arrival of casualtiesjrthember and the types of injuries.
ii. Find out how many casualties the hospital isahla to care for and establish
where there are several surgical units that camsbd.
b) For easy access of the hospital facilities.

c) In order to save lives, save time and for easesmtiinent.

16. Which are the most important rules to followewnhresponding to emergencies?
(Choose one)
a) ldentify the injured, sort them and treat them adiog to the extent of damage.
b) There should be equipment that is in working coadiand qualified personnel.
c) It must be carried out by competent and experiengedsonnel, the most
experienced person should be in complete contrtietriage process, each team
member should have a specific task and triage dhooihform to a system of

categorization familiar to all the healthcare fitieis.

17. Have you ever practiced drills in emergencpoese?

Yesr3  NqJ

18. If yes when was it conducted?
19. Have you ever dealt with mass casualty in@denn the last one year?
Yes [ ] No[]
20. If yes what will you say are the major challemgou are faced with as an Institution
in dealing

with Mass Casualties?



21. Kindly give suggestion on what should be dooeimprove responses to mass

casualties

22. In your normal practice of responding to ereagges, do you sort out and categorize
the victims?
Yes [ NC]

23. If yes what order do you use? (Choose one)

a)
i. Pool 1 (Green Tag) - Lightly injured, able to mam&gr themselves.
ii. Pool 2 (Yellow Tag) —Lightly injured, requiring &ssment and treatment
which can be provided on spot or emergency room.
iii. Pool 3 (Red Tag) - Requiring assessment argicsliintervention.
iv. Pool 3 (Black Tag) - wounded who will not survivetinjury.
b)

i. Pool 1 — Dead/ wounded who will not survive theirgj
ii. Pool 2 -Requiring assessment and surgical inteiment
iii. Pool 3-Requiring assessment and treatment whichbeaprovided on spot or
emergency room.
iv. Pool 4- Lightly injured able to manage for themsslv

c) None of the above.

24. Who makes the decisions in sorting out theimigtof an emergency in your
Institution? (Choose one)

a) The decisions are made on the field by any qudliersonnel present.



b) The decisions are made by the team leader.
c) All procedures and responsibilities are definecdvance in a contingency plan

for receiving large numbers of casualties.

25. How are the injured, identified and sorted aiithe emergency scene?(Choose one)
a) They are identified by the team leader who is tlestgualified of them all.
b) They are interviewed then the information that tpegvide is used to determine
the extent of the injury.
c) They are labelled with standardized cards which @epared in advance and

familiar to all personnel including the surgicaitun

26. The establishment of a reliable channel of camipation between the spot where the
accident has occurred to the hospital achievefotlmaving goals; (choose one)

a) i. Announce the arrival of casualties, their numdnad the types of injuries.

ii. Find out how many casualties the hospital iahla to care for and establish
where there are several surgical units that camsbd.

b) For easy access of the hospital facilities.

c) Inorder to save lives, save time and for easeeatment.

27. Which are the most important rules to followemnhresponding to emergencies?
(choose one)

a) ldentify the injured, sort them and treat them adicg to the extent of damage.

b) There should be equipment that is in working coadiand qualified personnel.

c) It must be carried out by competent and experiengedsonnel, the most
experienced person should be in complete contrtiiefriage process, each team
member should have a specific task and triage dhoohform to a system of
categorization familiar to all the healthcare fiieis.

28. Have you ever practiced drills in emergencpoese?
Yes [] NC_]
29. If yes when was it conducted?
30. Have you ever dealt with mass casualty incidemg the last one year?
Yes [] NC_]

Vi



31. If yes what will you say are the major challemcgare you are faced with as an

Institution in dealing with Mass Casualties?

32. Kindly give suggestion on what should be dooeimprove responses to mass

casualties

vii



Appendix iv: Observation Check List
1. Does the institution have a Contingency plans?



Appendix V: Budget

proposal development 10,500.00
Stationery 5,000.00
Typing and printing proposal 5,500.00
photocopy proposal questions 3,500.00
Transport 10,000.00
Project development 15,000.00
Miscellaneous expenses 20,000.00
Total Cost 69,500.00




Appendix vi: Research Permit

UNIVERSITY OF NAIROBI
DEPARTMENT OF SOCIOLOGY & SOCIAL WORK

P.O. Box 30197
Fax 254-2-245506 Nairobi

Telex 22095 Varsity Nairobi Kenya Kenya
Tel. 318262/5 Ext. 28167

May 25, 2015

TO WHOM IT MAY CONCERN

RE: OBARA LENA MORAA - C50/79640/2012

Through this letter, | wish to confirm that the above named is a bonafide
postgraduate student at the Department of Saciology & Sacial Work, University of
Nairobi. Further, | wish to inform you that the student is collecting data for her
research proposal on “Institutional Capacity to Conduct Disaster Triage in Mass
casualty incidents: A Case Study of Kisii County”.

Through this letter, | am kindly requesting you to provide the student with any
form of support that is required to collect data.

‘Ch\am\Be_p Social Work

c.c. Dr. Ocharo - Supervisor



