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Abstract

Introduction: The Khyber Pakhtunkhwa (KPK) of Pakistan assessed after the
devastating earthquake in 2005 that assistance is needed in upgrading its current
preparedness levels for emergencies and disasters in the area of hospitals and pre
hospitals services.

In this regard the German Agency for Technical Cooperation (GTZ) was asked to
provide disaster preparedness assistance to the government of the Khyber
Pakhtunkhwa (KPK), Pakistan.

The questions of the study are:

1.

Are the hospitals in KPK well prepared to deal with emergency and disaster
events?

Are there differences of preparedness regarding the studied indicators of
preparedness?

Are there differences between 1%, 2nd and 3" level hospitals in KPK?

What are the priority measures to improve the hospital preparedness?

Materials and Methods:

The fact-finding mission consisted of a three-week study, from 29/01/2009 to
25/02/20009.

Six fields of altogether 28 indicators were assessed and were evaluated by a score:

Hospital infrastructure
Hospital Materials
Human resources
Training

Processes

Hospital disaster plan

For the statistic evaluations F-Test and T- Test analyses were conducted.

A workshop was held with the representatives of the Health Department, the hospital
representatives and other international partner organizations which contributed to the
mission to discuss the result and the priority needs.



Results:

All hospitals were not sufficiently prepared in the field of hospital disaster planning.
Regarding the hospital infrastructure the result differed from hospital to hospital.
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As an outcome of the study it was recommended to:

-Establish a detailed hospital disaster plan in every hospital.
-Education and training in standard operations like triage etc.
-Perform a yearly simulation exercise.

-Continuous quality management of the hospitals.
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1- Introduction:

Disasters are typically viewed as low probability yet high impact events. Although
various definitions have been used, a disaster is frequently viewed as a situation in
which the number of patients presenting to the medical facility within a given time

period exceed the ability of the hospital to provide care without external assistance.’

After the earthquake of 2005, the Government of Pakistan decided to take serious
steps for improving their capacities to prevent, prepare for and manage disaster and
emergency situations. The National Disaster Management Ordinance was issued in
December 2006 and subsequently, the National Disaster Management Authority was
formed. Similarly, the provinces especially the KPK and districts were expected to
develop such entities in analogy.

In this regards the German Agency for Technical Cooperation (GTZ) was asked to
provide disaster preparedness assistance to the government of the Khyber
Pakhtunkhwa (KPK) Province, Pakistan. The cooperation between the two entities
began in April 2007 and will last till March 2010. The GTZ will provide risk
assessment and analysis along with recommendations to the Government in
Pakistan in dealing with disasters in the Hospital setting. In this connection an onside
field study of the GTZ was performed. The materials and results were used in this

dissertation with agreement of GTZ.

1.1- Disaster preparedness and management project (DPMP) of the German Agency for

Technical Cooperation (GTZ)

The Disaster Preparedness and Management Project (DPMP) has been agreed
upon between the Provincial Government of KPK and the German Agency for
Technical Cooperation (GTZ) in July 2007 and aims at enhancing the capacities for

disaster preparedness and management in the province, supporting and cooperating

' M. J. Krajewski, M. Sztajnkrycer & A. A. Baez : Hospital Disaster Preparedness in the ateieN &y
issues, New Challenges . The Internet Journal of Rescue and Disaster Medicine. 2005 Volume 4 Number 2



with public and private partners. Among the key implementation institutions are the
Provincial Disaster Management Authority, the majority of the Provincial
Departments, Civil Defence, the University of Peshawar and the District
Administrations in the priority districts of Peshawar and Mansehra.

In this context, the project particularly provides support in the following areas:

Figure 1: GTZ plan for KPK i Pakistan 2009-20107
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1.2-Subjects of the field study :

It is imperative that all health services are housed in structures that can resist the
force of natural disasters,

water, electricity, medical gases, etc.) continue to function, and that health personnel

are able to provide medical assistance when they are most needed.?

The field study had to answer these questions:

1 Are the hospitals in KPK well prepared to deal with emergency and
disaster events?

1 Are there differences of preparedness regarding the studied indicators
of preparedness?
Are there differences between 1%, 2nd and 3" level hospitals in KPK?

What are the priority measurers to improve the hospital preparedness?

1.3-Aims and Objectives of the field study

To find out how to improve or upgrade Hospital Preparedness for Emergency and
Disaster in the Khyber Pakhtunkhwa (KPK) Province of Pakistan, highlighting the

following aspects:

- Assessment of the procedures for emergency management in the major

hospitals for KPK. Suggested were :

Lady-Reading-Hospital Peshawar,

Ayub Teaching Hospital Abottabad,

Mansehra District Headquarter Hospital.

Balakot Hospital.

Battagram District Headquarter Hospital.

Haripur District Headquarter Hospital.

3 Hospital Safety Index Guide for Evaluators, Pan American Health Organization
World Health Organization
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- District Headquarter Hospital Mardan.

- Mardan Medical Complex.

Responsibilities within the emergency departments.

Responsibilities for other departments of the hospitals.

Essential services regarding hospital emergency management.

Medical care procedures.

Other relevant aspects:

- Assessment of staff structures and capacities in dealing with emergencies

and disasters.

- Assessment of response capacity to different disaster scenarios (collapsed
structures, floods, fire and high number of incidents).

- Assessment of the structural preparedness of hospitals to disasters as well as

available equipment and consumables.

- Assessment o f t he hospital so capacity

management for staff from other hospitals and emergency departments.

- Assessment of the adequateness of training modules for enhanced hospital

preparedness in emergencies, such as:

- PEER (Program for Enhancement of Emergency Response)

with its module HOPE (Hospital Preparedness in Emergencies).
- MIMMS (Major Incident Medical Management and Support).
- Other alternatives:

- Preparation of phased proposals for how to enhance hospital emergency

preparedness under the given conditions.

1.4- Health systenof Pakistan

Pakistan is the most populated country in the WHO Eastern Mediterranean
Region, accounting for 30% of the regional population. Currently the region is being

organized into district governments. Socioeconomic development in the area is low,
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with high levels of poverty and low levels of literacy especially among women and in
the general population of rural areas. Government efforts to scale up development
were hindered by a massive earthquake which struck on October 8, 2005; eight
districts in the Khyber Pakhtunkhwa (KPK) Province and Azad Jammu and Kashmir
(AJK) were affected., The earthquake left over 70,000 dead and around four million
in dire need of health services and assistance. The geopolitical situation generated

by the Afghan war and the post-9/11 scenario has further aggravated the situation.
1.5-Epidemiological data about Pakistan according to the WHO reports 2008:

Total population: 160,943,000

Gross national income per capita (PPP international $): 2,410
Life expectancy at birth M/F (years): 62/63

Healthy life expectancy at birth M/F (years, 2003): 54/52
Probability of dying under five years (per 1,000 live births): 97

= =4 4 4 A -

Probability of dying between 15 and 60 years M/F (per 1,000 population):
218/194

Total expenditure on health per capita (Intl $, 2005): 49
Total expenditure on health as % of GDP (2005): 2.1
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1.6- Health information and information about the hospitals in KPK:

Khyber Pakhtunkhwa (KPK) Province is a province of the Islamic Republic of
Pakistan, located on both banks of the Indus Rivers and stretches from the
Himalayas in the north to the deserts in the south, where it is bordered by the
Baluchistan and Punjab provinces. On its western flank is the rugged terrain of
neighboring country Afghanistan, which is accessed via the historic Khyber Pass
through the mountains of the Suleiman Range. Its borders touch or are close to
those of China, Tajikistan and the disputed territory of the state of Jammu and

Kashmir in the north. The capital of the province is the city of Peshawar.

Figure 2: Province division in Pakistan *

PAKISTAN

* http://www.pakistan.gov.pk/
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It covers an area of 74,521 square kilometers. According to the 1998 census
(Government of Pakistan website), the total population of KPK was approximately 14
million, out of whom 52% are males and 48% females. The density of population is
187 per square kilometers and the intercensal change of population is of about 30
percent. Geographically the province could be divided into two zones: the northern
one extending from the ranges of the Hindukush to the borders of Peshawar basin;
and the southern one extending from Peshawar to the Derajat Basin. The northern
zone is cold and snowy in winters with heavy rainfall, with warm and pleasant
summers. The Peshawar Basin is hot in summer but tends to have the regional
cold winters, moderate rainfall year round. The southern zone is arid with hot
summers, cold winters and scantly rainfall. Its climate varies from very cold (Chitral

in the north) to very hot in places like Dera Ismail Khan.
1.7- Definitions of 15 ,2"® and 3" level hospital in KPK :

Level |

A level | trauma center provides the highest level of surgical care to trauma patients.
It has a full range of specialists and equipment available 24 hours a day and admits
a minimum required annual volume of severely injured patients. A level | trauma
center is required to have a certain number of surgeons and anesthesiologists on
duty 24 hours a day at the hospital, an education program, preventive and outreach

programs. In KPK this role is assigned for the teaching hospitals in the province.
Level Il

A level Il trauma center works in collaboration with a Level | center. It provides
comprehensive trauma care and supplements the clinical expertise of a level |
institution. It provides 24-hour availability of all essential specialties, personnel, and
equipment. Minimum volume requirements may depend on local conditions. These
institutions are not required to have an ongoing program of research or a surgical
residency program. In KPK this role is assigned for the District Head Quarter
Hospital in the province.
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Level Il

A level lll trauma center does not have the full availability of specialists, but does
have resources for emergency resuscitation, surgery, and intensive care of most
trauma patients. A level Il center has transfer agreements with level | or level II
trauma centers that provide back-up resources for the care of exceptionally severe
injuries. In KPK this role is assigned to the Tehsil Head Quarter Hospitals and Rural

Health Centres in the province.

Table 1: Health Facilities in KPK

’Sr. No I'I}'pe INlunber
1. [Teaching Hospital E

2. |DHQ Hosp 22

3 [THQ Hosp 110

4. [RHC 187

5. [BHU 1848

’6. |Dispens aries I4 15

7. MCH |94

|8. |Other (T.B centers, leprosy clinics etc) |123

| |Total 1607

District Head Quarter Hospital (DHQ Hosp) , Tahsil Head Quarter Hospital (THQ Hosp), Rural Health
Clinic (RHC) , Basic Health Unit (BHU) , Maternal and Child Health (MCH)

® http://www.healthnwfp.gov.pk/

GTZ officePeshawar

Health Depament -Peshawar
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Table 2: Surgical Health Facilities in Germany .

) Chirurg. Kliniken
KH mit davon davon
) ) o der Grund & davon davon Ohne
KH insg. chirurg. Maximalver/ | Schwerpunkts ) )
o Fegelversorgung | geteilt | ungeteilt | Angaben
Einheiten sorger VErsorger )
insg.
Baden -
0
Wirttemberg 254 113 ] 16 g1 BB 25 0
Bayern 341 178 15 33 130 102 28 0
Berlin 58 37 1 g 27 26 1 0
Brandenburg B3 i8 34 20 14 i
!
Bremen, 18 11 2 3 6 4 2 0
Bremerhaven
Hamburg 40 2B 2 5 14 16 3 0
Hessen 156 76 5 10 £l 43 18 0
Mectisabwg | .. 25 4 3 18 12 6 0
Vorpommern
Miedersachsen 191 114 1 14 99 76 23 0
Mordrhein
Westfalan 414 281 14 12 255 206 42 7
Rheinland- | 4o 74 4 16 54 34 18 2
Pfalz
Saarland 24 20 2 3 15 g 5 i
Sachsen 85 B2 2 10 50 5 15 0
Sachsen -
g
Anhalt 52 il 2 10 14 18 1 0
Schleswig-
) 1 41 2 g T 18 12 0
Holstein
Thiringen 45 i2 2 4 2B 21 5 0
zusammen 1881 1158 64 161 434 708 208 9

In comparison to the 1607 heath facilities in KPK, the table above shows the number

of Surgical Health Facilities in Germany

® www.bdc.de,Gliederung der chirurgishen Krankeiser in den 16 Bundesidern
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Table 3: Health Personnel in KPK

ISr. No |Cadre lNlunber
. ITeaching 1892

2. District Specialists 355

3 Medical Officers 13649

|4. |D ental Surgeons |2 13

5. [Nurses 13066

6. Lady Health Visitors 918

7. ITechnicians 1827

8. [EPT Workers 1520

|9. |Dispensers |1381

110.  [Lady Health Workers [13007

’1 1 |Lady Health Supervisor l486

ll 2. |Drug nspector |25

|1 3. |Pharmacists |20

114, [Drug Analysts 6
115 [Others 2823
| |Total 30188

" http:/iwww.healthnwfp.gov.pk/

GTZ officePeshawar

Health Departrent -Peshawar
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1.8 -Risk areas in KPK

Figure 3: Taliban influence KPK & FATA®

THE

LoNG WAR
JOURNAL

& http:/ftimesofkarachi.wordpress.com/category/talibvdluencenwfp-fata/
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Figure 4: Multi hazard map of Pakistan®

& ) Word ealth Pakcistan: Multihazard Distribution Map
1 Organization

Negioonl Office for the Lastern Meditermaenn

Legend
Intensity level WH0,2007)

. Verylow
I Lov
[ Medum
B o
- Very high
I o data

Disputed area
%,

International boundaries (UN, 2007)

Major cities (DCW, 1993)

Disclaimer

The boundares and names shawn and ha desinalions used on s map do natimgly
a8 axrasion of any cpingn whaisaever on e par of e Werd Heth Ongmniaaion
eoncarnng fe siakus of any caunky, iy, o, o area, e of s athardies, o
concarnng he deimiatan ol fronfers orboundares Detied ines on macs recrasent

® http:www.emro.who.int/eha
The WHO eAtlas of disaster risk for the Eastern Mediterranean Region. volume 1.Exposure
to natural hazard®WHO office IslamabadPakistan

19



Figure 5: Pakistan heat hazard distribution map™®
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Figure 6: Pakistan wind speed distribution map.**
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Figure 7: Pakistan landslide hazard distribution map*?
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Figure 8: Pakistan flood hazard distribution map™?
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Figure 9: Pakistan seismic hazard distribution map**
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2- Methodology and Materials

Several factors contribute to the design of a successful and accurate assessment.
According to the UNDAC book 2006,the following steps must be done :

1.Preliminary review of the information
2.Planning process

3.Field trip

4.Interviews/observation

5.Data analysis and reporting

6.Response

UMDAC 2006

Flow chartofthe assessment process

Preliminary review of
information

NO _
(Is assesment needed? |—#» (Terminate process |

- YES

( Planning process]

Field trip
[ Interviews / Observation ] Rewview by
+ sector
[ Analysis and reporting J FpEEElis=

[Requ'lrernents for response] [

Collection of
sector specific
information

Requirements for
sectoral assesment(s)

Figure 10:The united nations disaster assessment and coordination
(UNDAC)2006,chapter G

Phttp://ochaonline.un.org/Coordination/F€oordinationSupportSection/UNDACSystem/H
andbook/tabid/1432/languagefels/Default.aspx chapter G
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The methodology to prepare and perform this assessment is mainly based on the
field study conducted by GTZ and performed by to disaster experts'® from 25-
January 2009 to 23-February 2009 and the following materials:

2.1-Preparatory phase

United nation disaster assessment and coordination (UNDAC) Field
Handbook.

Materials of personal training and experience as UNDAC delegate and
member of the first UNDAC course.

Materials of personal training and experience as EMDM ( European master of

disaster medicine ) delegate and member of EMDM-A.

The center for the study of bioterrorism and emerging infections (CSB&EI)

http://www.bioterrorism.slu.edu/.
Mass casualty management systems, WHO ( World Health Organization )

Establishing a mass casualty management system, PAHO( Pan American

Health Organization ).
Safe hospitals, www.paho.org PAHO

Other materials for the preparation of this study which were used are

mentioned in the reference list.
2.2-Field study

Briefing by Christian Mdller, principal advisor of the disaster preparedness
and management Project (DPMP) and Ishag Mohmand, MBBS, disaster
management advisor of the DPMP on 31 January 20009.

18 professor Dr. Bernd Domres

Rashid AlBadi MD

26


http://www.bioterrorism.slu.edu/
http://www.paho.org/

Assessment

Three questionnaires to the concerned hospitals
1 Hospital preparedness plan, by Professor Bernd Domres and
Rashid Al Badi, MD.
1 Safe hospital by PAHO.
1 EMS disaster preparedness plan by Professor Bernd Domres
and Rashid Al Badi MD.
Hospital visits
Teaching hospitals

Lady Reading Hospital (LRH), Abottabad Teaching Hospital (ATH),
Mardan Medical Complex (MMC).

District Headquarter Hospitals, (DHQ):

Battagram DHQ Hospital (BTH), Manshera DHQ Hospital (MH), Haripur
DHQ Hospital (HPH), DHQ Hospital Mardan (DHQM).

Tehsil Hospital

Balakot Hospital (BKH)

If available, the following facilities were visited in each hospital:

Hospital compound

Accident approach

Accident and emergency
Intensive care unit

Operation theater/ Surgical suite
Wards

Blood bank

Burn unit

= =4 4 -4 A4 -5 A -5 -2

Medical school
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1 Nurses school

1 Paramedic school
In each hospital the following activities were performed:

1 Interviews with chief executive, medical superintendent,
accident and emergency in charge, technical. engineer,
biomedical engineer, medical school principle (Dean), nursing
school principle (Dean), paramedic school principal (Dean).

1 Visiting the different departments.
1 Ambulance station 137 (only in LRH).

i Following a random patient in ATH to assess the admission
and fast track.

Completed hospital questionnaires = total 7.

Completed safe hospitals questionnaires = total 4.

From the literature study and from our experience in the field during our visits and
from our evaluation of the questionnaires we used these indicators as criteria to

evaluate the hospital disaster preparedness in KPK
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2.3-The criteria for evaluation of the scores

Table 4. Synopsis of the indicators for hospital disaster preparedness.
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The criteria for evaluation scores of every indicator are:*’

NOT PRESENT = 0 (no preparation in this field).

NOT SUFFICIENT = 0.1 7 0.65 (some degree of preparedness but it is not
sufficient).

SUFFICIENT = 0.6-0.99 (can cope with the need of the disaster but

improvement is recommended).
GOOD = 1-2.5 (meets the international standards of preparedness and

response in disaster).
EXCELLENT = 2.6-3 (above international standards of preparedness and

response in disaster).

Y professor Bernd Domres

Rashid AlBadi ,MD
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2.4-The indicators used in the methodology :

1-Committee: Are local stakeholders, near-by hospitals and disaster management
authorities involved in a committee for preparedness planning, the evaluation score

depends on the following bench marks:
Does a committee of all relevant stakeholders of the hospital exist?
Does it meet regularly? Does it workout a plan?

Does the plan include the coordination between the hospital and other cooperating

facilities (i.e. other health facilities, police, fire, rescue, NGOs, etc. services)?

2-Hospital Emergency Incident Command System (HEICS): A command system
inside the health facility defines the responsibility of each member of the command

plan.

3-Implementation: The process to make the hospital disaster plan operational and
functional.. (The hospital disaster plan is operational through practical verification in
real scenarios, through regular drills and monitoring and through being known to

each staff member).

4-Alert System: Availability of a mobilization system to alert the personnel in the
facility and those who are at home.

5-Job Description: Written description of the Terms of Reference, tasks and
responsibilities of each staff member in the health facility is available and

communicated.

6-Evacuation Plan: The facility is able to evacuate the patients and staff and an

alternative place to accommodate these people is available.

7-Water, Electricity, Laundry and Garbage: The facility is able to cope five days

without supply from outside during a disaster situation.
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8-Fire Prevention: Fire fighter equipment for prevention, fire suppression and
escape mechanisms are available, communicated and staff is trained on their

utilization.

9-Hospital Structure: The health facilityds structure
natural disasters such as earthquakes or floods.

10-Traffic and Security: The health facility is able to assure quick access to the
A&E Department and to control the traffic flow and security of the institution (for

example).

11-Apparatus: Basic medical equipment for emergency and disaster treatments are

available in the facility.

12-Medicine: Necessary medicaments in case of disaster are available in sufficient

quantity / or can be mobilized quickly in sufficient quantity.

13-Consumables: Necessary consumables like bandages, cotton, .etc. are available

in sufficient quantity in case of disaster.
14-Beds: Quality beds as well as mobile beds are available in sufficient quantity.

The bed quality: having wheels to move as well as having the ability for orthopedic

maneuvers like traction for the fracture procedures

The bed quantity should sustain a surge capacity of 20% of the hospital main
capacity

15-Simulation System: Disaster drills and exercises are regularly / 1-2 a year, etc.

performed and monitored.

16-Maintenance: A mechanism to maintain medical equipment in good and

functioning status is in place.

17-Bed/nursing Ratio: The bed-nurses ratio meets the standard requirements of the

Nursing Council of Pakistan (10 beds /4 nurses/24 hours/365 days).
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18-Physician: Doctors trained in emergency and disaster medicine are available

within the health facility and know how to deal with a disaster situation.

19-Nurses: Nurses trained in emergency medicine and resuscitation are available

and know what to do in a disaster situation.

20-Medical Technicians: Medical technicians and paramedics trained in emergency

medicine and resuscitation are available and know what to do in a disaster situation.

21-Triage: Doctors and paramedics know how to perform different triage systems

and are able to practice them during mass casualty.

22-Standards of Operations: Written standards of operations assigning clear tasks
and roles during disaster and mass causality to every staff member of the hospital

are available and practiced.

23-Admission and Fast Track: A clear and transparent process of admitting the
patient from triage area to the ward is established and through fast track the
response of different hospital facilities departments upon the call from A&E is

ensured.

24-Communications: A communication system is available, professionally operated
and maintained and an alternative system can be mobilized and operated in case of

disaster and breakdown of the normal system.

25-Hygiene: Hygiene standards in the health facility are available, implemented,

monitored, etc. to reduce the number of infections.
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2.5-Workshop on 19" February 2009 in the Health Department of KPK and

Peshawar (see annex 1).
Assessment and discussion of:
1 Strengths and Weaknesses according to the assessment results.
1 Opportunities and Threats according to the assessment results.

The areas in the figure below were used to summarize the results of the

workshop.

Figure 11: Strength-weakness & opportunities-threats.*

| Strengths 1 | Opportunities 1
Looking back at experiences] Looking forward in théuture \

‘ | Weaknesses 1 | Threats 1

The program of the workshop was structured as following:

{Self assessment of hospital emergency preparedness in KPK.
fSharing of assessment results by assessment team.
{Discussion of controversies.
fidentification of consensus on the way forward.

Meeting with WHO, Islamabad (the capital of Pakistan).

Meeting with representatives of the Health Department, KPK and the Ministry of

Health, Islamabad.

BGTZ office Peshawar

Health Department- Peshawar
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2.6- Methodology of the data analysis:

A number of statistical analyses were used in this study. The Statistical
Program version 14, (MINITAB®, 2004) was used to analyze the data. Independent
Groups F-Test and T- Test analyses were conducted.

F-Test:
A test to determine whether the factor means are equal or not.

The formula is:

F MS (Factor)
MS (Error)

The degrees of freedom for the numerator are r -1 and for the denominator are nr - r.
Larger values of F support rejecting the null hypothesis that the means are equal.

p-value (P):

Used in hypothesis tests to help you decide whether to reject or fail to reject a null
hypothesis. The p-value is the probability of obtaining a test statistic that is at least
as extreme as the actual calculated value, if the null hypothesis is true. That is, the
p-value represents the probability of making a Type | error, or rejecting the null
hypothesis when it is actually true. The smaller the p-value, the smaller the
probability is that you would be making a mistake by rejecting the null hypothesis. A
commonly used cut-off value for the p-value is 0.05. For example, if the calculated p-

value of a test statistic is less than 0.05, you reject the null hypothesis.
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3- Results

3.1-Synopsis of the results of the indicators:

Based on our assessment of the above mentioned hospitals and our meetings with
the stakeholders in the corresponding areas we identified the following results as
shown in the table below

Table 5: Synopsis of the evaluation of the hospital disaster preparedness

—~
Py [ololelolmddulin]olelololololrlalo| 8o |o|o|o|r|ol » |kl
[ SERCEE ARG EENR AN ojlo|lo|lolo|o]| oo vl g o |ddNlo|l o [N|w
«
—~
ol v Jolrrlov|IN| Glv]olr|rlolololr|olo|Bo|o|o|o|r|ol » ||
vl N |u|o|o|o|Nd]|b vi|o|o|o|o|o]|® NIEN | NM|NM|[M el N (N o
&
—
ol v [rlo|glvie|dln]olalololololrlalolBo|o|olo|o|el ¢ |ofe
Sl B I N R Nlo| N ) [EERGERGE RGN N vl g |u|dv|dolal o [N
E
=
ol o |ojo|o|lolr|r|r|r|o|lo|r|lo|o|o|o|g|lo|8r |o|o|o|o|e| o |ofo
v o (MMM NR|o|N|[N[MNM[N[o oo » (S I = I R I OO ORI OO I O B SR I O
"}
| © |9o|olo|olrlolo Pyl P|p|2]2R|olP] o |Clol2|o|e] © |2°
o N O[NNI |NN]o| N o~ oo | o N N v NN o
—
ol o |ojo|ololr|r|r|r|dlNdMdINvIololvlololBolololololel © |Pn
o N O[MINN|NN]N]NN N RN RN RS ol g0 | v|N|N o o |~
e
—
r| P |ojlo|o|lo|o|o|lo|o|o|o|o|lo|o|o|r|g|lo|Bo|o|o|o|o|e| o |r|o
Nl N |o|lo|lo|la|la|ja|la|la|didialalo|o|N 31 I ST R I SO O I OO R BT R IENE I
A
—
Pl P |rlojololr|olr|r|yINdINMolPr|PlPr|loloelBEn|o]o]o|olel © (k|
NN [N|o|o|u|N|ju|N N NN NN~ o | & (ORI IO I O O B S B N
g

35



Table 6: The criteria for evaluation scores

Grade
Description Min Max
NOT PRESENT 0 0
NOT SUFFICIENT | 0.1 0.8
SUFFICIENT 0.9 1.6
GOOD 1.7 24
EXCELLENT 2.5 3

Figure 12: Synopsis of strengths-weaknesses & opportunities-Threats

Strengths

EXPERIENCE
Command

Traffic and Security

¢ Looking back at experiences Looking forward in the future

Weaknesses

Disaster plan
Training

Simulation exercise
Maintenance

Fire prevention
Human resources

Opportunities

Governmental
Hospital
GTZ
Battagram and Manshera
Coordination center

Threats

Cultural (pleasure and pain)

Awareness

Budget

Fluctuation of staff

N
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Table 7: Synopsis of the indicators as an average for all Hospitals

Communication
Processes Admission and Fast track

green

Training e}
O
O]
Human resources
2
. o
Materials [
T
pd
L
Apparatus O
L
LL
, )
Hospital structure n
) Fire prevention
Hospital
infrastructure
©
3
T
p
ul
L O
Hospital disaster L
plan . : 3
Hospital Emergency Incident ”
T
Command System @)
z
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3.2-General evaluation and analysis of the Result :

Hospital vs. Average Score

Table 8: Hospital vs. Average score

Average NOT NOT
Hosp. Score PRESENT | SUFFICIENT | SUFFICIENT | GOOD | EXCELLENT
LRH 1.0 0 0.1 0.9 1.7 2.5
ATH 11 0 0.1 0.9 1.7 2.5
MH 0.9 0 0.1 0.9 1.7 2.5
BTH 0.5 0 0.1 0.9 1.7 2.5
BKH 0.6 0 0.1 0.9 1.7 2.5
HPH 0.9 0 0.1 0.9 1.7 2.5
DHQM 0.6 0 0.1 0.9 1.7 2.5
MMC 1.2 0 0.1 0.9 1.7 25
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Hospitals Evaluations
3.0
2 EXCELLENT
2.0
&
E . c GOOD
)
v
1.0 SUFFICIENT
0.0 NOTPRESENT
LRH ATH MH BTH BKH HPH DHQM MMC y
Figure 13: Hospital vs. Score
e ~N
Score 12
0.6
DHOM £
0.9
\ J

Figure 14: Hospital vs. Score
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Interpreting the results:

1 There is noticeable fluctuation between not sufficient and sufficient levels (Figure

13).

1 All the hospitals in the analysis concentrated almost in the SUFFICIENT level (Figure

14).

1 The higher rank was for (MMC =1.2 and ATH=1.1)hospitals (see Figure 13).

Each Hospital wvs. i1itsé indicators
I 3FsF 5 §f § % ¢
g 5252 5 £33 5 § 3
5 5 S8 & g3 3 2
o 5 ¢ o o
7 =
o V)
T
1 LRH 0.8 1.6 0.6 0.2 0.3 1.2 1.0
2 ATH 1.2 1.7 0.6 0.2 0.2 1.2 1.1
3 MH 1.2 1.2 0.6 0.5 0.3 0.6 0.9
4 BTH 0.3 1.1 0.4 1.1 0.2 0.3 0.5
5 BKH 0.3 1.1 0.6 0.0 0.1 0.3 0.6
6 HPH 0.3 1.9 1.0 0.5 0.2 0.9 0.9
7 DHQM | 0.9 0.4 0.6 0.2 0.2 0.6 0.6
8 MMC 1.1 1.7 1.3 2.0 0.2 0.2 1.2
Table 9:Eachhospi t al wators it s6 i ndic
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Hospital infra structure

Hospital disaster plan
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Figure 15: ATHv s .

ndi

cators averagdg

LRH

Processes

Training

Human resources
Materials

Hospital infra structure
Hospital disaster plan

~

N LRH

0.0 0.2 0.4 0.6

1.2

1.4

1.6

/
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Human resources
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Hospital disaster plan
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Figure 18: BTHv s .
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Figure 19: BKHvV s .
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DHQM

Processes
Training

Human resources
Materials H DHQM
Hospital infra structure

Hospital disaster plan

0.0 0.2 0.4 0.6 0.8 1.0

Figure 21: DHQMHospi tal vs. 1itsdé indicator s

e

vital ur

Hospital disaster plan
0.0 0.5 10 15 2.0
V.
Figure22: MMC Hospital vs. 1itsdé indicator
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Interpreting the results:

1 The higher score was for human resources =2.0 which were achieved in
MMC hospital (see Figure 22).

1 Hospital infra structure standards was achieved in almost half of the
hospitals.
The lowest rank is for Training indicator.

BKH has no nurses.

Result averages vs. Hospitalso6 Indicators

Hospital so LRH ATH | MH BTH BKH HPH | DHQM | MMC
Hospital disaster plan 0.8 1.2 1.2 0.3 0.3 0.3 0.9 1.1
Hospital infra

structure 1.6 1.7 1.2 11 11 1.9 0.4 1.7
Materials 0.6 0.6 0.6 0.4 0.8 1.0 0.6 1.3
Human resources 0.2 0.2 05 11 0.0 0.5 0.2 2.0
Training 0.3 0.2 0.3 0.2 0.1 0.2 0.2 0.2
Processes 1.2 1.2 06 0.3 0.3 0.9 0.6 0.7
Score 1.0 1.1 | 0.9 0.5 0.6 0.9 0.6 1.2

Table 10: Hospitals indicators and result averages.
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=—4#—Hospital disaster plan

== Hospital infra structure

== Materials

== HUman resources
==te=Training
=0 Processes

LRH ATH MH BTH BKH HPH DHOM MMC
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Figure 23: Result averages vs. Hospitals.
N
B LRH
B ATH
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B BTH
W BKH
_ _ _ N ® HPH
Hospital Hospital Materials Human Training  Processes
disaster plan infra resources = DHOM
structure
J

Figure 24: Result averages vs. indicators
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Interpreting the results:

1 Based on the above figures, the Best rank was for Hospital infra structure and
the worst was for Training (see Figure 23).The most applied indictor was

Hospital infra structure and the lowest was Training (see Figure 24).
1 Hospital MMC has the higher rank then hospital ATH.

Is there any significance difference in Hospital disaster plan level among the

hospitals?
Ho: No significance difference in Hospital disaster plan level among the hospitals.

Hi: There is significance difference in Hospital disaster plan level among the

hospitals.

Minitab results:

One-way ANOVA: Hospital disaster plan LRH, ATH, MH, BTH, BKH, HPH,
DHQM, MMC

Source DF SS MS F P

Factor 7 7.713 1.102 2.98 0.013

Error 40 14.807 0.370

Total 47 22.519

S=0.6084 R-Sq=34.25% R-Sq(adj) =22.74%
Individual 95% Cls For Mean Based on
Pooled StDev

Level N Mean StDev ----- e S PR S R
LRH 6 0.8000 0.6573 (---mmmmm- L )

ATH 6 1.2167 0.7985 [C— O— )
MH 6 1.2167 1.0108 (--------- L J— )
BTH 6 0.3000 0.1549 ( * )
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BKH 6 0.2500 0.1225 (-------- — )

HPH 6 0.2500 0.1225 (--------- —— )

DHQM 6 0.9000 0.6197 (--------- J— )

MMC 6 1.1000 0.6573 (--------- L SR )
S S — S —— S -

0.00 050 1.00 1.50
Pooled StDev = 0.6084
Inverse Cumulative Distribution Function
F distribution with 7 DF in numerator and 40 DF in denominator
P(X<=x) X
0.95 2.24902

Interpreting the results:
a =0.05
f, =2.98
fons a0 = 2-2490zZ

fO = fa , 7,40

Reject Ho.

Also p-value = 0.013 < U= 0.05.

We conclude that there is significance difference in Hospital disaster plan level
among the hospitals so far as their effect on emergency and disaster is

concerned.

Is there any significance difference in Hospital infra structure level among the

hospitals?
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Ho: No significance difference in Hospital infra structure level among the hospitals.

Hi: There is significance difference in Hospital infra structure level among the
hospitals.

Minitab results:

One-way ANOVA: Hospital infra structure LRH, ATH, MH, BTH, BKH, HPH,
DHQM, MMC

Source bF SS MS F P
Factor 7 11.214 1.602 3.82 0.002
Error 48 20.140 0.420

Total 55 31.354

S=0.6478 R-Sq=35.77% R-Sq(adj) = 26.40%

Individual 95% Cls For Mean Based on

Pooled StDev

Level N Mean StDev -+--------- S — N S— T
LRH 7 1.6000 0.7638 (------ L —— )

ATH 7 1.7857 0.5900 (- L )

MH 7 1.2429 0.9624 (------ p— )

BTH 7 1.2000 0.7211 (------ L )

BKH 7 1.1857 0.7493 (------ L )

HPH 7 1.8857 0.2410 (------ L )
DHQM 7 0.4143 0.1464 (------ L )

MMC 7 1.7143 0.5815 (------ — )
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-+ S — +- -

0.00 0.70 140 210

Pooled StDev = 0.6478

Inverse Cumulative Distribution Function

F distribution with 7 DF in numerator and 48 DF in denominator

P(X<=x) X
0.95 2.20744

Interpreting the results:

a =0.05
fop =3.82
fos748 =2.20744<

fO = fa , 7,48

Reject Ho. Also p-value = 0.002 < U= 0.05.We conclude that there is

significance difference in Hospital infra structure level among the hospitals

so far as their effect on emergency and disaster is concerned.

Is there any significance difference in Hospital Materials level among the hospitals?

Ho: No significance difference in Hospital Materials level among the hospitals

Hi: There is significance difference in Hospital Materials level among the hospitals.
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Minitab results:

One-way ANOVA: Hospital Materials LRH, ATH, MH, BTH, BKH, HPH, DHQM,

MMC

Source DF SS MS F P

Factor 7 2.963 0.423 0.95 0.480

Error 40 17.823 0.446

Total 47 20.787

S=0.6675 R-Sq=14.26% R-Sq(adj) =0.00%

Individual 95% Cls For Mean Based on
Pooled StDev
Level N Mean StDev ---+--------- S — e R
LRH 6 0.6333 0.6055 ( ¥ =)
ATH 6 0.5833 0.6306 ( . )
MH 6 0.6167 0.5672  (---------- L — )
BTH 6 0.4167 0.2041 (---------- L — )
BKH 6 0.7833 0.7885 (---------- L F— )
HPH 6 0.9500 0.9138 (--mmmmmmee L S— )
DHQM 6 0.6167 0.5672  ( *. )
MMC 6 1.2667 0.8116 (--mmmmmmme L )

0.00 0.50 1.00 1.50
Pooled StDev = 0.6675

Inverse Cumulative Distribution Function
F distribution with 7 DF in numerator and 40 DF in denominator
P(X<=x) X

0.95 2.24902
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Interpreting the results:

a =0.05
f, =0.95
foss 40 = 2.2490z

fO < fa,7,40

Fail to reject Ho. Also p-value = 0.480 > U= 0.05. There is not enough evidence to
conclude that no significance difference in Hospital Materials level among the

hospitals at U= 0.05. More data and investigation must be done.

Is there any significance difference in Hospital Training level among the hospitals?
Ho: No significance difference in Hospital training level among the hospitals.
Hi: There is significance difference in Hospital training level among the hospitals.

Minitab results:

One-way ANOVA: Hospital Training LRH, ATH, MH, BTH, BKH, HPH, DHQM,
MMC

Source DF SS MS F P

Factor 7 0.06667 0.00952 1.04 0.443

Error 16 0.14667 0.00917

Total 23 0.21333

S =0.09574 R-Sq=31.25% R-Sq(adj)=1.17%
Individual 95% Cls For Mean Based on
Pooled StDev

Level N Mean StDev --------- Fommmmmee Fommmmmee Fommmmmee +

LRH 3 0.30000 0.17321 (--------- LI )
ATH 3 0.20000 0.00000 (--------- R )

MH 3 0.30000 0.17321 (--------- p JE— )
BTH 3 0.20000 0.00000 (--------- )

BKH 3 0.13333 0.11547 ( L )
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HPH 3 0.20000 0.00000 (--------- S )

DHQM 3 0.20000 0.00000  (-=------- S— )
MMC 3 0.20000 0.00000  (--------- S— )
--------- R S S

0.12 024 036 048
Pooled StDev = 0.09574
Inverse Cumulative Distribution Function
F distribution with 7 DF in numerator and 16 DF in denominator
P(X<=x) X
0.95 2.65720

Interpreting the results:

a =0.05

fo =1.04

foss16 = 2.6572C
fO < fa,7,16

Fail to reject Ho. Also p-value = 0.443 > U= 0.05.

There is not enough evidence to conclude that there is no significance difference in
Hospital Training level among the hospitals at U= 0.05. More data and

investigation must be done.

Is there any significance difference in Hospital Processes level among the
hospitals?

Ho: No significance difference in Hospital processes level among the hospitals.

Hi: There is significance difference in Hospital processes level among the hospitals.
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Minitab results:

One-way ANOVA: Hospital Processes LRH, ATH, MH, BTH, BKH, HPH, DHQM,
MMC

Source DF SS MS F P
Factor 7 5.216 0.745 2.01 0.085
Error 32 11.872 0.371

Total 39 17.088

S=0.6091 R-Sq=30.52% R-Sq(adj) = 15.33%

Individual 95% Cls For Mean Based on

Pooled StDev
Level N Mean StDev ----- Femmmene- Femmmene- Femnemeees +----
LRH 5 1.2400 0.6768 (~-mmmmmmm *mmmmee )
ATH 5 1.2400 0.6768 o Ko )
MH 5 0.6400 0.6656 (=mmmmmmee Hommmmeee )
BTH 5 0.2600 0.1342 (-------- Hommmmmee )
BKH 5 0.2600 0.1342 (-------- Hommmmmee )
HPH 5 0.9400 0.8620 (--mmm- Hommmmeee )
DHQM 5 0.5600 0.6504  (-------- Hommmmme )
MMC 5 0.7200 0.6380 o Hommmmeee )

S S — S — S —

0.00 060 120 1.80

Pooled StDev = 0.6091
Inverse Cumulative Distribution Function
F distribution with 7 DF in numerator and 32 DF in denominator

P(X<=x) X
0.95 2.31274
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Interpreting the results:
a =0.05
f, =201
fos73,=2.31274

fO < fa , 7,32

Fail to reject Ho. Also p-value = 0.085 > U= 0.05.

There is not enough evidence to conclude that there is no significance difference
in Hospital processes level among the hospitals at U= 0.05. More data and

investigation must be done.

Is there any significance difference in Hospital Human Resources level among the

hospitals?

Ho: No significance difference in Hospital processes level among the hospitals.

Hi: There is significance difference in Hospital Human Resources level among the

hospitals.

Minitab results:

Regression Analysis: Hospital Human Resources Bed/nurses ratio versus

Hospital Number

The regression equation is

Bed/nurses ratio = - 0.029 + 0.137 Hospital Number
Predictor Coef SECoef T P

Constant -0.0286 0.4805 -0.06 0.955
Hospital Number 0.13690 0.09515 1.44 0.200

S =0.616651 R-Sq=25.7% R-Sq(adj)=13.3%

Analysis of Variance
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Source DF SS MS F P
Regression 1 0.7872 0.7872 2.07 0.200
Residual Error 6 2.2815 0.3803

Total 7 3.0688

Inverse Cumulative Distribution Function
F distribution with 1 DF in numerator and 6 DF in denominator
P(X<=x) X
0.95 5.98738
Inverse Cumulative Distribution Function

Student's t distribution with 6 DF

P(X<=x) X
0.975 2.44691

Interpreting the results:

Reject Ho if to > ty n.2 @and since 1.44 < 2.44691.

Fail to reject Ho. Also p-value = 0.200 > U = 0.05. There is not enough evidence to

conclude that there is no significance difference in Hospital Human Resources level

among the hospitals at U= 0.05.
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4-Discussion

4.1- Interpretation of the above result in general :

=

There is a clear variation in applying hospital disaster preparedness.
The best hospital MMC and ATH with higher rank to sufficient level only.
1 There is noticeable fluctuation between not sufficient and sufficient levels.
1 All the hospitals in the analysis concentrated almost in the SUFFICIENT
level.
The higher score was for human resources =2.0 which was achieved in MMC

hospital.

4. Hospital infra structure was achieved in almost half of the hospitals.

5. The lowest rank is for Training indicator.

The higher level in hospitals was for Hospital infra structure and the worst were

for Hospital Training.

The most applied indictor was Hospital infra structure and the lowest was

Training.
Hospital MMC has the higher rank then hospital ATH.

There is significance difference in Hospital disaster plan level among the

hospitals so far as their effect on emergency and disaster is concerned.

10.There is significance difference in Hospital infra structure level among the

hospitals so far as their effect on emergency and disaster is concerned.

11.There is not enough evidence to conclude that no significance difference in

Hospital Materials level among the hospitals at U = 0.05. More data and

investigation must be done.

12.There is not enough evidence to conclude that there is no significance difference

in Hospital training level among the hospitals at U = 0.05. More data and

investigation must be done.
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13.There is not enough evidence to conclude that there is no significance difference
in Hospital processes level among the hospitals at U = 0.05. More data and

investigation must be done.

14.There is not enough evidence to conclude that there is no significance difference
in Hospital Human Resources level among the hospitals at U= 0.05.

From the above interpretation the recommendations are:

1 Establish a hospital disaster planning course to train employees in and to test

aspects of hospital response.

1 There is not enough evidence to conclude that there is no significance difference
in Hospital indicators among the hospitals at U= 0.05. More data and

investigation must be done.

1 There is significance difference in Hospital disaster plan and Hospital infra
structure level among the hospitals so far as their effect on emergency and

disaster is concerned.

1 There is need to improve or upgrade Hospital Preparedness for Emergency and

Disaster by improving training in hospital disaster and other indicators.

1 Increase Human resource (Bed/nurses ratio ) in BKH.
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In the following, the findings of assessment under each indicator are discussed:

4.2-Hospital Disaster Preparedness Plan

4.2.1- Committee:

After the interviews with the responsible personnel it became obvious that only one
district had and established acting hospital disaster preparedness committee, which
was the district of Mardan. Even though it included the stakeholders, it did not have a
written preparedness plan.

In the other hospitals, such a committee of all relevant stakeholders does not exist.
There was no coordination between the hospital and the other cooperating facilities
(other health facilities, police, fire, rescue, NGOs, etc. ).

4.2.2- Hospital Emergency Incident Command System (HEICS):

In hospitals like Ayub Teaching Hospital (ATH) the so called HDPP( Hospital
Disaster Preparedness Plan) was elaborated only in form of command actions to be
taken. This plan as such is excellent for the purpose of command system. But there
was only one exemplar in form of a hand-written one-page plan (see figure 25). The
plan was made by one person and not by a committee. It was not distributed to the

hospital staff and not implemented.
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Figure 25: Simple command plan written by ATH *°

19 Ayub Teaching Hospital, Accident and Emergency Department plan Dr.Junid Sarwar ATH.




In some district hospitals, only the medical superintendent was conscious of the

command plan. It was not transferred into a hard or soft copy, and also the

personnel of the hospitals were not familiar with this command plan.

il have managed the t as KOctber20Q5martagnatke addur i ng
in many smaller nature disasters, RTAs, river floods. | have experience of command

in case of a disaster; if *a disaster happens
In summary our score of the command criteria of HDPP, was evaluated as

insufficient.

A planning process is essential to optimally achieve the goals and objectives of
hospital disaster preparedness and adequate response to cope with any kind of
disaster.
Preparedness requires planning and testing the plan as well as maintaining and
strengthening key capacities and infrastructure which are:

1 Command.

1 Communication.

1 Coordination.

1 Control.
It is important that planning has to be done at all levels of the involved organizations;
from national to regional and to institutional levels and including all stakeholders with
these concerned levels.
The national authorities will provide overall direction, guidance and coordination and
the laws (Disaster/Emergency Medical Services Law and others). Provincial health
departments and the private medical clinics will form the front line with respect to

management of ill persons and administration of interventions.

% Dr Mahboob Al RahmaBattagtam Medical SuperintendenBattagram

60



4.2.3-Implementation:

In all visited hospitals the Hospital Disaster Preparedness Plan (HDPP) was not

implemented that it was; practical and operational.

To implement the HDPP with the above mentioned aspects mean that everybody
should be informed. Everybody should know to act according to the plan. In no
hospital the disaster plan is implemented. Everyone who was interviewed stated that
upgrading and improvement of the HDPP has to be started and all were willing to

help and act.

4.2.4-Alert System and Communication:

It can be considered as strength that most of the staff members, especially
nurses, live in hostels/dormitories of the respective hospital compounds.
Telephone lists to alert hospital personnel existed but had been updated, which
should be done on a continuous basis. The lists should be available to the dispatch
center in the hospital and with the chief executive of each individual hospital.
Regarding the kind of communication tools, the alert systems in all hospitals rely on
the land line provided by local phone companies and mobile phones. The lesson
learned in most big scale disasters is that communication breaks down at an early
stage.
It is highly recommended to implement an intra-hospital network for the land line,
bleep or pager system, and walky-talky or mobile radio devices.
Regarding the time frame and responsibility, we think that it is a short term task for
the government, hospital and GTZ to upgrade the alert and communication system.
But to train people on how to operate and maintain it, how to embed it into a larger
system of communication and coordination, how to monitor would be longer term

goal.
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4.2.5-Job Description:

Job action sheets were neither available for the HDPP nor for day to day
emergencies. Job descriptions were not available in written form in the hospitals
visited. . These should be prepared by the planning committee for all personnel
including the command position. The staff in the command position(s) has to work
out job descriptions for their concerned staff (hospital responsibility).
4.2.6-Evacuation Plan:

During the 8" October 2005 earthquake, all of the hospitals experienced the
necessity of evacuation. Three of the hospitals collapsed totally during the
earthquake. Fortunately only few people died or suffered injuries because of this.
The other hospitals suffered cracks and serious shaking that the patients were also
evacuated. In spite of this, we did not find a written hard or soft copy of an
evacuation plan.

Only one hospital has a mobile field hospital in storage (Mansehra Hospital). The
tents, equipment, materials and pharmaceuticals are not of standard quality. The
plan should also define which school or other private building may serve as
provisional arrangement for temporary accommodation of evacuated patients.

We highly recommend that on provincial or governmental level, one mobile field
hospital should be provided with standards as recommended for example by the Pan
American Health Organization (PAHO/ www.paho.org ).

4.3. - Hospital Infrastructure:

The hospital infrastructure for water, electricity, laundry and garbage was
evaluated as sufficient. The electricity power at least in the visited areas of KPK and
its hospitals is cut off on daily basis three or more times due to low power supply
from the province. The personnel of the hospital and especially the electrical
engineer are familiar with the regular power cuts and are know how to manage the
cuts. In every visited hospital the backup generators were functioning. The weakest
point is that the generator fuel is not always available for the hospital and causes a
big burden on the hospital budget.


http://www.paho.org/

4.3.1 Fire prevention

A very weak point in most hospitals is fire prevention, fire suppression and
escape exits, where all hospitals are deficient in this matter. We have not seen

enough fire fighter equipment like fire extinguishers.

Picture 1: Fire equipments must be available in all hospitals - HPH 2009 (Professor Dr.
Bernd Domres ,Rashid AlBadi MD)

4.3.2-Hospital Structure:

Since NWFP is an earthquake-prone area, the government has already taken
care of earthquake resistance for all planned hospitals under construction.
Engineering expertise to evaluate safety in the old hospitals is also required. For the
purpose of this assessment, the attached questionnaire about safe hospitals was
used .
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Picture 2: Gap as earthquake resistant infrastructure - ATH 2009 (Professor DiBernd
Domres ,Rashid AlBadi MD)

The result of the safe hospital questionnaire is that those hospitals which suffered
cracks and which were refitted are nowadays less resistant against shakes of
earthquake than in October 2005. The refitting with Cement or gel covered the

cracks but not enforcing the main structure of the hospital building.

Picture 3: Painting of cracks makes the structure not more resistant to earthquake -
ATH 2009 (Professor Dr. Bernd Domres ,Rashid AlBadi MD)
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4.3.3-Traffic, security and crowed management

Some of the hospitals are located in rural areas and not surrounded by heavy
traffic flow (Ayub Teaching Hospital). In such case, it is easy for the hospital to
regulate the inflow and outflow of the traffic. Also the entrance and exit of the
hospitals are well organized when many people and cars approach a hospital in case
of disaster. Other hospitals which are located in the center of cities such as Lady
Reading Hospital are surrounded by heavy traffic roads. The hospital compound

provides little space with limited parking possibilities.

Picture 4:Heavy traffic flow in the cities in the direction of the hospitals -Peshawar
2009 (Professor Dr. Bernd Domres ,Rashid AlBadi MD)

Picture 5:Heavy traffic flow in the cities in the direction of the hospitals - Mansehra
2009 (Professor Dr. Bernd Domres ,Rashid AlBadi MD)
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4.4-Materials:
4.4.1-Apparatus and Maintenance:

The technology of CT scan is available in tertiary level hospitals, but all these
hospitals complained about the very expensive maintenance by the manufacturer.
The local biomedical engineers are not trained to perform maintenance due to lack of
education and skills.

It is highly recommended to establish a biotechnical school to educate and train
students in bioengineering and maintenance. Such a project should be financially

supported by the manufacturer and sellers of their apparatus.

In one hospital, Ayub Teaching Hospital, a hormone laboratory apparatus of a
European manufacturer was not in use since ten years due to the high cost of the
hormone kits of that machine. Cheaper Chinese kits which are available in local
markets cannot be used for this European machine.

Manual and automatic defibrillators used in case of cardiac arrest were not available
in any accident and emergency department. The staff of Accident and Emergency
said that they will refer the patient to Coronary Care Unit (CCU) which has this
facility. However the distance of the CCU from the Accident and Emergency is very
far and takes such a long time that the patient may not be able to be resuscitated by
a defibrillator. Some of the hospitals which have a defibrillator did not take care that

the defibrillator is adequately charged in case it is needed in an emergency.
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Picture 6: Defibrillator which is not utilized - Mansehra 2009(Professor Dr. Bernd Domres

,Rashid AlBadi MD)

Manual and automatic defibrillators are to be used in all Accident and Emergency

departments.

We recommend a short-term project of cardiopulmonary resuscitation training and

defibrillator training for doctors, nurses and paramedics.

Picture 7: Different modern apparatus available but without mechanism of
maintenance i Mansehra Hospital 2009 (Professor Dr. Bernd Domres ,Rashid AlBadi. MD)
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Picture 8: Different modern apparatus available but without mechanism of

maintenance i Mansehra Hospital 2009 (Professor Dr. Bernd Domres ,Rashid AlBadi. MD)

Picture 9: Different modern apparatus available but without mechanism of

maintenance i Battagram Hospital 2009 (Professor Dr. Bernd Domres ,RigisAlBadi MD)
4.4.2-Medicaments and consumables.

For disaster preparedness a hospital needs storage of medicaments and
consumables as a backup. Such as bandages ,intravenous fluid and pain killers
..etc. In general, the stock was insufficient ( i.e. it is not enough to cope with disaster
during a period of five days with no external supply available).
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It is recommended that prepared packages for twenty patients including

infusions, bandages, disinfectants, tape, splint and cervical collar are ready.

&5

Y.

PR W—

Picture 10: Medicaments and consumables are not enough in case of disaster -
ATH 2009 (Professor Dr. Bernd Domres ,Rashid AlBadi. MD)

4.4.3-Beds:

The beds in the Accident and Emergency and the hospital wards/floors were
found in number and quality sufficient to meet the hospital standards. The beds are

in good shape and function.

Picture 11: Beds are in good quality and function T BK Hospital 2009 (Professor Dr.
Bernd Domres ,Rashid AlBadi MD)
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4.4.4- Simulation system:

Planned simulation exercises of man-made and natural disasters including
evacuation have not been performed in any of the visited hospitals. It is proven
scientifically that simulation exercises have the highest efficacy to improve the

knowledge and skills of hospital personnel to respond and act in disaster situations.

Therefore we recommend with high priority to design several disaster scenario

exercises and perform training at least once a year.

A suitable simulation exercise is the so called Emergo-train system for mass
casualties. Additionally triage simulation exercise is necessary as well as Chemical,

Biological, Radiological and Nuclear(CBRN) exercises.

4.5. - Human Resources:
Bed/ Nurses/ 24: hour 6s ratio

Worldwide the human resources of a hospital are causing the main part of the
budget. Therefore everywhere in the world the number of the hospital personnel is
only reaching the defined minimal standard. The Council of Nursing of Pakistan has
defined as minimal standard a bed to nurses ratio of four nurses for ten beds per 24
hours per 365 days. In table 2 the bed ratio of every visited hospital is shown. All the

hospitals visited did not meet the minimum standard (governmental issue).
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Picture 12: Bed /nurse ratio is very low i Mansehra Hospital 2009(Professor Dr. Bernd
Domres ,Rdasd AlBadi MD)

4.6. - Disaster Skills and Training:

In general, the fact finding mission can state that most of the physicians, nurses
and medical technicians had practical experiences in many disasters such as the
earthquake of 8" October 2005, Road Traffic Accidents (RTA), mass casualties, river
floods, burns, bomb blasts, gun shots. However, they are not trained to respond
according to standards of operation such as Advanced Cardiac Life Support,

Prehospital Trauma Life Supportéetc.

4.6.1.- Disaster Skills for Doctors:

During the fact finding mission we experienced excellent results of surgical
operations like reduction and stabilization by external fixation device (see photo

below).
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Picture 13: Good individual surgical skills but no disaster training i ATH
2009(Professor Dr. Bernd Domres ,Rashid AlBadi MD)

Picture 14: Good individual surgical skills but no disaster training i Mansehra
Hospital 2009(Professor Dr. Bernd Domres ,Rashid AlBadi MD)

The surgical and orthopedic treatment is completely different in case of mass
casualties. Sufficient skills and training in disaster processes like triage, critical care

surgery in mass casualty, decontamination 1in

It is proven scientifically that training in these disaster care skills can significantly

improve the outcome in a mass casualty event.



Teaching modules of disaster medicine should be included in the curriculum of the

medical students and be mandatory for the postgraduate doctors.

BLS and ACLS should also be included for undergraduate medical students.

4.6.2.-Nurses

In the nursing schools in Peshawar and Abbottabad we found that nurses had no
knowledge of disaster medicine. Most of the nursing students are not trained in Basic

Life Support(BLS) and do not know how to use a defibrillator.

Teaching modules of disaster medicine should be included in the curriculum of the
nursing students to spread the knowledge of disaster in all levels of medical faculty.

BLS should also be included in the curriculum for the nursing students.

Each doctor and nurse when signing his/her annual contract must be familiar with

the HDPP and emergency aid capacities.

4.6.3.- Medical Technicians (M.T.):

In the paramedic schools in Peshawar and Abbottabad we found that
paramedics lack the knowledge of disaster medicine and management although
most of them have some time of their training experienced in disaster and mass

casualty situations.
BLS should also be included in the curriculum for paramedic students.

Teaching modules of disaster medicine and management should be included in the

curriculum of the paramedics to spread the knowledge of disaster medicine.
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4.7-Processes:
4.7.1-Triage:

Triage has been called the keystone to mass casualty management as a
technique for assigning priorities for treatment of the injured when resources are

limited.
Four groups of priority to be differentiated are recognized by different colors.
The colors are:
RED: immediate care is mandatory because of a life-threatening condition.

YELLOW: treatment can be delayed but the condition can turn to life-

threatening.
GREEN: minimal care is required.

BLUE: patients with poor survival chance so that already scarce resources

cannot be allocated to this group.

BLACK: dead.

Picture 15: Triage area is available but no triage system i ATH 2009 (Professor Dr.
Bernd Domres ,Rashid AlBadi MD)
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The hospitals have no SOPs for triage. The triage process was unknown for most of

the medical staff. No teaching, training or exercise was performed in this matter.

There was also not evident any registration or documentation of the triage process
which will be attached to the patient during his movement from one place to another.
As triage in a disaster is an organizational tool to save as many lives as possible, it
must be prioritized in preparedness planning and training simulation (Hospital and
GTZ should take this up) .

4.7.2-Standard operating procedures (SOPs):

Nowhere standard operations for emergency medicine and disaster medicine in
written form are available in any of the visited hospitals. Those standard operating

procedures have to be designed, disseminated, implemented and trained.
Those are for example:
CPR
Sorting process in triage
Decontamination in chemical, biological, radiological and nuclear (CBRN) events
Poly trauma in general
Blast injuries
Gunshot injuries
Chest injuries
Abdominal trauma.
(See annex 9 for examples of SOPSs)

Checklists in written form should be prepared for every person in the hospital that he

can perform his duties in a proper way when a disaster happens.
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4.7.3-Admission and Fast Track:

The process of admission of the patient from the triage area to the ward or
treatment facility has to be well organized. The fast track describes the response

from a department specialist to see the patient in Accident and Emergency.

The procedure for admission and fast track was not the same in all the hospitals.
Some hospitals will call the concerned specialist to the Accident and Emergency
depart ment . Ot hers wi ||l s e n dacetirhtlee war@/ftoor.e n t t o
However, in all cases the patient was not moved from one department to another in
the proper standardized way. Instead of the medical staff, mainly the relatives
perform these tasks. No defined standards were found in any hospital. To the benefit
of the patient and to gain reliable quality outcome the following SOPs of fast track

have to be established and implemented.

A patient suffering brain injury should be examined including CT scan and if
necessary be on the operation table in a time of 45 minutes from the moment of

arrival in the hospital.

1 Poly trauma should be examined including radiology and be on the operation

table in a time of 45 minutes from the moment of arrival.

1 After myocardial infarction, diagnostic and invasive cath. lab should not

extend more than 45 minutes after arrival.

1 Bench marks with international standard operation procedures should be

respected.
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Picture 16: Standard of admission and fast track should be established- Mansehra
Hospital 2009(Professor DiBernd Domres ,Rashid AlBadi MD)

Emergency Care Access Algorithm:

The NHS (National Health Service UK) Plan set a target that 100% of patients
should be seen, treated, discharged, transferred or admitted within 4 hours of arrival
at Accident and Emergency department(A&E).
It is acknowledged that providing appropriate and timely emergency care
assessment and treatment is a problem of the whole system and action should be
taken across the whole health and social care continuum.
In order to identify where change is needed or where key delays are occurring,
Trusts are advised to undertake some analysis, which as a minimum should include:
1 An analysis of over 4 hour waiting in A&E with no treatment by:
o type (minor, majors assessed but discharged, admissions).
o time of day.
o day of week.
1 A review of the patient pathway for a sample of patients waiting over 4 hours
to identify key obstacles or delays.
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4.7.4-Hygiene:

In day-to-day hospital care, infections are the most common cause of
complications and even more in a mass casualty disaster. The hospital infections
cause a high number of deaths worldwide and also the prolongation of the patient
stay in the ICU and ward, high economical loss, inability to work and be productive

and suffering of the patient, family and community.

The assessment shows that hygiene has to be improved in more or less each
hospital. Even simple procedures and awareness would improve the situation and
the quality outcome of the treatment. First of all, the awareness of the staff for
contact of air-borne and water-borne infections has to be improved. The hand-
washing after each contact with the patient needs water and soap in every
department and toilets. To handle infected patients, the use of gloves is necessary.
Sharp needles are to be collected after use in sharp containers (container for sharp
objects only) to prevent Human Immunodeficiency Virus (HIV), Hepatitis B
virus(HBV), Hepatitis C Virus(HCV) and other diseases. Asepsis in all procedures
like catheterizations and other invasive measures has to be observed, particularly in
the operation room and the Central Sterile Supply Department (CSSD) center of

sterilization and septic department).

Picture 17: Soap and water = hygiene =less infections i HPH 2009(Professor Dr. Bernd
Domres ,Rast AlBadi MD)
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Our assessment did not find any documentation of the number, kind and source of
wound infection. In the operation room all staff, surgeons and others should wear the
Operation Theater clothes and not their own clothes to reduce and minimize post
operation infections. The screening of HBV, HCV, HIV and X-ray chest should be

done as a routine when the staff is recruited.

The quality management team should closely monitor any source of infection in

operation room, wardéetc.

Epidemic infectionsi n di sasters are diarrhea, avian f|
should take preventive measures like isolation rooms, quarantine...etc. (see

recommendation)

Table 11: Indicators , Status and Recommendation Summary.

Indicators Status Recommendations

o To be planned and
Sufficient

operational in all hospitals
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Fire prevention

Sufficient

Sufficient in newly
builthospitals but
insufficient in old
hospitals .

Firefighter equipment and
alarm should be installed
and monitored. Exercises
should be conducted

regularly

Hospital structure

Apparatus

Sufficient

Sufficient

Risk evaluation and

measures of enforcement

Ventilators and
defibrillator should be
installed in the critical
areas like A&E as well
training on these

apparatus .

80



The procedure should be

Admission and Fast track | Sufficient documented in the plan
and monitored
An alternative and
additional communication
Communication Sufficient system to the existing

one should be installed

like pager system
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4.8-Ambulance Transport of Patients:

An emergency medical service with the task of first medical treatment on the
scene and during the transport with monitoring does not exist in KPK. The personnel
of ambulances are usually one driver and no nurse or a doctor. In the cases visited,

the equipment of the ambulance comprises of:
1 stretcher
1 oxygen cylinder
1 light source
1 manual suction machine

1 Ambubag in few ambulances

picture 18: Strecher ,oxygen cylinder are the only equipments in most of the
ambulances 1 MMC 2009(Professor Dr. Bernd Domres ,Rashid AlBadi MD)

The stations of the ambulances are localized in the hospital compound and
dispatched from there. The driver is not medically trained. Only few of them had a
first aid course. Altogether in KPK, about thirty drivers had received a training course
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in Search And Rescue (SAR). A long-term task should be to provide formalized

education to drivers to gain the qualification of a medical technician.
Quiality standards for EMS also have to be designed.

An EMS law is not existing in KPK, but does exist in the Punjab Province (see annex
10).

In NWFP, there are two stakeholders operating the EMS; 137 (financed by hospital
budget) and 115 (financed by funds of humanitarian NGOs). (There are more private
ambulance services such as Edhi, Al-Khidmat and others which mainly operate as

transport facilities).

]
LKA Fiyleg Sqesd

Picture 19: Lady Reading Hospital ambulance station - only a transport system 1
LRH 2009 (Professor Dr. Bernd Domres ,RidshlBadi MD)

The heavy traffic on the roads may require paramedics on motorbikes. These
motorbike paramedics should be dispatched at the same time as the ambulance.
Paramedics on motorbikes will reduce the response time to the benefit of the patient

outcome.
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4.9- WHO meeting

Meeting with Mateen Ahmed Shaheen, MBBS on 18" Feb 2009. He focused on the
lack of a coordination center within the Ministry Of Health (MOH), lack of quality

management and its necessary monitoring and the lack of a trauma center..

WHO intends to support Hospital Emergency Preparedness and Response (HEPR)
course?!, in cooperation with World Bank. They have also revised and fine-tuned the
guestionnaire / criteria list from PAHO and plan to undertake an assessment in
Pakistan. Besides, they developed a first volume of an e-atlas of disaster risk for

Eastern Mediterranean Region to which also Pakistan belongs®.
4.10- Meeting with the HEPR and HOPE coordinator of the MOH.

Meeting with Dr Ejaz of the MOH Health Services Academy on 18" Feb 2009. He
mainly informed about the Hospital Preparedness for Emergencies (HOPE)
program. 118 people are trained from different parts of Pakistan. The criteria for the

applicants were discussed

Their criteria are :

1- 15 years before retirement.
2- Experience as professional in his field as a disaster.

Recommendations from his seniors.

w
1

4

5- 7 years job experience.

All kind of staff like doctors , nurses , M.T , engineers etc.

It was discussed how GTZ could cooperate with the HOPE program. The problem of
the HOPE program as pointed out by Dr. Ejaz is the implementation of the
theoretical and practical training in real situations and this is mainly due to lack of
cooperation between the medical team and the security in the scene. Another

problem is the lack of a quality monitoring team. Besides it is a challenge to select

* http://www.adpc.net/phe/phe_data/PHE_HEPRBr.pdf

2 http://www.emro.who.int/eha
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people who can then play the role in their hospitals which they were supposed to

assume.

4.11- Workshop on hospital emergency preparedness, 19" February 2009,
Health Department KPK

The objective of the workshop was to present the outcome of the assessment of
hospital emergency preparedness being undertaken by Prof. Dr. Domres and Dr.
Rashid between 31% January and 13" February 2009 and to develop suggestions
how to improve the preparedness of hospitals in KPK to cope with emergencies and

disasters.

After introductory words by the Additional Secretary Hussain Shah and the Principal
Advisor GTZ DPMP Christian Mdaller, the assessment team started their
presentation. Dr. Domres highlighted some of the findings and explained the most
relevant aspects of hospital emergency preparedness which formed the criteria for
the assessment.

To compare the expertsd assessment with the
were asked to rate the state of preparedness of the various criteria. The presentation
of both evaluations showed coincidence in most areas but also some divergence,
e.g. the health representatives of KPK generally rated the technical engineering

aspects more critically as well as the traffic and security situation.

In the following, the assessment results were discussed and the following comments

were given:

- Training should be provided not only to medical staff but also to

administrators, drivers and support staff.
- Thehospital sé acbwele aohassssede r v i

- UNICEF supports the hospital emergency preparedness through an

emergency response unit at the Health Directorate.

- Lady Reading Hospital (LRH) faces a serious traffic and access problem in

contrast to the expertsd average findings
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Technical assistance for a functional plan would be required T this involves
coordination with fire, police and other services.

It is necessary to reduce the frequent fluctuation of staff in and between
hospitals

The communication between the hospitals needs to be improved as well.

The electricity situation was seen more critically as sometimes no generator is
available and no fuel is available.

Training for effective response is required.

Bikes may be introduced for quicker access to the emergency site.

An approach road for ambulances should be established.

Police should support in blocking roads for better access of ambulances.

LRH will have a mobile first-aid team available.

Also private hospitals should be mapped and seen as stakeholders and

partners.

The focal person for disaster management in the Health Department, Dr. Ejaz,

commented:

not only a hospital, but also a pre-hospital plan is required
everybody in the hospital should know the plan

triage-training on site required

triage needs to take place on-site and a second one in hospital
hospitals should have a security plan in place

a site plan of the hospital should be available

leadership capacity in hospitals should be developed

motivation for staff is necessary

A self assessment exercise using the same indicators used in the field study was

given to the attendees. Each attendee was advised to evaluate his hospital disaster

preparedness and the health system disaster preparedness from their point of view

and the evaluators were given criteria to judge the system. The result was: (see table
12 & 13).
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Communication

Processes Admission and Fast track
Training M.T.
Nurses
Physician
Human resources | paq/nurses/24h(10/4/24h)

Materials

Apparatus

Hospital
infrastructure

Traffic & security

Hospital structure

Garbage

Laundry

Electricity

Hospital disaster
plan

Water

Implementation

Hospital Emergency Incident
Command System

Table 12: Workshop result , self assessment i Department of health Peshawar

2009.

Communication

Processes Admission and Fast track

Training

Human resources

Materials
Apparatus
Hospital structure
) Fire prevention
Hospital
infrastructure

Hospital disaster
plan

Hospital Emergency Incident
Command System

Table 13: Field study result , KPK hospitals.
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The self assessment showed especially in the areas rated as insufficient (RED)

agreement in most of the criteria.

The second exercise involved the hospitalsd assessment of their strengths,
weaknesses, opportunities and threats through the eyes of the audience. The result

of the exercise is summarized in figure 26.

Strengths Opportunities

Governmental
EXPERIENCE Hospital

Command GTZ

Traffic and Security Battagram and Manshera
Coordination center

Looking back at experiences Looking forward in the future

Weaknesses Threats

Disaster plan Cultural(pleasure and pain)
Training
Simulation exercise Awareness
Maintenancg Budget

Fire prevention
Human resources Fluctuation of staff

Monitoring

Figure 26: Strength-weakness & opportunities-threats.
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Under the view point of priority needs, availability of resources, applicability to the
culture and community, affordability, sustainability, various options for enhancing the

emergency preparedness capacity in the province were presented:

1. Key staff could be invited to the German Institute of Disaster Medicine

to see scenarios and to participate in training.

2. A Master Trainer team could be formed, receiving and imparting

trainings, triage, Emergo-Train exercises as well as lectures.
3. A project focusing on hygiene would be very relevant.

In the second part of the workshop Prof. Domres and Dr. Rashid suggested proposal

based on these requirements. (See recommendations).
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4.12-Accident and emergency (A&E) in charge officer

To the benefit of the patient admitted to the Accident and Emergency department the
positions and responsibilities of the personnel of the Accident and Emergency

department have to be clarified in a document.

Picture 20: A&E resuscitation area with 2 beds capacity, no equipment to cope
with disaster ATH 2009 (Professor Dr. Bernd Domres ,Rashid AlBadi. MD)

4.12.1-Key requirements for a Director of Accident and Emergency Department

The following skills and experience are appropriate for the director of an emergency

department.

A. Career emergency medicine physician with proven clinical and administrative

skills.
B. Board certified in emergency medicine.

C. Demonstrated ability to speak effectively on administrative and clinical matters
related to emergency medicine. Appropriately focuses on the audience, whether
administrators, medical staff members, EMS providers, or the lay public.
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4.12.2-Responsibilities of the director:

A. Provide leadership, planning, organization, staffing, coordination, and

evaluation for emergency department activities.

B. Responsible for all medical administration, personnel, and activities in the

emergency department.

C. Responsible for ensuring the ethical practice of emergency medicine within

the department.

D. Directly supervises and has responsibility for emergency physicians in clinical
and assigned administrative duties.

E. Act as liaison with hospital administration and medical staff.

F. Be a member of the hospital executive committee and represent the interests

of emergency medicine.
G. Be concerned with physician scheduling.

H. Present a written annual report to the emergency committee, hospital
administration, and executive committee, detailing departmental progress,

problems, and solutions
4.12.3-Education:

A. Requires participation and initiation of in-service continuing education of

physicians, residents, and clerical personnel.

B. Encourages the involvement of all physician staff to participate in

EMS/paramedic training and education.

C. Establishes and encourages participation in emergency regular meetings for

physicians.
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D. Encourages the involvement in ongoing focused education courses by the

emergency department staff, as appropriate to that facility.

E. Encourages an outreach program to the community and industry on topics of
interest in the area of emergency medicine, and promotes the hospital's medical
capabilities.

4.12.4-Department Meetings:

A. Schedules regular departmental meetings and decides on the final agenda and
special guests.

B. Encourages open forums for departmental communications and problem

solving by all Accident and Emergency personnel.
4.12.5-Committees - Hospital/Department:
A. Serves on hospital medical staff executive committee.
B. Assures emergency department representation on all appropriate committees.
C. Ideally, chairs Disaster Committee and Emergency Services Committee.

D. Encourages participation of emergency physicians on hospital medical staff

committees.
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4.13- Recommendations
4.13.1-Exposure and information visit

Invite selected 12 to 15 key persons to Germany for a program with: AKNZ
(Akademie Katastrophenplanung, Notfallvorsorge und Zivilschutz), BBK (Bundesamt
Bevoelkerungsschutz und Katastrophenhilfe), THW (Technisches Hilfswerk),
including an accident scenario (Incentive Med), training and information especially
about HEICS (Hospital Emergency Incident Command System), SOPs, checklists,

etc. ...

The team will also look in the Quality management system in Germany.

4.13.2- Provincial Master Trainer Team for Hospital Emergency Preparedness

(project 1).

Rationale: An assessment of hospital emergency preparedness carried out in
January / February 2009 by two independent experts as well as verified in intensive
discussion and workshops with hospital and Health Department staff at all levels
indicated shortcomings of preparedness to emergencies particularly in the lack of
proper planning and systems, training, hygiene, maintenance and staff. Therefore, it
is required to establish a support mechanism within the health system to assist
hospitals in developing emergency management plans, systems and corresponding
capacities and in carrying out simulations as well as to monitor regularly the state of

emergency preparedness.

Thi s mobile support mechani sm may be
Teamo.

Staff: Ideally, a full-time team can be formed to take over this responsibility.

As a second-best option, a team of medical experts within the province with already

available basic or advanced know-how and capacity in disaster medicine may be
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deputed to act as a mobile team in the province for enhancing emergency

preparedness.

Concept: A team of experts i full-time or deputed 1 needs to be formed at earliest
convenience. It is advisable to build on experts with prior disaster and emergency
training and expertise ( HOPE, MIMMS (Major Incident Medical Management and
Support: the practical approach at the scene) , others). They shall be trained
properly by international experts in-country and / or abroad. International experts

should also accompany the team when first moving to selected hospitals.

The team should be thoroughly familiar with:
Development of SOPs and disaster plans
Triage

CPR

Decontamination

Blast- and gunshot injuries

Mass casualty handling

= =/ =2 =4 A4 A -2

Road traffic accident injuries
1 Hospital evacuation

They should also provide lectures, moderate workshops, organize, coordinate and
assess simulation exercises (e.g. Emergo-Train exercises, drills, table-top exercises,

etc.) and develop customized solutions and coaching to the individual hospitals.

Assumed success factors: The concept assumes that isolated training in hospital
emergency preparedness will not be sufficient but it needs to be responsive to the

hospitals available resources, capacities and particularities.

Besides, the team needs to have the official mandate and backing from the highest
health and disaster management authorities in the province and federally and may
be embedded into the HEPR (Hospital Emergency Preparedness and Response)
project.
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The team members shall receive regular training and act as master trainers for the

above mentioned areas relevant to disaster and emergency medicine and

preparedness. To support the institutionalization of the process, the Provincial Health

Services Academy along with their DHDCs in the districts may serve as regular

training centers. .

4.13.3-Hygiene Improvement (project 2).

Team of two experts in the field of hygiene, sanitation and wound infection

control may implement a hospital infection control system.

Documentation of every wound infection, hospital infections, lectures and handouts

to create awareness on this issue. Provision of equipment and procedures for

hygiene should also include the training of the cleaning staff.

4.13.4-EMS Law .

An EMS Law should include the following aspects:

Validation and Limitations
Definitions

Accident/Emergency/Hazard/

Disaster

EMS

Emergency patient
Emergency transport ,ground ,air

Alarm

Hospital Emergency Room
Hospital Disaster Plan

Stakeholders and their

obligations

Rescue Organizations
Government Office of Control
District Administration

Education and Training
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Response time

Dispatch center
Ambulance

Mobil Intensive Care Unit
Emergency call

Financing

Quality Standards
Quality Management
Certification

Accreditation

Phases of Implementation

The paramedics should be graduated from Paramedic School and have experienced

work in the hospitals. They should be trained for a period of three months.

Ahmed Medix supported the training of EMS paramedics in Punjab. From our visit to

that institute they stated:

1 Their ability to train the EMS staff.

1 Ability to manufacture EMS ambulances.

9 Train master trainer in EMS.

9 Train search and rescue teams.

The recommended short term and

long term actions

in all three levels

(governmental, hospital and GTZ) are summarized in these two tables below (table

14 & 15).
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4.13.5- Maintenance, Education and Training school ( project 4).

Biomedical engineering school should be established. The aim of this school is to
educate and train students able to maintain the medical equipment in the hospitals.

One hiomedical school exist in Lahore Pakistan.

4.13.6-Provincial Disaster Preparedness and Response Coordination Center (
project 5).

The PDMA Provincial Disaster Management Authority (PDMA) should be given the
responsibility to establish a center for disaster management. The center should have
members from the health department, hospitals and stakeholders to form the
disaster committee. Furthermore this committee should make plans for different

disaster situation according to the risk analysis of the area, priority and the needs.
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4.14-The distribution of the responsibilities of the government, hospitals
themselves and GTZ

Whether the government, hospitals themselves or GTZ are responsible to carry out

the recommendations are shown in table 14 and 15.
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Table 14: Synopsis of quality of indicators and tasks to improve them by
the government, hospitals and GTZ .
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Table 15: Indicators to be improved by Government, Hospitals and GTZ
regarding short and long term.




After writing this thesis, the population of KPK province of Pakistan was
burdened by the influx of more than one million internal displaced people (IDP)
from the Swat area. Therefore the recommended steps to improve the hospital
disaster preparedness have to be postponed.

Hopefully the future will allow starting the measures of upgrading disaster
preparedness.
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