Neonatal Intensive Care Unit Evacuation Drill
The Problem

The Results/Progress to Date

Over the latter part of the last decade, there has been nation-wide impetus for
hospitals to develop comprehensive evacuation plans. There still remains a deficit in
how to translate the available resources into a practical action plan. The infants in the
NICU are extremely fragile and many have complex medical issues and would not
survive without temperature control, respiratory support and other critical care
interventions. These infants are the smallest and most vulnerable population in the
hospital and consequently, they are the most challenging to evacuate in an
emergency.

The strengths exhibited and the successful evacuation can be attributed to:
• the team approach of NICU Staff
• connectivity among hospitals and external partners
• preparedness of multiple medical center departments’ staff

Aim/Goal
The main goal of this evacuation exercise was to determine the effectiveness of the
evacuation plan in this specialized environment, and to ensure the plan supports safe,
efficient and effective vertical evacuation and transport of NICU level II and III infants
during an emergent event.

The Team
Meg Femino- Emergency Management
Vincent C. Smith MD, MPH- Neonatology
Susan Young RN, MS- PCS/Nursing

Phyllis West- RN, MSN-PCS/Nursing
Jane Smallcomb RN- PCS/Nursiing
Total of 75 others participated in exercise

The Interventions
We executed a full scale emergent evacuation of thirty-four, level II and III realistically
simulated, moulaged NICU infants.








Training- command center and NICU staff were refreshed on NICU emergency
procedure including a refresher of the job action sheets for staff
Tabletop drill took place five weeks before the full scale exercise
The exercise had five active operating areas: the NICU, two holding areas, the
command center and the loading area. Each area had at least one evaluator and
one observer
Thirty-four realistically simulated NICU infants, medical charts, pharmaceuticals
and critical equipment were moved down either four or five flights of stairs to
holding areas in two of the newborn nurseries
The hospital command center was opened and was staffed by a team of 25
Our external partners, such as the Massachusetts Department of Public Health,
Boston Emergency Medical Services, Boston MedFlight, Cataldo Ambulance,
Medical Academic and Scientific Community Organization, and the Boston Fire
Department all participated

Lessons Learned
Some of the areas we identified for improvement include:





Staff proceeded downstairs without a safety check or monitoring. For example,
some staff carried both Moses baskets and O2 tanks while descending the staircase.
Once all of the infants have been moved into another fire compartment, staff should
be encouraged to slow down and focus on providing safe movement and rechecking the infants before heading downstairs.
Once all infants had been evacuated into the holding areas, an adjustment of staff
and infants had to be made to equalize the acuity of infants in both holding areas.
It was determined that transport isolettes are the rate limiting factor for transport.
There is a small number statewide and this asset will have to be prioritized and
rotated

Next Steps/What Should Happen Next
BIDMC will continue to prepare the organization for unplanned emergency events which
can impact our patients, staff or facility. We will collaboratively work on improving our
corrective actions for this exercise.

For More Information Contact
Meg Femino, Director, Emergency Management
mfemino@bidmc.harvard.edu

