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Abstract

IMPORTANCE The 2022 war in Ukraine severely affected access to health care for patients in the
conflict-affected regions and limited options for medical evacuation. Air transport, a common
method of medical evacuation in war zones, was unsafe due to the conflict of 2 modernized military
forces that were in possession of aircraft and surface-to-air weapons; therefore, Médecins Sans
Frontieres, in collaboration with the Ukrainian railway company and Ukrainian health agencies,
addressed this by initiating medical evacuation via medically customized trains.

OBJECTIVE To describe the implementation of medical evacuation trains aimed at improving the
access to health care for war-affected patients.

DESIGN, SETTING, AND PARTICIPANTS This case series describes the remodeling of 2 trains used
for medical evacuation in a conflict zone during the war in Ukraine. The study was conducted from
March 30 to November 30, 2022. One train had minimal adjustments and could be rapidly deployed
to address the most pressing humanitarian needs, while the other underwent major structural
modifications to provide intensive care capacity. The report details the medical capabilities of the
trains, the organization of referrals, and operational challenges encountered. Additionally, it includes
a case series on the characteristics of patients transported in the initial 8 months, based on routinely
collected programmatic descriptive data of all patients transported by the medical trains.

RESULTS In 8 months, 2481 patients (male-female ratio, 1.07; male, 1136 [46%]; female 1058 [43%];
missing data, 287 [12%]; median age, 63 years [range, 0-98 years]) were evacuated from 11 cities
near the Ukrainian conflict frontline to safer areas. Initially, the trains predominantly evacuated
trauma patients, but over the course of the war, the patient characteristics changed with more
medical and nonacute conditions, and fewer trauma patients. The main reason for entry into the
intensive care unit train carriage was for close monitoring and observation, and the main
interventions performed were primarily for respiratory failure.

CONCLUSIONS AND RELEVANCE The findings of this study suggest that medical evacuationin a
war zone by converted trains is possible and can improve access to health care for war-affected
patients. The presence of intensive care capacity on board allows for transport of more severely ill or
injured individuals. However, the target population should not be limited to trauma patients, as
health care institutions affected host a much broader population whose needs and urgency for
evacuation may change over time.
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Key Points

Question How can medical evacuation
trains be implemented in a war zone
and what type of patients can be
expected?

Findings This case series describes
medical evacuation by train during the
2022 Ukraine conflict using 2 trains.
Over 8 months, the medical trains made
74 journeys, evacuating 2481 patients
from 11 cities close to the frontline;
during this period, the most common
type of patients transported changed
from trauma-related casualties to
patients with medical and nonacute
reasons for referral.

Meaning The findings of this study
suggest that medical evacuation by train
can be feasible in a conflict zone with a
preexisting railway network, if adapted
to local conditions and an evolving

patient population.
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Introduction

At the first anniversary of the 2022 war in Ukraine, a report of the office of the High Commissioner for
Human Rights reported 21580 civilian casualties of whom 8101 were killed, noting the actual figures
could be considerably higher due to minimal information from areas most under siege." Access to
safe and essential medical care near the frontline was severely compromised due to active
weaponized combat and limited transportation options due to roadblocks, damaged roads, and
collapsed bridges. Health care staff fled, hundreds of health care facilities were attacked, and the
remaining functional medical services were overwhelmed with trauma patients.2* Moreover, the
initial mass evacuations of affected areas often left older, sick, or institutionalized people behind
without continuity of care, which sooner or later put them in a situation that required medical
evacuation.””

Médecins Sans Frontieres (MSF), an independent, medical humanitarian organization already
present in Ukraine before the war, explored ways to relieve overcrowded hospitals and bring conflict-
affected patients to safer regions. Air transport, the most frequently reported technique of medical
evacuation in war zones,® was unsafe due to the conflict of 2 modernized military forces possessing
aircraft and surface-to-air weapons. Furthermore, the airspace was closed to civilian aircraft.
Evacuation by road had inherent challenges due to long distances, frequent roadblocks, and greater
need for human and material resources. However, Ukraine's railway system was initially only
minimally affected, allowing for the transportation of larger numbers of patients to safe areas.
Minimal literature exists on this alternative evacuation modality. The last large-scale wartime medical
evacuation by train took place during the Korean conflict of 1950 to 1953.° However, more recently,
train transport of patients with COVID-19 to intensive care units (ICUs) happened in France.'

This study describes a program of medical evacuation by train aimed at improving access to
health care for war-affected patients. It reports on the remodeling of 2 trains for medical use,
including 1 with ICU capacity, staffing, patient selection, train route selection, organization of
referrals, and associated operational challenges. Additionally, it includes a case series on the
characteristics of patients transported in the initial 8 months, need for referral, and the type of care
provided.

Program Description

Train Adaptations

The medical and logistic department of the MSF drafted feasibility, technical, and strategic plans, and
consulted local stakeholders. In collaboration with the National Ukrainian railway company, 2
Ukrainian-made passenger trains were adapted to prepare them for medical transport. Remodeling
was guided by previous experience with COVID-19 trains in France.'® However, aspects of war and
the local context needed to be taken into consideration.

The basic medical train had minimal modifications and was launched to respond quickly to the
most pressing humanitarian needs. It consisted of 2 sleeper carriages with modified partitions to
allow stretchers to enter, 1sleeper carriage for ambulatory patients with less severe conditions, and 1
staff carriage. Patients’ companions could stay in the upper bunk beds or in unoccupied lower beds.
The train was equipped with medications and materials, oxygen concentrators, suctioning, and
emergency equipment for intubation or chest drains. Up to 32 immobile patients and 27 ambulatory
patients could be transferred.

While the basic train was put in use on March 31, 2022, construction of a more advanced
medical train with ICU capacity was still under way (eFigure in Supplement 1). Extensive remodeling
was performed, modifying the electrical system and stripping the interior to accommodate hospital
beds and equipment. The train consisted of 8 carriages: 1 carriage with 5 ICU beds of which 2 could
offer invasive mechanical ventilation, 2 carriages with 9 beds for nonambulatory patients, 1regular
sleeper carriage, and 1 carriage with beds and mattresses for ambulatory patients with nonsevere
conditions and their companions. The 3 remaining carriages were for staff, medical stock, oxygen
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generators, and an uninterruptable power supply, which was needed to allow transport of ICU
patients over long distances on an unreliable electrical railway grid. Exclusive use of oxygen cylinders
was deliberately not considered as the train risked being stuck for long periods in case of damaged
railway infrastructure and would carry a high explosive risk in a war zone. The oxygen-generating
system could provide oxygen at a rate of 30 L/min to each ICU bed, while the 2 ICU beds with
mechanical ventilation were able to provide 60 L/min and constant pressure between 2.8 and 6.0
bars needed for the ventilator. The structural changes, technical modifications, and equipment
installations of the advanced medical train took 23 days, and first deployment happened on April 24,
2022. Minor adjustments continued after train deployment. Air conditioning was installed in the
spring. while the oxygen carriage was equipped with electrical heating and thermally insulated
oxygen pipes for winter temperatures to preserve the functioning of oxygen generators, which
highlights the importance of being able to further modify the trains after deployment to react to
encountered or anticipated problems.

Train Staff

Apart from a few MSF international staff, it was mainly local individuals who were recruited to staff
the train. These were physicians with ICU experience, nurses, nurse aides, technical logisticians, and
a translator. The number of staff increased over time, allowing more rotations and more nurses per
patient. International staff consisted of a project coordinator, an emergency/ICU physician, a nurse
manager, and once the advanced train was launched, an ICU nurse. Local staff were trained to
gradually take over some of these positions. Ukrainian Railway staff remained in charge of routine
train functioning and movements.

Patient and Train Route Selection

The number and severity of patients referred needed to be considered when accepting a transfer.
Patients required a certain clinical stability for transport as a 1-way trip lasted, on average, 21 hours
and advanced diagnostic or therapeutic options on the train were limited. Initially, the capacities of
the train were not well known to the referring institutions. As a result, the number and/or acuity of
the patients was often higher than anticipated. Because the train's medical staff was responsible for
the health of patients once they were on board, urgent medical and ethical decisions whether to
accept patients for transport often had to be made on the platform. Acceptance meant exposing the
patient to a long train journey with constraints in space, ICU capacity, and access to life-saving
surgery, while refusal meant sending the patient back to the referring hospital where conditions were
not well known. The implementation of referral guidelines, which were distributed to the Ministry of
Health of Ukraine, regional departments of health and referring hospitals (eAppendix 1and
eAppendix 2 in Supplement 1) improved this process considerably. In general, the basic medical train
accepted patients of all ages in stable condition and without ICU requirement. Patients receiving
oxygen were allowed if their baseline usage was less than 5 L/min. With deployment of the advanced
train, more critically ill patients could be accepted, and criteria were extended to patients receiving
vasopressors or mechanical ventilation.

Initially, the Ministry of Health of Ukraine assisted in identifying patients for transport and
functioned as liaison with the different referring and accepting departments of health, hospitals, and
institutions. They collected information on potential candidates, arranged transport to and from the
railway stations, and helped organize appropriate distribution of patients to different receiving
health care facilities. Subsequently, MSF established the position of medical liaison, a local MSF
physician with experience on the evacuation train, based in the eastern city of Dnipro. The liaison
collaborated closely with the Ministry of Health representative in establishing patient lists, verifying
the suitability of every proposed patient transfer, checking bed availability on the train, and
improving communications. After 3 months, the medical liaison was well established and dealt
directly with the various regional departments of health for both referral and acceptance of patients.
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Once health care facilities most in need were identified, a train route itinerary was planned.
Together with the railway company, the closest accessible railway station was sought, security
situation assessed, and timetable set. Initially, train routes were set only 1or 2 days before departure,
allowing maximum adaptability to respond to the most pressing humanitarian needs. Nevertheless,
this system was strenuous for the railway company to fit it into a busy railway network and for
referring hospitals to identify and prepare their patients for transfer on time. Gradually, the planning
of train routes evolved into a mixed system that also included preplanned and repetitive visits to
certain regions. This helped large referral hospitals to plan ahead and allowed for the evacuation of
institutions such as an orphanage and psychiatric institutions. The medical liaison identified
institutions requiring urgent evacuation and institutions that could accept the specific type of
patients being evacuated.

Organization of the Referral

The train mostly left the base city of Lviv in the afternoon and planned to arrive the next day around
midday. Embarkment of patients needed to be carefully planned as time on the platform was
restricted due to safety risks. To illustrate why, less than a day after the basic train evacuated 40
patients from Kramatorsk, multiple rockets hit the same platform, killing at least 50 individuals."

During the outward journey, staff prepared the train for the arrival of patients. Physicians
assessed the list of planned patients and anticipated the severity and type of care needed to allocate
beds and resources properly. Shortly before arrival of the train, patients were transferred from the
health facilities to the railway station. Ideally, ambulances queued up at the platform on arrival.
Nevertheless, the security situation and limited availability of ambulances led to situations in which
ambulances were delayed or had to leave for a new assignment before the train arrived. This resulted
in major differences in the number of personnel who were present on the platform to help transfer
patients onto the train, and sometimes forced the train staff to make quick shifts in embarkment
strategy in order to allow for a timely departure. The experience of the first embarkments led to a
standardized embarkment strategy aimed at minimizing time loss in assigning each patient to the
most optimal bed position while still being able to adapt to unexpected situations (eAppendix 3 and
eAppendix 4 in Supplement 1). A physician coordinated the embarkment and triaged every patient
before entry in the train, while a nurse assigned them to a suitable bed within the carriages. A color-
coded tag was pinned to each patient at triage to signal their assigned carriage, which had a
corresponding-colored flag at the entrance. The most critical patients were positioned in beds near
the nursing station in the basic train or in the ICU carriage in the advanced train. Patients who were
ambulatory with less need of nursing care were placed in a regular sleeper carriage. Nonambulatory
patients were carried in on a stretcher by ambulance personnel or by MSF staff in their absence. As
space is restricted in a carriage and limited to 1entry, stretchers needed to be carried in one-by-one or
in series, pressuring time management. The advanced train was more spacious to maneuver inside
but carried fewer nonambulatory patients overall. Furthermore, its length of 8 carriages meant
carriages were further apart and could complicate accessibility from some shorter platforms.

Once on the train, a thorough assessment of each patient took place, and the necessary medical
treatment was continued to allow safe and comfortable transport. All staff were needed in these
initial busy hours to settle patients and establish a care plan before staff could switch to a shift system
in the evening. Specialized treatments relevant for a long transport context were sometimes used,
such as peripheral nerve blocks. These were performed to avoid respiratory complications in selected
patients with high opioid requirements due to aggravated pain of their injuries by a bumpy, moving
train. Diagnostic and therapeutic options remained limited on the basic medical train and, on rare
occasions if patients’ conditions deteriorated, this resulted in an unplanned stop at a railway station
en route for an urgent patient transfer to the closest appropriate health care facility. Implementation
of the advanced medical train ensured better care of the patients with deteriorating status and
allowed for the transport of more critically ill patients, promoting it as the main train used for
evacuations.
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Patient care onboard the trains also differed from regular prehospital transport care in other
aspects. Many patients had been denied access to health services for a long time, and with the
increase in medical and social cases, the staff was frequently engaged in primary health care, such as
restarting treatment for chronic medical comorbidities. Mental health was a major concern for many
patients and necessitated training staff on how to assist these patients and how to cope with the
stories they heard themselves. Staff actively identified specific social or mental health needs in
patients, which were then followed up by MSF social workers after arrival. They mostly provided
assistance on aspects of shelter, links to family, charity and volunteer organizations, social support,
or mental health services.

In preparation of arrival the next morning, the definite number, severity, type, and mobility of
patients needed to be communicated to the Ministry of Health or regional departments of health to
allow planning of transport to the receiving hospitals. These institutions in the relatively safer
western regions of the country had less disrupted health care systems. Nevertheless, a sustained
influx of newly evacuated patients could soon overwhelm their capacity.' Trauma patients who
needed further surgery or long-term rehabilitation could often be transferred to hospitals abroad
facilitated by the European Union Civil Protection Mechanism.™ In contrast, patients with other
medical and social care needs remained predominantly in Ukraine and were consciously dispersed
across several western provinces to redistribute the patient load.

After disembarkment, an MSF logistical team came on board to remove garbage, replace dirty
linen, and restock medical material and drugs. The latter were kept in standardized boxes and
replaced entirely after each trip, not to lose time restocking. A cleaning team cleaned and disinfected
the carriage and equipment. A few hours later, the train often left again.

Methods

All patients had demographic and clinical case management data collected as part of routine
operations. These routine programmatic data were anonymized and analyzed for the first 8 months
of train deployment (March 30 to November 30, 2022). Patient characteristics and clinical features
were summarized using medians and ranges for continuous variables and percentages for categorical
variables. Where applicable, this report follows the Strengthening the Reporting of Observational

Table 1. General Information on Train Evacuations and Patient Demographic Characteristics

Variable Basic medical train Advanced medical train Both trains
No. of evacuations (%) 13(18) 61 (82) 74 (100)
No. of patients (%) 483 (19) 1998 (81) 2481 (100)
ine
Male/female ratio 0.88 1.12 1.07 2 Missing data of 287 patients.
Median age, y (range)® 63 (1-94) 63 (0-98) 63 (0-98)

b Missing data of 642 patients.

Table 2. Reasons for Referral

No. (%) Abbreviation: ICU, intensive care unit.
Van;i\ble __ Patients of non-ICU carriages Patients of ICU carriage All patients 2 Medical condition: acute illness: not part of the
Medical condition 548 (24) 57(30) 605 (24) surgical, trauma, or obstetrics groups.
-
Nonacute condition 1098 (48) 0(0) 1098 (44) ® Nonacute condition: vulnerable population in need
Obstetrics 1(<1) 1(1) 2(<1) of evacuation, but without capabilities to take
Surgical, nontrauma (%) 52(2) 3(2) 55(2) regular passenger train due to underlying condition
Trauma or extremes of age.
Accidental® 65 (3) 13 (7) 78 (3) ¢ Trauma, accidental: burns, falls, traffic, or other
Violent¢ 513 (22) 115 (61) 628 (25) accidents.
Undbsstia) 15 (1) 0 15 (1) 9 Trauma, violent: bomb blast, gunshot, edge weapon,
landmine, shrapnel, projectile, shelling, or other
Total 2292 (100) 189 (100) 2481 (100) A
violence.
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Studies in Epidemiology (STROBE) reporting guideline for observational studies. This manuscript
fulfilled the exemption criteria set by the MSF Ethics Review Board for a posteriori analysis of
routinely collected clinical data and thus did not require review by the MSF Ethics Review Board. It
was conducted with permission of the medical director of MSF Operational Centre Brussels.

Results

In 8 months, the MSF trains made 74 journeys, evacuating 2481 patients from 11 cities close to the
frontline. The median age of transported patients was 63 (range, 0-98) years, and slightly more male
patients were evacuated (male-female ratio, 1.07; male, 1136 [46%]; female 1058 [43%]; missing
data, 287 [12%)]). A total of 1098 patients (44%) were from a vulnerable population with a nonacute
condition as the medical reason for referral, 721 patients (29%) had a recent or semirecent trauma,
605 patients (24%) had a medical condition, 55 patients (2%) had a nontraumatic surgical condition,
and 2 patients (<0.1%) had an obstetric condition. General information on train evacuations and
patient demographic characteristics can be found in Table 1, and Table 2 lists the various reasons for
referral. The Figure shows the evolution of the type of reason for referral of the patients. No patient
died on the train, 2421 (98%) reached the final destination, and 5 patients (0.2%) left the train on
their own accord; data were missing for 55 patients (2%). Seven patients were transferred from the
train before arrival at destination due to medical deterioration; however, this was not captured in the
routine data collection.

Figure. Reasons for Referral by Medical Train Over Time
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The main reasons for transport in the ICU carriage (n = 189) were for acute respiratory failure
(16%), hemodynamic instability or shock (13%), altered mental status (21%), and metabolic
disturbances (5%). The remainder was for close observation and monitoring (45%). The main
interventions reported inside the ICU train carriage were oxygen administration (n = 41), invasive
mechanical ventilation (n = 23), tracheostomy care (n = 18), central line management (n = 33),
vasopressors (n = 5), and peripheral nerve blocks (n = 2).

Discussion

At the beginning of the conflict, direct trauma cases constituted most of the evacuated patients, but
their proportion diminished over time. In the ICU train carriage, trauma continued to be the main
reason for referral over time, although a similar decrease occurred. In part, this could be attributed to
the stabilization of the frontline with fewer direct civilian casualties."'* Furthermore, other state and
nonstate actors started to provide long-distance transport of trauma patients, and hospitals in
conflict-affected regions increased their capacity to care for ICU patients. The shift toward vulnerable
populations with chronic comorbidities, older individuals, and institutionalized patients could partly
be explained by the impairment of health care facilities and services disrupting the continuity of
care.>® However, the reduced number of trauma patients also led to more proactive identification of
these vulnerable groups.

Throughout the war, referring hospitals still sesemed to be capable of performing primary
surgery for trauma and referred, as the guidelines instructed, mostly stabilized patients for less-
urgent secondary or tertiary surgery, or for rehabilitation. This is reflected as the main reason for ICU
train carriage entry was for close observation and monitoring (45%) and in the minimal need of
vasopressor (3%) treatment. Nevertheless, many of these patients were still critically ill, as 41
patients needed oxygen (22%) and 23 patients (12%) were receiving mechanical ventilation.

Limitations

There are inherent limitations to our reported patient data, which were collected primarily for
operational purposes. These included missing or incorrect data and variability in clinical care, all of
which limit the validity of the results.

Conclusions

This program report and case series describes how evacuation by means of medicalized trains
improved access to health care in war-torn Ukraine. Rapid commissioning of a train was achieved by
adapting existing carriages for patient transport. However, to increase the level of care provided with
ICU capacity, an extensive structural remodeling was performed. Referral guidelines, a medical
liaison, and a flexible embarkment strategy all helped in correct patient selection and improved
patient safety on board. In addition, trauma cases constituted most transports at the beginning;
however, the disruption of patient care continuity caused a shift toward more medical and nonacute
reasons for referral over time and increased the need for primary health, psychological, and

social care.

ARTICLE INFORMATION
Accepted for Publication: April 23, 2023.

Published: June 23, 2023. doi:10.1001/jamanetworkopen.2023.19726

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2023 Walravens S
et al. JAMA Network Open.

[5 JAMA Network Open. 2023;6(6):€2319726. doi:10.1001/jamanetworkopen.2023.19726 June 23,2023 7/9

Downloaded from jamanetwork.com by guest on 03/11/2024


https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2023.19726&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2023.19726
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2023.19726

JAMA Network Open | Global Health Characteristics of Medical Evacuation by Train in Ukraine, 2022

Corresponding Author: James S. Lee, MD, MSc, Medical Department, Médecins Sans Frontieres-Operational
Centre Brussels, Rue de I'Arbre Bénit 46, 1050 Brussels, Belgium (james.lee@brussels.msf.org).

Author Affiliations: Medical Department, Médecins Sans Frontieres-Operational Centre Brussels, Brussels,
Belgium (Walravens, De Weggheleire, Lee); Department of Emergency Medicine, Ghent University Hospital,
Ghent, Belgium (Walravens); Operations Department, Médecins Sans Frontieres-Operational Centre Brussels, Lviv,
Ukraine (Zharkova); Operations Department, Médecins Sans Frontieres-Operational Centre Brussels, Brussels,
Belgium (Burton, Cabrol); Department of Critical Care Medicine, University of Alberta, Edmonton, Alberta,

Canada (Lee).

Author Contributions: Drs Walravens and Lee had full access to all the data in the study and take responsibility for
the integrity of the data and the accuracy of the data analysis.

Concept and design: Walravens, De Weggheleire, Burton, Cabrol, Lee.

Acquisition, analysis, or interpretation of data: Walravens, Zharkova, De Weggheleire, Burton, Lee.
Drafting of the manuscript: Walravens, Zharkova, Burton, Cabrol, Lee.

Critical revision of the manuscript for important intellectual content: All authors.

Statistical analysis: Walravens, Zharkova, Burton, Lee.

Administrative, technical, or material support: Walravens, Zharkova, Lee.

Supervision: De Weggheleire, Lee.

Conflict of Interest Disclosures: None reported.

Data Sharing Statement: See Supplement 2.

Additional Contributions: We thank all field staff of Médecins Sans Frontiéres, the Ukrainian state railway
company Ukrzaliznytsia, the Ukrainian Ministry of Health, regional departments of health, regional health care
facilities, and ambulance services for making this project possible. We thank Mr Christopher Stokes, MSc; Mrs
Kateryna Serbina, BA; and Mrs Melissa How, BSN (Médecins sans Frontieres-Operational Centre Brussels), for their
ongoing support to the project. We thank Mrs Dora Naliesna (all with Médecins sans Frontiéres-Operational Centre
Brussels) and Mr Richard Palmer (Richard Palmer Graphics) for the illustration of the advanced medical train. We
thank all departments from Médecins Sans Frontiéres-Operational Centre Brussels and all advisors we have
communicated with for their guidance and support.

REFERENCES

1. Office of the United Nations High Commissioner for Human Rights. Ukraine: civilian casualty update 27 February
2023. February 27, 2023. Accessed April 13, 2023. https://www.ohchr.org/en/news/2023/02/ukraine-civilian-
casualty-update-27-february-2023

2. World Health Organization. Emergency in Ukraine: external situation report #19. August 11, 2022. Accessed
January 5, 2023. https://www.who.int/publications/i/item/WHO-EURO-2022-5152-44915-65715

3. World Health Organization. Surveillance system for attacks on healthcare. December 31, 2022. Accessed
December 31, 2022. ahttps://extranet.who.int/ssa/LeftMenu/Index.aspx

4. Gostin LO, Rubenstein LS. Attacks on health care in the war in Ukraine: international law and the need for
accountability. JAMA. 2022;327(16):1541-1542. doi:10.1001/jama.2022.6045

5. Armocida B, Ussai S, Pavlovych M, et al. Older people: forgotten victims amid the Ukrainian humanitarian
disaster. Lancet Public Health. 2022;7(5):e402-e403. doi:10.1016/52468-2667(22)00087-1

6. Massey E, Smith J, Roberts B. Health needs of older populations affected by humanitarian crises in low- and
middle-income countries: a systematic review. Confl Health. 2017;11(29):29. doi:10.1186/5s13031-017-0133-x

7. Jaff D, Leatherman S, Tawfik L. Improving quality of care in conflict settings: access and infrastructure are
fundamental. Int J Qual Health Care. 2019;31(10):G187-G190. doi:10.1093/intghc/mzz128

8. Galvagno SM Jr, Mabry RL, Maddry J, et al. Measuring US Army medical evacuation: metrics for performance
improvement. J Trauma Acute Care Surg. 2018;84(1):150-156. doi:10.1097/TA.0000000000001715

9. Caelleigh A. Ambulance trains. Acad Med. 2001;76(2):153. doi:10.1097/00001888-200102000-00012

10. Lamhaut L, Nivet C, Dagron C, Nace L, Braun F, Carli P. Feedback on medical transfer by high-speed train during
the COVID-19 crisis in France: the Chardon missions. Ann Fr Med Urgence. 2020;10(4-5):288-297. doi:10.3166/afmu-
2020-0275

11. Sheldon M. Russia Kramatorsk “facts” versus the evidence. Bellingcat. April 14, 2022. Accessed January 5,
2023, https://www.bellingcat.com/news/2022/04/14/russias-kramatorsk-facts-versus-the-evidence

[5 JAMA Network Open. 2023;6(6):€2319726. doi:10.1001/jamanetworkopen.2023.19726 June 23,2023 8/9

Downloaded from jamanetwork.com by guest on 03/11/2024


mailto:james.lee@brussels.msf.org
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2023.19726&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2023.19726
https://www.ohchr.org/en/news/2023/02/ukraine-civilian-casualty-update-27-february-2023
https://www.ohchr.org/en/news/2023/02/ukraine-civilian-casualty-update-27-february-2023
https://www.who.int/publications/i/item/WHO-EURO-2022-5152-44915-65715
https://extranet.who.int/ssa/LeftMenu/Index.aspx
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2022.6045&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2023.19726
https://dx.doi.org/10.1016/S2468-2667(22)00087-1
https://dx.doi.org/10.1186/s13031-017-0133-x
https://dx.doi.org/10.1093/intqhc/mzz128
https://dx.doi.org/10.1097/TA.0000000000001715
https://dx.doi.org/10.1097/00001888-200102000-00012
https://dx.doi.org/10.3166/afmu-2020-0275
https://dx.doi.org/10.3166/afmu-2020-0275
https://www.bellingcat.com/news/2022/04/14/russias-kramatorsk-facts-versus-the-evidence

JAMA Network Open | Global Health Characteristics of Medical Evacuation by Train in Ukraine, 2022

12. Cundy A. "He should have lived": shortages are proving fatal in Lviv's hospitals. The Guardian. April 26, 2022.
Accessed January 5, 2023. https://www.theguardian.com/global-development/2022/apr/26/shortages-proving-
fatal-in-Iviv-hospitals

13. EU preparedness to welcome those fleeing the war in Ukraine. European Commission. March 23, 2022.
Accessed January 5, 2023. https://ec.europa.eu/migrant-integration/news/ec-communication-welcoming-those-
fleeing-war-ukraine-readying-europe-meet-needs_en

14. Barros G, Stepanenko K, Bergeron T. Interactive map: Russia’s invasion of Ukraine. Institute for the Study of
War and the American Enterprise Institute’s Critical Threats Project. May 23, 2022. Accessed January 5, 2023. https://
arcg.is/09000S

SUPPLEMENT 1.

eFigure. Detailed Diagram of the Set-up of the Carriages for the Advanced Medical Train
eAppendix 1. Information Leaflet Basic Medical Evacuation Train MSF—Version April 2022
eAppendix 2. Information Leaflet Advanced Medical Evacuation Train MSF—Version May 2022
eAppendix 3. Embarkment of Basic Medical Evacuation Train MSF—Version April 2022
eAppendix 4. Embarkment of Advanced Medical Evacuation Train MSF—Version May 2022

SUPPLEMENT 2.
Data Sharing Statement

[5 JAMA Network Open. 2023;6(6):€2319726. doi:10.1001/jamanetworkopen.2023.19726 June 23,2023 9/9

Downloaded from jamanetwork.com by guest on 03/11/2024


https://www.theguardian.com/global-development/2022/apr/26/shortages-proving-fatal-in-lviv-hospitals
https://www.theguardian.com/global-development/2022/apr/26/shortages-proving-fatal-in-lviv-hospitals
https://ec.europa.eu/migrant-integration/news/ec-communication-welcoming-those-fleeing-war-ukraine-readying-europe-meet-needs_en
https://ec.europa.eu/migrant-integration/news/ec-communication-welcoming-those-fleeing-war-ukraine-readying-europe-meet-needs_en
https://arcg.is/09O0OS
https://arcg.is/09O0OS

Supplementary Online Content

Waravens S, Zharkova A, De Weggheleire A, Burton M, Cabrol JC, Lee JS.
Characteristics of medical evacuation by train in Ukraine, 2022. JAMA Netw Open.
2023;6(6):€2319726. doi:10.1001/jamanetworkopen.2023.19726

eFigure 1. eFigure 1. Detailed Diagram of the Set-up of the Carriages for the
Advanced Medical Train

eAppendix 1. Information Leaflet Basic Medical Evacuation Train MSF—Version
April 2022

eAppendix 2. Information Leaflet Advanced Medical Evacuation Train M SF—
Version May 2022

eAppendix 3. Embarkment of Basic Medical Evacuation Train MSF—Version April
2022

eAppendix 4. Embarkment of Advanced Medical Evacuation Train MSF—Version
May 2022

This supplementary material has been provided by the authors to give readers
additional information about their work.

© 2023 Walravens S et al. JAMA Network Open.



eFigure. Detailed diagram of the set-up of the carriages for the advanced medical train
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eAppendix 1. Information leaflet basic medical evacuation train MSF —
Version April 2022

MSF Train Project

MSF has started a project to evacuate patients from hospitals that are close to the conflict and/or are
overwhelmed due to the influx of wounded or loss of own medical staff. These patients are
transported to hospitals further away from the conflict with capacity to care for these patients.
Currently MSF has a 4-wagon train running for cardiorespiratory stable, non-ventilated patients. In
the near future MSF hopes to introduce a new advanced train capable of transporting patients that
need higher levels of medical care. The following info only applies to the first basic evacuation train.

Capacity
e 1 setof 4 wagons (UKR model) for transfers of patients.
o 2 wagons with capacity of 32 lying positions
» 26 single beds and 3 double beds (can be used for only 1 patient if needed
e.g. in case of bilateral external fixators.)
»= 20 top bunk beds for mobile care takers
o 1regular train wagon for walking patients who need minimal nursing care for 27
patients. An extra 27 patients or caretakers can be transported if possible to take
place on top bed bunk)
o 1 wagon for staff

Type of patients

The train can take patients of all ages. Our main target group are those who cannot evacuate by
themselves, need nursing care and will need further care or secondary interventions in a hospital
once evacuated.

We only try to take stable patients without need for a high level of intensive medical care. These are
patients who are expected to remain in the same clinical condition during the next 24 hours of
transport, who do not need urgent surgery or 1 on 1 intensive nursing care, and who are not
intubated or on vasopressor therapy. IV fluids, intermittent IV drugs, oxygen therapy and aspiration
can be provided on the train. A patient on oxygen therapy can be transported if he or she is
saturating well on less than 5 litres of oxygen per minute, and this has been stable or improving in
the last 48 hours. As there are only 3 oxygen concentrators, the amount of these patients on oxygen
is limited.

MSF will not check the status of patients (soldier or civilian) at the train. No weapons, military clothes
or military personnel are allowed in the MSF train.

Train schedule

If feasible, MSF tries to keep the train continuously operational 24/7. Moving between the West and
the East of the country with a minimum of interruptions. The main axis of travel is between Lviv and
Dnipro. This trajectory will deviate according to requests by hospitals in need of evacuations if
security and accessibility allows.

Transfer procedure:

To request transport of patients, the MSF liaison officer for transfers can be called on _
Il or miled on [

A request should be made by the hospital director or director of health. If possible, a request should
group multiple patients together before contact. The MSF liaison officer will then evaluate if the

© 2023 Walravens S et al. JAMA Network Open.
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patients are within our transport criteria by phone or by visit to the hospital. Information the MSF
liaison officer will need is:
- Number of patients, number of patients who can walk, number of patients who can only be
transported horizontally (on stretcher), number of caregivers.
- Main previous medical history
- Summary of current diagnosis, received major treatments during admission and current
clinical condition (cardiorespiratory stability)
- Specific needs during transport
- Specific needs for accepting hospital
- Consent of the patients that they are to be transferred to a hospital/institution in L'vivs'ka
or Ilvano-Frankivska region.

Next the MSF liaison officer will check if the patients can be transferred on the next passage of the
train, or a planning will be made when the train can be sent to the closest safe railway station. Please
contact the MSF liaison officer again immediately in case the situation would change or a patient
becomes instable.

Transfer of the patient to the railway station remains the responsibility of the referring hospital. If
MSF is present on the location, support can be given based on their capacity.

Contact with accepting hospitals will generally be done by MSF, unless specific care is required for
the patients. Transfer from the train to the accepting hospitals (e.g. Lviv, lvano-Frankivsk,...) will be
arranged by the accepting hospitals.

After the transfer, MSF will not transport people back to the initial places. MSF cannot take the
responsibility of ensuring complete trip safety due to current situation or circumstances beyond
MSF’s control, nor can they take responsibility for further care or evolution of the clinical condition of
the patient in the accepting hospitals.

What to provide to the referred patient?
- Complete medical file with summary and further treatment plan.
- Contact information of relatives — please also contact relatives about transfer.
- Please provide patient with specific drugs needed for the duration of transport (e.g. IV
antibiotics, anticonvulsants, insulin, ...) if possible.
- Please apply fresh bandages, stoma bags or diapers before transfer if possible.

Food, drinks and blankets on the train will be provided by MSF.

MpoekT «Jlikapis 6e3 KopAaoHiB»: EBakyauinHui notar

«Jlikapi 6e3 KopgoHiB» - MISF - po3noyanu NPOEKT 3 eBaKyallii NaLieHTIB i3 iKapeHb, AKi 3HaxoAATbCA
no6aunsy 30HU KOHPAIKTY Ta/abo nepeBaHTaXKeHi Yepe3 NPUNAMB NopaHeHMX abo BTpaTy BAACHOIO
MeauyYHOro nepcoHany. Lli nawieHTV TpaHCNOPTYOTLCA A0 NiKapeHb, WO 3HaXo4ATbCA Aani Bif, 30HM
KOH}IKTY, 3 MOMAMBICTIO gornagay 3a UMMM nauieHtamu. Hapasi MSF mae 4-BaroHHWiM noTar gns
KapaiopecnipaTopHo-cTabinbHUX NaUieHTIB, AKi He noTPebyltoTb LWTYYHOI BEHTUAALIT fereHb.
Haibamkumm vacom MSF cnopgiBaeTbca nNpeacTaBUTU HOBMUIMA YOOCKOHA/NEHMA MOTAr, 34aTHUM
nepeBoO3NTM NALLIEHTIB, AKi NOTPebyoTb HibLL BUCOKOrO PiBHA MeANYHOI 4onoMorn. HasegeHa HuxkKue
iHpopMaLLis CTOCYETbCA NMLIe nepworo 6a3oBOro eBakyau,inHOro nNoTAry.

© 2023 Walravens S et al. JAMA Network Open.



MoxkansocTi/XapaKTepucTukum:
® CYKYMHO 4 BaroHu (yKpaiHCbKOro BUPOOHMKA) ANA nepeBe3eHHs NaLieHTiB.
0 2 BaroHM MIcCTKiCTo 32 nexKaumx micua
e 26 OAHOMICHWUX NiXKOK i 3 ABOMICHI Ni3KKa (BUKOPUCTOBYIOTLCA e AnA 1 naujieHTa, AaKWwo
icHye noTpeba LWKMPOKOro AirKKa 4yepes, HaMNpWKAad, HaAABHICTb ABOCTOPOHHIX 30BHiLLHIX
dikcaTopiB).
o 20 ABOAPYCHUX NiXKOK AN MobinbHOro nepcoHany 3 Aornaay 3a nauieHTamm
0 1 3BMYAlHMIK BaroH gna 27 nNauieHTIB, AKI nepecyBaloTbCA CaMOCTIMHO Ta NoOTpebyloTb
MiHiMasIbHOro meacecTpuMHCbKoro gornsay. JoaaTkoBux 27 nauieHTiB abo ocib, Aki gornaaatotb 3a
HUMM, MOXKHa NepeBe3TM 38 MOXKANBOCTI Ha ABOAPYCHUX NiXKKaXx)
0 1 BaroH Ana nepcoHany

Karteropis nauieHTiB

MoTAar MmoXKe NepeBO3UTU NALLIEHTIB YCiX BikOBMX KaTeropin. Halua ocHoBHa Li/iboBa rpyna — Le Ti, XT0
He MOXe eBaKyloBaTUCA CaMOCTilHO, noTpebye mMeacecTpUHCBLKOro aornaay Ta norpebysatume
NoAanbLoro Aoraaay abo BTOPUHHOIO BTPYYaHHA B /1iKapHi Nicia eBakyallii.

Mn Hamaraemocs npuimaTi nuwe cTabinbHMX nNauieHTIB 6e3 HeobXigHOCTIi BWCOKOro piBHA
iHTEHCMBHOT MeANYHOI Aonomoru. e nauieHTn, AKi, AK OYIKYETLCA, 3aAMLWATLCA B TOMY XK KNiHIYHOMY
CTaHi NPOTArOM HacCTynHUX 24 roguH TPAHCNOPTYBAHHA, AKi HE NOTPebyoTb TEPMIHOBOTIO XipypriyHOro
BTPY4YaHHsA abo iHTEHCMBHOIO MeAcecTpMHCbKoro aornaay 1 Ha 1, a TaKoXK AKi He NpoxoasaTb iHTybalito
abo He OTpMMYIOTb BA3ONPecopHy Tepanito. Ha 6a3i noTary mMoMKHa 3acTocoByBaTM PiAVHU ANA
BHYTPILWHbOBEHHOIO BBEAEHHA, NEePioANYHI BHYTPILWHbOBEHHI NpenapaTth, HaaaBaTU KUCHEBY Tepanito
Ta 3aCTOCOBYBATW acnipaLiliHi cnctemu. MaLieHTa HAa KMCHEBIN Tepanii MOXKHA TPAHCNOPTYBATH, AKLLO
BiH 260 BOHa A06pe HaCcUUYYETbCA KMCHEM B 06CA3i A0 5 NiTPiB Ha XBUIMHY, | TaKa caTypaLis cTabiNbHO
36epiraeTbca abo MOKPALLYETLCA MPOTATOM OCTaHHiIX 48 roauH. OcKiNbKM B HaABHOCTI € nuwe 3
KMCHEBMX KOHLEHTPATOPMU, KiNIbKICTb TaKMX NALIEHTIB ANA KUCHEBOI NiATPUMKKN 0BMekKeHa.

MSF He nepeBipATMME CTaTyC NaUieHTIB (BINCbKOBUIA UM LMBINbHUIM), NpOTe Y NOTA3i 3ab0OPOHEHI
36pos, BilicbkoBMI1 0aAT abo BiACbKOBUI CynpoBiA.

Po3knag pyxy

3a moxnmeocTi, MSF HamaraeTbcs 3abe3neumntn 6esnepepsHy poboTy notary 8 dopmari 24/7.
MepemilLleHHA MiX 3CX040M | CXO40M KpaiHW BiabyBaeTbca 3 MiHIMyMOM nepeps.

[onoBHa Bicb pyxy — MixK JlbBoBOM i [JHIiNpom. LLa TpaeKkTopia, B 3a1€XHOCTI BiZ 3anuTiB NiKApeHb, AKi
noTpebyloTb eBaKyalil M 3 ypaxyBaHHAM KpuTepiiB 6e3nekuM Ta MOXKAMBOCTEN AOCTYMY MOXKe
3MiHIOBATUCh.

ANropuTm TPaAHCNOPTYBAHHA:
LLlo6 3aMOBUTU TpaHCNOPTYBaHHA NaLLEHTIB, A0 BiANOBiAaNbHOT 0c0bu MSF mMmoKHa 3aTenedoHyBaTH

33 Homepom a6o naaicnatu nowroto 3a aapecoto ||| G

3anuT mae noaaTh ANMPEKTOP NliKapHi abo KepiBHUK AenapTamMeHTy OXOPOHU 310POB’SA. 32 MOMK/IUBOCTI,
3anuT Ma€e MICTUTM TaKOX NonepeaHbO CKNAAEHUI Nepenik NaLieHTIB Mo rpynam AnA HagaHHA Takoro
roToBOro nepesiky nig 4yac tenedoHHOro KoHTaKTy. Micns yboro KoopamHatop MSF ouiHWUTb, um
Bi4NOBIAAOTb NALLIEHTU HALWKMM KPUTEpiam TpaHcnopTyBaHHA no TenedpoHy abo nig yac BisuTy Oo
NiKapHi.
IHdopmaLis, Aka 3HaA0bWTbCA BiANOBIAANbLHIN 0c06i MSF:
- KinbKicTb NaLi€HTIB, KiNbKICTb NALLiEHTIB, AKI MOXKYTb XOAMTU, KiNbKICTb NALIEHTIB, AKMX OXKHa
TPaAHCMOPTYBATU INLLE FTOPM3OHTA/IbHO (Ha HOLaXx), KibKICTb OCib, AKi LOrNA4aloTb 32 HUMM.

© 2023 Walravens S et al. JAMA Network Open.



- OCHOBHa nonepeaHn icTopia XBopobu

- 3BeAeHHA NOTOYHOro AiarHosy, OCHOBHMX METOAIB JiKyBaHHA Nig 4ac rocnitanisauii Ta
OTOYHOrO KANiHIYHOro cTaHy (KapaiopecnipaTopHa CTabifbHiCTb)

- CneumdiyHi noTpebu nig yac TpaHCNOPTYBAHHS

- CneumndiyHi noTpebu ana npumnomy B iKapHIO

- 3roaa nauieHTiB Ha NepeBeAeHHsA A0 NikapHi/ycTaHoBM y J1bBiBCbKil ab0o |IBaHO-DpaHKiBCbKil
obnacri.

Jani signosiganbHWii nikap MSF nepeBipuTb, UM MOXKHA MepeBe3TVM MAUEHTIB NPM HaCTynHOMY
NpoOXoAeHHi noTtara, abo byae cnaaHOBaHO, KOM NOTAr MOKHa byae BignpaBuTM A0 HaNBAMKYOI
6e3neyHoi 3ani3HMYHOI CTaHLUil. Byab 1acKa, HeramHo 3B’AXiTbCA 3 BiANoBiAaNbHOW ocoboto MSF, aKwo
CUTyaLis 3MiHUTbCA abo nauieHT cTaHe HecTabiNbHMM.

MNepeBe3eHHA NauieHTa Ha 3ani3HWYHWIA BOK3an 3anMLWAETbCA 060B’A3KOM fiKapHi, AKa HanpaBAsAe
NawieHTa gNa TPaHCNOPTYBAHHA. AKWO iHWi npoekTM MSF npucyTHI Ha micui, NiaTpMMKa moxke bytu
HaZaHa 3a/1eXHo Bif, iX MOXIMBOCTEN.

KoHTaKT 3 flikapHAMM, AKi NpMMMatoTb NALLiEHTIB, 3a3BMYal 34iMicHIOOTE MSF, AKWO nauieHTam He
noTpibeH ocobamnsuin gornag. TpaHcdep 3 noizga A0 NikapeHb-npuiimadis (Hanpuknag, J1bsis, IBaHO-
®paHKiBCbK,...) OpraHizoByOTb NiKapHi-Npuiimaui.

Micna nepepgadyi NauieHTiB NpMnMMatodYMm nikapHam, MSF He 34iMCHIOE A0CTAaBKY NALEHTIB Ha3ad A0
Mmicua BianpaBku. MSF He MoXXyTb B3ATU Ha cebe BigNOBiAanbHICTb 3a 3abe3neyeHHA NOBHOI 6e3neKku
noi3AKM Yepes NoToYHy cUTyaLito abo 06CTaBUHMK, AKI He 3anexaTb Big MSF, a TaKoXK HEe MOXKYTb B3ATU
Ha cebe BignoBiganbHICTb 33 NoganblMi AorNA4 abo PO3BUTOK KNIHIYHOMO CTaHy NaLi€HTa B NiKapHSAX,
AKI NPUIAMaloTb NauieHTa Nicnsa nepegadvi im.

LLlo HeobxiaHO maTK Npu cobi nauieHTam, AKUX HaNPaBWUAU ANA TPAHCNOPTYBAHHA NOTATOM?
- MoBHY MeANYHY KapTy 3 BUCHOBKaMMU (pe3tome) Ta NoAasibluMm NAaHOM JliKyBaHHSA.
- KoHTaKTHY iHbOopMaLito poanyiB — TaKoXK 3BepTalTeca 40 POAMYIB LLOA0 NepeBeaeHHs.
- Byab nacka, HagaliTe NaLieHTy KOHKPETHI NpenapaTth, HeobxiAHI Ha Yac TPAHCNOPTYBaHHA
(Hanpwknag, BHYTPILUHLOBEHHI aHTUMBIOTUKM, MPOTUCYAOMHI 3ac06M, iHCYNIH, ...), AKWO Le
MOXK/INBO.
- Byab nacka, Haknagitb CBixXKi 6UHTK, 3abe3neyTe MiLKK A4aa CTOMU abo NeNtOWKKN nepes,
TPAHCNOPTYBAaHHAM, AKLLO L& MOK/MBO.

Iy, Hanoi Ta KOBAPM NPU TPAHCNOPTYBaHHA NOTArom 3abesneunts MSF.

© 2023 Walravens S et al. JAMA Network Open.



eAppendix 2. Information leaflet advanced medical evacuation train
MSF — Version May 2022

MSF Train Project — Advanced Medical Evacuation Train

MSF has started a project to evacuate patients from hospitals that are close to the conflict and/or are
overwhelmed due to the influx of wounded or loss of own medical staff. These patients are
transported to hospitals further away from the conflict with capacity to care for these patients. MSF
has currently 2 evacuation trains running. One 4-wagon train running for non-intubated
hemodynamically stable patients. A second 8-wagon train capable of transporting stabilized high care
critically injured patients with the aim to decrease patient load for hospitals to better accommodate
new incoming patients. The following document only applies to this second advanced medical
evacuation train.

Capacity
e 1 setof 8 wagons (UKR model) for transfers of patients.

o 11CU with capacity of 5 ICU beds.

o 2 IPD wagons with capacity of 18 beds in total for medium care who can be managed
with intermittent monitoring

o 1 wagon with 12 low beds and 12 top bunk beds that can be used by caretakers or by
walking patients without need of nursing care.

o 1 wagon for staff

o 3 wagons for generator, oxygen production, medical stock and a polyvalent wagon.

Type of patients
The train transports two groups of patients.

- ICU patients of more than 1 year old that can benefit from evacuation for further specialised
care and treatment in the destination hospital or/and to help free up ICU bed capacity in the
referring hospital.

- Regular patients who cannot evacuate by themselves, need nursing care and will need
further care or secondary interventions in a hospital once evacuated.

Referred patients can be mechanically ventilated , on oxygen therapy or on a low dose of
vasopressors if they have reached a clinical stable situation. The number of patients on mechanical
ventilation is limited to 2. There is continuous monitoring without invasive blood pressure
measurement available for 5 patients and intermittent monitoring for the remainder of patients.
Patients at risk of needing emergency surgical treatment within the next 24 hours will not be
accepted.

MSF will not check the status of patients (soldier or civilian) at the train. No weapons, military clothes
or military escorts are allowed in the MSF train.

Train schedule

In the beginning the MSF advanced medical evacuation train will only be running on demand if an
evacuation of sufficient ICU patients (e.g. 5 ICU patients, 2 ICU patients and 10 medium care
patients,....) is requested. When demand would be high this could change in the future to a
continuous schedule between the East and the West of the country.

© 2023 Walravens S et al. JAMA Network Open.



Due to the length of the train, railway accessibility, the security situation and the time required to
transfer complex patients, we are not capable of sending the train to every railway station in the
country. MSF will evaluate at every request if the nearest railway station is feasible. Otherwise MSF
will propose the closest feasible railway station for the transfer of the patients.

Transfer procedure:
To request transport of patients, the MSF liaison officer for transfers can be called on _
or mailed on |G
A request should be made by the hospital director or director of health. If possible, a request should
group multiple patients together before contact. The MSF liaison officer will then evaluate if the
patients are within our transport criteria by phone or by visit to the hospital. Information the MSF
liaison officer will need is:
- Number of patients
- Main previous medical history
- Summary of current diagnosis, received major treatments during admission and current
clinical condition (cardiorespiratory stability)
- Specific needs during transport (mechanical ventilation, oxygen, vasopressors, suctioning, ...)
- Present catheters (Central venous line, urinary catheter,...) and drains (chest drain,
abdominal drains,...)
- Specific requirements for accepting hospital
- Consent of the patients that they are to be transferred to a hospital/institution in L'vivs'ka
or lvano-Frankivska region.
- Number of accompanying caregivers or of patients who can walk or do not need nursing care
(extra wagon)

Next the MSF team will plan the route and the date for the advanced medical evacuation train.
Please contact the MSF liaison officer again immediately in case the situation would change, a
patient becomes too unstable for transfer or no longer requires evacuation.

Transfer of the patient to the railway station remains the responsibility of the referring hospital. If
MSF is present on the location, support can be given based on their capacity.

Contact with receiving hospitals will generally be done by MSF, unless specific care is required for the
patients. Transfer from the train to the accepting hospitals (e.g. L'viv, lvano-Frankivsk,...) will be
arranged by the receiving hospitals.

After the transfer, MSF will not transport people back to their place of origin. MSF cannot take the
responsibility of ensuring complete trip safety due to current situation or circumstances beyond
MSF’s control, nor can they take responsibility for further care or evolution of the clinical condition of
the patient in the accepting hospitals.

What to provide to the referred patient?
- Complete medical file with summary and further treatment plan.
- Contact information of relatives — please also contact relatives about transfer.
- Provide patient with specific drugs needed for the duration of transport (e.g. IV antibiotics,
vasopressors, anticonvulsants, insulin, ...).
- Apply fresh bandages, stoma bags or diapers before transfer if possible.

Food, drinks and blankets on the train will be provided by MSF.
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MNpoekKT noi3zga MSF — CneuianisoBaHu meanYHUU eBaKyaLiMHUK NOI3A

Nikapi 6e3 KopaoHis (MSF) po3noyany NpoekT 3 eBaKyallii NaLieHTiB 3 NiKapeHb, L0 PO3TalloBaHi
6ina 30HK 6olMOBUX Ailt Ta/abo NepeBaHTa)KeHi Yyepes HanAnB NopaHeHUX abo BTPaTy BAACHOTO
MegMYHOro nepcoHany. MauieHTM TpaHCNOPTYOTLCA A0 NiKapeHb y 6e3nevHilmx perioHax, Wo mMatoTb
3MOry HaaaTn HeobxigHy Aonomory XBopuM. Hapasi KypcytoTb 2 eBakyauiiiHi noisan. OanH pyxomui
CKNapg, 3 4 BaroHiB NpusHavyeHuin 4na remoamMHamiyHo cTabinbHMX naujieHTiB 6e3 iHTybauii. Qpyruin
noTAr i3 8 BaroHiB NePeBO3UTb CTabiNi30BaHMX NALLIEHTIB 3 BAaXKKMMU TpaBMamM, siKi NOTPebyoTb
iHTEHCMBHOI Tepanii, 3 MeTO 3MEHLIEHHA HaBaHTaXXEHHA Ha NiKkapHi, abu Ti morau 3abesneynTn
KpaLlli YMOBM AN HOBUX MaUIEHTIB. Llel JOKYMEHT CTOCYETLCA INLLE APYroro crnewianisoBaHoro
MeAMYHOro eBaKyauiinHoro noisaa.

MicTtkictb
e 1 pyxomuit cknag 3 8 BaroHis (yKpaiHCbKa MmoZienb) ANs nepese3eHHA NaLlieHTiB.

0 1 BaroH-peaHimauia Ha 5 peaHiMmaLiMHWX NiXKOK

0 2 BaroHW-cTauioHapu Ha 18 NiXKOK A/1A iIHTEHCMBHOI Tepanii, Ae 34iACHI0ETLCA
nepiognNYHMN MOHITOPUHT CTaHy NALLiEHTIB

0 1BaroH 3 12 HuXHIMK Ta 12 BEPXHIMKW NOANLAMM, A€ MOXKYTb nepebysaTtn gornsaadi
ab0 NauieHTH, LLO MOXKYTb XOAUTH i He NOTEOYIOTb HArNA4Y MeacecTpu

0 1 BaroH gnAa nepcoHany

0 3 BaroHu AnAa reHepaTopa, KUCHEBOro 061agHaHHA, MEANYHOTO CKNaay Ta
MYNbTUOYHKLiIOHANbHWUI BAroH

Tunu nauieHTiB

MoTAr nepeBo3nTb ABi FPYNW NALEHTIB.

- MauieHTn y BiaAiNneHHi iHTeHcMBHOT Tepanii Bikom Big, 1 poKy, AKMM moxKe byTu NnoTpibHa eBaKyalin
ANA N0AaNbLUIOro CnewianisoBaHoro AornAAy Ta NiKyBaHHA B fiKapHi y Micli npu3HayeHHs Ta/abo gna
TOro, Wob A0NOMOrTU 3BIILHUTY NiXKKa Y BigAiNeHHAX iIHTeHCUMBHOI Tepanii B NiKapHiax, Wwo
HanNpaBAAKOTb NAL,iEHTIB.

- 3BMYaliHi NALLIEHTK, AKI HE MOXKYTb €BaKyOBAaTUCA CaMOCTIlIHO, NOTPebYIOTb MeACECTPUHCLKOTO
aornagy Ta notpebysaTMMyTb NoAanbLIOro Aornagy abo A04aTKOBOro BTPYYaHHA B NikapHi nicns
eBakKyallii.

HanpasneHi nauieHTM MOXKyTb OTPUMYBATM LUITYYHY BEHTUAALLIO NereHb, KUCHEBY Tepanito abo HU3bKI
0,031 Ba30Npecopis, AKLWLO BOHM AOCATAN KAiHIYHOI cTabinbHOCTI. KifnbKicTb NALEHTIB HA WTYYHIl
BEHTUAALIT nereHis obmerkeHa (2). OAna 5 nauieHTiB peaHiMaLiiHOro BaroHy AOCTYMHUIA
6e3nepepBHUIA MOHITOPUHI 6e3 iHBa3MBHOIO BUMIPHOBAHHA apTepiasibHOro TUCKY, a A1A peLuTu
NaLieHTiB — NePioANYHNN MOHITOPWUHT.

MaLieHTN 3 pM3MKOM NOTPebM eKCTPEHOro XipypriYHOro NiKyBaHHA NPOTArOM HACTYNHUX 24 roguH He
NPUMMalOTbCA A0 TPAHCNOPTYBAHHSA.

MSF He nepeBipaTMe cTaTyc NaLieHTIB (BINCbKOBUIA UM LMBINbHUIA), NpOTe Y NOTA3i 3a60POHEH
36poA Ta BiliCbKOBMIA Cynposia,

Po3sknapg pyxy

Ha nouatKy, cneujianizoBaHMin meanYHUI eBaKyaLUinHKi notar MSF 3ailicHioBaTUMe peicu 3rigHo
3anuTiB Ta 32 YMOBW A0CTaTHbOI KiIbKOCTI NaLieHTiB (HanpuKknaa, 5 nauieHTiB peaHimalii, 2 nauieHTH
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peaHimau,ii Ta 10 naLieHTiB CTaLiOHAPHUX BigaineHb TOLWo). AKWO Yy ManbyTHbOMY NOMNKUT 3pocTe,
noTAr KypcyBaTume 6e3nepepBHO MiXK 3aX040M Ta CXOA40M KpaiHu.

Yepes A0BXKMHY N0i34a, AOCTYMNHICTb 3aNi3HUYHUX LWAAXIB, CUTYyaLito 3 6e3neKoto Ta Yac, HeobxiaHWM
ONA NepeBe3eHHA CKNagHUX NALIEHTIB, MM HE MAEMO 3MOTU BiANPABUTU NOI34, HA KOXKHY 3aNi3HUYHY
CTaHLUito KpaiHW. Po3rnsagatoum KoxkeH 3anut, MSF ouiHloBaTMMe MOXAUBICTb eBaKyalLii 3 HalibanKyoi
CTaHLUii. B iHaKwoMmy BunagKry MSF 3anponoHye iHLWY HAaNBAUKUY CTaHLi0 AN NepeBe3eHHs
nauieHTIB.

MpoueAaypa nepeBe3eHHA:

3anuTn Ha TPAHCNOPTYBaHHA MaLiEHTIB MOXHA NOAABaTW BiANoOBiAaAbHIN 0cobi MSF 3a Homepom

- abo HaﬁCMﬂaTM EI'IEKTEOHHOPO nowTOo 3a aapecoro

3annT NOAAETLCA AMPEKTOPOM JliKapHi abo AMPEKTOPOM AenapTaMeHTY OXOPOHU 340pP0B'A i, AKLWO
Le MOK/IMBO, BXEe Ma€E BK/KOYATU BCiX NALLIEHTIB, AKMX NOTPiOHO eBaKytoBaTh. KoopamnHatop MSF
OUHIOE, Y TelePOHHOMY PEXMMI YM Nig Yac 0cobMCTOro Bi3UTY A0 JliKapHi, Y/ BiANOBIAAOTb NALEHTH
HaLMM TPAaHCMNOPTHUM BUMOTaMm.
IHpopMmaLis, sKa 3HaA06UTbCA BiANOBIAaNbHI 0cobi MSF:
- KinbKicTb nauieHTiB
- OcHoBHa nonepeaHs ictopis xsopobu
- Onunc NOTOYHOrO AiarHo3y, OTPMMAHOro OCHOBHOIMO NiKYBAHHA Mig, Yac rocniTanisawii Ta
NOTOYHOTO KAIHIYHOrO CTaHy (cepueBo-nereHeBa cTabinbHICTb)
- Ocobauei noTpebu nig yac TpaHCNOPTYBaHHSA (LWUTYYHA BEHTUANALIA NEreHb, KNCEHb,
CYAMHO3BYKYHOYi, BiACMOKTYBaHHA TOLLO)
- HanBHi KaTeTepu (LeHTPaNbHUIN BEHO3HWUI KaTeTep, CeYOBWUIA KaTeTep TOLLO) Ta APEHaXKHI
cUCTEMMU (ApeHaXK rpyaHOT KNITUHU, ApeHarK YepeBHOT MOPOKHUHU TOLLO)
- OcobauBi BUMOTH A0 NPUIIMAtOYOi yCTaHOBU
- 3ropa naujieHTiB Ha iX NnepeBeAeHHnA A0 NiKapHi/ycTtaHosK y JIbBiBCbKilt abo IBaHO-
®paHKiBCbKi 0b6nacTi.
- KinbKicTb cynpoBoaKytoUmMx NiknyBasbHUKIB @60 NALLIEHTIB, AKI MOXYTb X04MTM abo He
noTpebyoTb MeACcecTPUHCbLKOro Aornaay (OKpemuin BaroH)

Jani komaHaa MSF nnaHye mapLipyT Ta AaTy pelcy cnewianisoBaHOro MeanyHoro eBakyauimHoro
noisaa. byab nacka, 38'aXiTbcA 3 BignoBiganbHUM nikapem MSF HeraiiHoO, AKLW,O cUTyaL,ia 3MIHUTbCS,
CTaH NaLieHTa cTaHe 3aHaATO HecTabibHUM A8 TPAHCNOPTYBaHHA abo AKLLO NaLieHT binblie He
notpebysaTume eBakyadiji.

JliKapHA, WO HanpaB/AE NALIEHTIB, HECe BiANOBIAANbHICTb 3a iX TPAHCMOPTYBAHHA A0 3aNi3HUYHOI
CTaHLUii. AKLWO npauiBHUKKM MSF npucyTHi y HaceneHoMy NyHKTI, Ae BiAbyBaTMMETbCA eBaKyallif, BOHU
MOXKYTb HaZaTW NOCUbHY AONOMOTY.

MSF TpMmae 3B'A30K 3 NiKapHAMMU, LLLO NPUIAMAIOTb NaLiEHTIB, AKLLO TiIbKM OCTaHHI He NOTPebyIoTb
ocobnmBoi meauyHoi gonomoru. TpaHcdep Big noTara 34iiCHIOETLCA NPUAMaOYNMMM YCTaHOBaMM
(Hanpuknag, y /ibBoBi, IBaHO-®paHKiBCbKY TOWLO).

Micna TpaHcnopTyBaHHA MSF He nepeBO3nTb NALLIEHTIB HA3a4, A0 iXHiX perioHiB. 3BaXKatoum Ha
MOTOYHY CMTYyaL,ito Ta HaA3BMYaHI 06CTaBMHM, WO He NiAKOHTPoAbHI MSF, opraHisauis He moxe
rapaHTyBaTW NOBHY 6e3neKy peicis, a TakoX He Bepe BiANOBIAANBHICTb 33 NoAasbLUE NiKYBAHHA YK
PO3BMTOK KNiHIYHOro CTaHy NaLieHTa B NPUAMAOYMX NiKaPHAX.
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Lo niarotysaTtu gna BignpaBaeHHA NaLieHTIB?

3anoBHITb MeANYHY KapTy 3 OMMCOM Ta MOAa/IbLUMM MJIAHOM JliKyBaHHA.

BKa)KiTb KOHTAKTM poAMUiB, @ TAaKOXK NonepeabTe iX NPo nepeBe3eHHA

3abesneyTte nauieHTa cneuMdiyHMMKM NpenapaTamm, HeobxigHUMM Nig Yac pelicy
(HanpuKknag, BHYTPiLWHbOCYAUHHI aHTUBIOTUKK, CYANHO3BYKYIOYi, MPOTUCYAOMHI 3acobu,
iHCyniH TOWO).

3a MOK/IMBOCTI HaKNaAiTb CBiXKi NOB'A3KKM, KaN036Mpadi abo Niarysku 4o BignpaBAeHHS.

Ia, Hanoi Ta KoBApPM B Noi3ai 3abe3neuytoTbea MSF.
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eAppendix 3. Embarkment basic medical evacuation train MSF —
Version April 2022

Embarkment of basic medicalized train

Introduction

The importance of a structured and fast embarkment of the train is essential to give the optimal care
to our patients and to ensure maximal safety. Structured to separate the more severe patients from
the less severe, to facilitate nursing care and to optimize patient comfort. Fast to remain within the
planned time schedule and to minimize the time exposed on the platform in volatile areas.

Although we plan every embarkment before arrival, difficult and unexpected situation are likely to
occur. The most standard situation is where all ambulances are lined up and the clinical status of every
patient is known. Deviations of this situation that have happened or can happen are ambulance coming
one by one, busses with non-mobile victims, patients left behind without healthcare workers present,
more patients or more severe patients than anticipated, patients who are too unstable for transfer,
abortion or speeding up of embarkation due to security issues,...

The standard plan or Plan A is described below. Whenever a different situation occurs it is needed to
adapt each time to the situation and wherever needed the correct team members need to be
informed.

In case there is no ambulance staff present to transfer the patients into the train, we switch to Plan B
in which a large part of the MSF staff in the wagons is send outside to carry the patients on stretchers
and wheelchairs into the wagons.

Plan A - Zones and roles

Before every embarkment of patients, a meeting will be called by the Project Coordinator and/or the
expat ER MD to announce the estimated number and severity of patients and the anticipated situation
in the railway station. Subsequently, the plan for the embarkment will be shared and all staff will be
reminded of their role. Planned deviations of the standard plan can also be announced.

Triage
- Who
0 National staff MD
0 With support of expat ER MD if needed

0 Assessment of situation for safety and plan of action. Adapt plan where needed and
communicate this with the team.
= Announce switch to PLAN B by radio in case extra helpers for transfer of
patients are needed.
If present, introduce yourself to representative of all patients to explain plan
Define zones for triage and for allocation
Regulation of entry and exit of ambulances. Ensure smooth flow
Separation of wagon 1 and 2 patients from wagon 3 patients
=  Wagon 3 patients or GREEN patients are patients who have some mobility and
can transfer themselves to the toilet, need minimal medical attention or
nursing care and can take their own medication.

o O O O
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e These patients are referred to wagon 3 by foot or by wheelchair. The
responsible of wagon 3 can be contacted by radio to send a wheelchair
with helper

= Wagon 1 (RED) or wagon 2 (YELLOW) are patients who need to be transferred
by stretcher, are not mobile, need intermittent or continuous nursing care, or
need help in taking medications.

e These patients are referred on a stretcher to the allocator in front of
these 2 wagons who will further allocate a bed.

e A note is given to each of these patients indicating the following if
needed

0 Front (critical patients to be allocated to the front of the
wagon as these are closer to the nursing post).

0 Area of injury - side of drains or external fixators (to help
allocate these patients to a single or double, or to a left or
right sided bed).

0 Attention of MD urgently needed (in case immediate action
seems necessary)

= |n case the number and type of patients present is larger than anticipated, it
is possible that patients who normally should be in wagon 1 or 2, can be
assigned to wagon 3.
0 Communicate with allocator and wagon 3 for capacity of train

Allocation
- Who
0 National staff nurse
0 With support of the expat nurse if needed
0 (Logistician)

0 Presentin front of the train and await patients on stretchers or wheelchairs

0 Assign a bed number to each presenting patient, taking into account the position in
the train (front or back), preferred accessibility to the patient on the left or right, need
of a double bed, sex, accompanying caretakers, available beds and the queue of each
wagon. Also keep into account only in the first wagon there is a possibility for
suctioning.

0 Communicate to Triage MD by radio if nearing full occupancy of wagons.

0 Logistician helps in movement of patients when required

Wagon 1 (Red) or 2 (Yellow)
- Who (minimum)
0 One nurse per wagon
0 One nurse aid per wagon
0 One MD for both wagons
0 (Logistician)

0 Put wheelchairs and stretchers outside the wagons, install ramp to wagons if low
platform.

0 Nurse aid manages the flow of stretchers in and out of the wagon.

0 Nurse helps to install patients in their bed. Calls doctor if unstable patient
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0 MD supervises both wagons and starts treating patients if unstable

Wagon 3 (Green)
- Who
0 Nurse aids
- What
0 Management of flow of patients and caretakers referred to wagon 3, ensuring patients
are allocated to the side closest to wagon 2.
0 Nurse aid, with radio, keeps overview of total amount of patients in their wagon
0 When requested by Triage MD on radio, assist in transfer of patients from triage to
their wagon with wheelchair. One person should always remain at wagon 3.

Project Coordinator — translator
- What
0 Communicates with authorities on arrival.
0 If nolonger needed will assist in regulation of the different wagons according to need.

Plan B

In case there are no ambulance personnel present and the patients are not mobile, the patients will
need to be carried in by the help of MSF staff. If this is the case, the MD responsible for triage will
announce Plan B over the radio. The allocator and responsible for the 3rd wagon will then announce
Plan B to all the wagons.

Previously appointed staff will then go outside to present to the Triage area. These will normally be
the logistician, both the nurse aids of wagon 1 and 2, and 2 staff members of wagon 3. At any moment
2 nurses and 1 doctor should remain present in wagon 1 and 2, and one person in wagon 3.

The staff outside will then be sent with a patient to the allocator to go further to wagon 1 or 2, or will
be directly send to wagon 3.

Communication
The responsible for triage, for allocation and for wagon 3 will all have a radio to communicate.
Communication needs to be kept clear and short.

Security

Whenever MSF moves to a volatile region, every staff member will be equipped with a blast vest and
a helmet. The vest can be worn whenever the staff member would like to or obligatory on order of the
Project Coordinator. It should be worn under other cloths. The helmet can only be worn after
permission or on order of the Project Coordinator as we don’t want to cause unnecessary fear with
the population.

If, while being in the railway station, the Project Coordinator gives the order “Abort” (during
embarkment) or “Cover”, everyone should directly hide under the train. If carrying a patient at this
moment, you must try to ensure the safety of this patient first by bringing him along or by returning
him to the vehicle he came from.

Abbreviations: MSF — Médecins Sans Frontieres (Doctors without Borders), MD — Medical Doctor, ER —
Emergency Room

© 2023 Walravens S et al. JAMA Network Open.



Staff Wagon
BaroH nepcoHany

Wagon 2 Wagon 3
Baron 2 BaroH 3

1\/

Allocator
Posnogin

Triage

MegHuHe cOpTYBaHHA

MNocagka Ha 6a30Bu MegUYHKUN NOTAT

Bctyn

CTpyKTypOBaHa Ta LWBWAKA NOCaLKA HA NOTAM € BaXK/IMBOO, abu CTBOPUTU YMOBM A1 ONTUMANIbHOTO
AOrNaAy 33 HAaWWMMKM MauieHTamu Ta 3abe3neynTtv mMakcumanbHy 6esneky. CmpykmyposaHicme
OOMNOMara€e BiflOKPEMUTU Binbll BaXKKMX MALEHTIB Big, MEHL Ba)KKUX, NOAErUNTN MeACeCTPUHCbKY
Jonomory Ta onTMmisyBaTM KomdopT nauieHTiB. LsudKkicmb [03BONAE  AOTPUMMYBaTUCA
3ansiaHoBaHoro rpadiky Ta MiHiMi3yBaTu Yac nepebyBaHHA Ha NAaTPopPMi B HecTabinbHUX perioHax.

Xo4ya mu Wwopa3y NAaHYEMO NOCAAKY 3a3ganeriab, CKNagHi Ta HEOYiKyBaHi CUTyaL,ii BCe O4HO MOXYTb
cTaTucA. Y Halbinbl cTaHAAPTHIM cuTyalLii BCi WBKWAKI CTOATb Ha NaaTdopmi B pas, a KAiHIYHMIA cTaTyC
KOYKHOFO NAalieHTa BiZOMUMN. BiaxmneHHAMM BiH CTaHAAPTHOrO CLLEHapito, AKi BXe CTaBanuca uu
MOXYTb CTaTUCA, € cuUTyauii, Koau wWBMAKI npubyBaloTb No 4epsi, HemobinbHi nocTparkaani
NPUKAKAOTb Ha aBTobycax, NaLEHTU YeKatoTb HaoAMHLi 6e3 cynpoBoay MeanpaLiBHUKIB, NpubyBae
6inbwe nauieHTiB abo y 6inblu KPUTUYHOMY CTaHi, HiX OYiKyBasocA, CTAaH NaLEHTIB 3aHaATo
HecTabiNbHU Ana nepeBe3eHHA abo K MOCagKy A0BOAUTLCA NEpPepBaTM YM MPULWBUALWNTM 3
MipKyBaHb 6e3neku ToLLoO.

CtaHaapTHUI nnaH abo MnaH A onncaHuii HUXKYe. 3a 3MiHM 06CTaBUH HEeobXigHO afanTyBaTMCA 40
HOBOI cuTyauii Ta 3a nNOoTpebu NOBIAOMUTM MEBHUX Y/EeHiB KOMaHAM. AKWO Ha BOK3aji Hemae
nepcoHany WeKAKoi MeanyHoT Aonomoru, abu 3aHecTy NaLieHTIB A0 NOTAra, MU NpaLOeEMO 3a [11aHoM
B, 3rigHO AKoro 6inbLicTb YneHiB KomaHau MSF BUXoAUTb 3 BaroHiB Ha naatdopmy, abu nepemicTutu
MaLieHTIB Ha HOLWAX Ta Bi3Kax 40 BaroHis..

MnaH A - 30Hu 1a poni

Mepen KOMHOKW MOCAAKOKW MaljieHTIB, KoopauHaTop noTtara Ta/abo iHO3eMHWMI nikap LWBWUAKOT
AOMNOMOTU | eKCTPEHOT MeAULIMHM 36MpPaE 3yCTpiY, Wo6M NOBIAOMMUTI YUleHiB KOMaHAM NPo NPUBAN3HY
KiZIbKICTb MaUi€eHTIB, X TAXKICTb Ta OYiKyBaHy Oe3MeKoBYy CUTyaLit0 Ha CTaHUuii. TakKum 4YMHOM,
BigOYyBaETbCA O3HAMOM/IEHHA MepPCOoHany 3 NAaHOM i Ta Po3noAin poneit. TaKoX NOBiAOMAAIOTbCA
MONMBI BiAXWMIEHHA BiA CTAaHAAPTHOrO NAaHy.
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MepuyHe copTyBaHHA

- Xt0
0
(0]
- L|_||o
0
0
0
0
(0]
(0]
Po3nogin
- Xt0
(0]
(0]
0
- Ll_Lo

YKpaiHCbKi nikapi
Ta 3a HeobxigHOCTI iIHO3EMHMIA NiKap LWBWAKOT AOMNOMOIM i eKCTPEHOI MeANUNHM

OuiHlooTb 6e3neky Ta nnaH Ain. AganTyioTb NMaH, AKWO Le HeobxigHo, Ta
iHpopMytOTb KOMaHAY.

=  QOronowytoTb Npo nepexig Ha MJIAH B no pauji y BUNaaKy, AKWO MNOTPi6OHi
[00aTKOBI MOMIYHUMKM ANS NepeHeCceHHA NaLieHTIB.

AKWO nauieHTiB CynpoBOAXKYIOTb AOMAAa/IbHUKKN, HEeobXiAHO npeacTaBuUTMCA Ta
NOACHUTU TM NNaH Ain.

BM3HaualoTb 30HY MeAMYHOro COPTYBAHHA Ta PO3NOAiNY MixK BaroHamm 1 2.
PeryntotoTb 3ai34 Ta BMi3a WBUAKNX. 3abe3nedytoTb opraHisoBaHy poboTy.
BigoKpemniotoTb NaLieHTiB BaroHy 1 1a 2 Big, NauieHTiB BaroHy 3.

* BaroH 3 abo 3E/IEHWW BaroH npusHauyeHwWit Ana BiAHOCHO MOBINbHMX
NaLieHTIB, AKI MOXYTb CaMOCTIMHO XoAuTM A0 BOWMpanbHi, NoTpebyloTb
MiHIManbHOT MeACeCTPMHCBKOI A0MOMOrM Ta MOXYTb Cami NpUAMaTH
NPU3HaYeHi im megnuKameHTH.

e Taki nauieHTM npubyBaloTb A0 BaroHy 3 niWwKM abo Ha Bi3Ky.
BignosiganbHWn 3a BaroH 3 mMoXKe HagicaaTM NOMIYHMKA 3 Bi3KOM,
OTPMMaBLLM BigNOBIAHMI 3aNMT NO paLi.

= BaroH 1 (4epBOHWI) Ta BaroH 2 (*KOBTUWN) Npu3HaAYeHi AN HeMOBiNbHUX
NaLiEHTIB, AKMX NEPEMILLAIOTb HA HOLLIAX Ta AKi NOTPEbYIOTb NEPIoANYHOIO Yn
NOCTIMHOTO MeACeCcTPUHCbKOro aornsgy abo gonomorn B OTPUMAHHI
MeANKAMEHTIB.

e TaKuxXx NAUIEHTIB HaaCcMNalTb Ha HOWax A0 BiAgnNoOBiAasNbHOroO 3a
po3nogin mix BaroHamu 1 i 2 nepes BXog4amu y Ui ABa BaroHu, AKUIA
NMPU3HAYUTb JTiXKKO.

e 33 HeoOXifAHOCTi KOXeH MaLieHT OTPUMYE 3aMMCKy 3 TaKo
iHbopmalieto:
O Po3miweHHa cnepegy (nauieHTam y KPUTUYHOMY CTaHi
NPW3HAYaloTb NiXKKA Yy NepeaHbOMY Kpato BaroHa, abu BoHu
6ynun banxkye [0 Nnocta meacecTpm).
O Micue nNOpaHeHHA - CTOPOHa A/A APEHa)Ky Ta 30BHIilUHiX
dikcaTopis (BN/MBA€E Ha MPU3HAYEHHS JIiPKKA: OAHOCNA/IbHOTO
YyM ABOCMA/IbHOTO, 3 NPaBOI YK 3 N1IBOT CTOPOHM).
0 TepmiHoBa gonomora Jiikapsa (y pasi HeobxigHOCTi HeramHUx
Ajin)
" AKLWLO TMN NaLEHTIB iHAKLWMI abo iXHA KinbKicTb Binblla, HiXK Nnepegbdavanocs,
BOHM MOXYTb 3alMHATM BaroH 3 3aMiCTb CTaHAAPTHUX AN HUX BaroHiB 1i 2.
CninkyloTbCA 3 BiANOBIAANbHMM 33 PO3NOAiIA MixK BaroHamm 1 i 2 Ta 3 BaroHom 3 Wwoao0
AOCTYMHUX MicUpb.

YKpaiHCbKa mepacecTpa
Ta 3a HeobxigHoCTi iHO3eMHa meacecTpa
(NoricT)
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0 OuikytoTb Nepeg Noi3gom i NPUIAMatoTb NaLLEHTIB HA HoLax abo Ha iHBanigHOMY Bi3KY.

0 [Mpu3HayaloTb KOXKHOMY MALLiEHTY HOMEP NiXKKa, BPAaXOBYHOUYM MONOMKEHHA B MOI3A4i
(cnepeny abo 33aay), 6axkaHWI AOCTyN A0 NalieHTa 3niBa abo cnpasa, NoTpeby B
OBOCMANbHOMY NiXKKY, CTaTb, CYNPOBOANKYOUYMNX AOTNALAYIB, HAABHICTb BiIbHUX NiXOK
Ta Yepry 3 HoWaMM A0 BaroHa. TaKoX MOTPIOHO BPaxoByBaTW, LLO BiACMOKTYBAY €
ivwe B NepLiomMy BaroHi.

0 AKuWo maike BCi Micus 3aiHATI, NoBigOMTe NPO Ue No pauii fikapa, BianoBiganbHOro
33 MegM4YHe COpTYBaHHA.

0 3anoTpebu norict Aonomarae 3 nepemilleHHAM NaLiEHTIB.

BaroH 1 (4uepBOHUiA) a60 2 (KOBTMIA)
- XTO (MiHiMyMm)

0 OpgHa megcecTpa Ha BaroH

0 OAnH NOMIYHWMK MeacecTpu Ha BaroH

0 OpauH nikap Ha obuaga BaroHu

0 (NoricT)

0 Po3miwyoTb iHBaniAHI Bi3KM Ta HOLWI NO3a BaroHamMu, BCTAHOB/IOKTbL PaMNM, AKLLO
nnatdopma 3aHU3bKa.

0 [loOMiYHMK MeacecTpu KOHTPOJIOE BUKOPUCTAHHA HOLWWIB BCEpPeaMHi Ta Ha BUXOAi 3
BaroHy.

0 MeacecTtpa AONOMArae BKAACTM NALLEHTIB Ha iXHi NiXKKa Ta BMKAMKAE NiKapsa, AKLWO
CTaH nauieHTa HecTabinbHUIA.

0 Jlikap BianoBsigae 3a 06uaBa BaroHW i PO3NOYMHAE NiKYBAHHA NALLiEHTIB, AKLLO BOHMU
HecTabinbHi.

BaroH 3 (3eneHuit)
- XT10
0 TlomiyHMKKN mepcecTep
- lWo

0 CKepoByloTb MOTIK MALIEHTIB Ta AOrNALANbHUKIB, AKMX PO3NOLININAM [0 BaroHy 3,
npu3Hayaoum im micua AKHaN6MKYe 40 BaroHy 2.

0 [MoMiYHMK MmeacecTpu 3 paLiErd CNiAKYE 3a KINbKICTIO NALIEHTIB Y CBOEMY BAroHi.

0 OTpumasLlmM 3anuT NO pauii Big NikapA, BiANOBIJANbHOIO 32 MegMyHe COPTYBaHHSA,
OOMOMArae A0Be3TU MaLLiEHTIB HA Bi3Ky i3 30HM COPTYBAHHA A0 BaAroHa. Y BaroHi 3
3aB)KAM NOBUHEH 3a/IMLWATUCA OAUH MeANpPaLliBHUK.

KoopauHatop noTtaAra — nepeknagay
- lWo

0 CninkyloTbcA 3 OpraHamu Bagun no npubyTTio.

O icnAa 3aKiHYeHHA CNiNKyBaHHA, AONOMaraloTb B pPEry/toBaHHi Pi3HUX BaroHis
BiANOBigHO [0 NOTpebu.

MNnan b

Y pasi BigCcyTHOCTI nepcoHany LWBNAKOI 4ONOMOrU, HEMOBINbHMX NaLLEHTIB AOCTAaBAAOTL A0 BaroHiBs
cniBpobiTHMKM MSF. Y Takomy BUNaAKy ANikap, BiANOBiAaIbHUI 33 MegUUHe COPTYBaHHSA, OrONOLIYE
npo nnaH b no paii. BianosiganbHWii 3a po3nogain mix 1 i 2 BaroHamu Ta BignoBiganbHUIM 3a BaroH 3
oronowytoTb Npo MNaaH b ycim cniBpobiTHMKam LUX BaroHis.

MNicna uboro nonepeaHbO BU3HAYEHi CNiBPOBITHUKM BUXOAATL 3 NOTAra i NiAXoAATb A0 30HU MEeANYHOro
COPTYBaHHSA. 3a3BMYaM Lie N0TIiCT, MOMIYHUKM MeacecTep BaroHiB 1 Ta 2, a TakoX ABOE cniBpobiTHMKIB
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BaroHa 3. 2 meacectpu Ta 1 nikap NOBWMHHI 3aBXAM 3aAMWATMCA Yy BaroHi 1 Ta 2, a ogHa ntognHa — y
BaroHi 3.

CniBpobIiTHUKIB, AKi BUIALIK 3 BAroHiB, CNPAMOBYIOTb 3 NALLIEHTAMM A0 30HW PO3MOAiNny MiXK BaroHamu
1i2 abo npamo Ao BaroHa 3.

KomyHikauin
BianoBiganbHi 32 meamMyHe COPTYBAHHA, PO3MNOAIN MK BaroHamu 1 i 2 Ta BignoBigabHWI 33 BaroH 3
MaTUMYTb pauii. KomyHiKauia noBMHHa B6yTM KOPOTKOLO Ta YiTKOIO.

be3sneka

Lopasy, Konm MSF npnbysae B HeCTabiNbHUIA perioH, KOXKeH CNiBpOBITHUK OTPUMYE BPOHEXKMAET i
wosom. HKuaet mMmoxHa HOCUTU LWopasy, Koan uboro nobarkae cniBpobIiTHUK, abo K 060B'A3KOBO
HaZAraTM Moro 3a BKasiBKOK KooppauHaTopa notara. Muaet notpibHo Hocutu nig ogarom. Lonom
MOXHA HOCUTW Anwe nicaa oTPMMaHHA 40380y abo 3a BKasiBKOK KoopAMHaTopa noTtAra, abu He
BUKANKATK 3aiBUIA CTPAX Y HACENEHHS.

AKWo, nepebysatoun Ha 3a1i3HUYHOMY BOK3aJli, KOOPAMHATOP NoTAra Aa€ BKasisky «Abort/Cron» (mig,
yac nocagkn) abo «Cover/YKpuUTTA», BCi NOBMHHI CXOBaTMCA NPAMO Nig, N0Oi3A0M. AKLLO B Lieit MOMEHT
BW NepeHocuTe nauieHTa, BU NOBMHHI CNpobyBaTK cnoYaTKy noabatu npo ioro 6esneky, B3ABLIX MOro
3 c06010 ab0 NOBEpPHYBLUN B TPAHCMOPTHMI 3acib, AKMM BiH NpubyB.
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eAppendix 4. Embarkment of advanced medical evacuation train MSF
—Version May 2022

Embarkment of advanced medical evacuation train

Introduction

The importance of a structured and fast embarkment of the train is essential to give the optimal care
to our patients and to ensure maximal safety. Structured to separate the more severe patients from
the less severe, to facilitate nursing care and to optimize patient comfort. Fast to remain within the
planned time schedule and to minimize the time exposed on the platform in volatile areas.

Although we plan every embarkment before arrival, difficult and unexpected situation are likely to
occur. The most standard situation is where all ambulances are lined up and the clinical status of every
patient is known. Deviations of this situation that have happened or can happen are ambulance coming
one by one, busses with non-mobile victims, patients left behind without healthcare workers present,
more patients or more severe patients than anticipated, patients who are too unstable for transfer,
abortion or speeding up of embarkation due to security issues,...

The standard plan or Plan A is described below. Whenever a different situation occurs it is needed to
adapt each time to the situation and wherever needed the correct team members need to be
informed.

In case there is no ambulance staff present to transfer the patients into the train, we switch to Plan B
in which a large part of the MSF staff in the wagons is send outside to carry the patients on stretchers
and wheelchairs into the wagons.

Compared to the embarkment of the basic medical evacuation train, the embarkment of the
advanced medical evacuation train has the advantage that beds are more uniform in each wagon and
more place is available, making it easier to transfer the patients and making the role of general
allocator unnecessary. As a disadvantage the wagons are further from each other, increasing the
need for good communication, and we will have more severely ill patients in the ICU, necessitating
more direct medical and nursing care on arrival.

Plan A - Zones and roles

Before every embarkment of patients, a meeting will be called by the Project Coordinator, the expat
ER MD, or the MD responsible for Triage to announce the estimated number and severity of patients
and the anticipated situation in the railway station. Subsequently, the plan for the embarkment will be
shared and all staff will be reminded of their role. Planned deviations of the standard plan can also be
announced.

Triage
- Who
0 National staff MD
0 With support of expat ER MD if needed
0 Logistician

0 Prior to arrival study list of expected patients to understand overall patient severity
and most likely candidates for ICU wagon.

0 On arrival, assessment of situation for safety and plan of action. Adapt plan where
needed and communicate this with the team.
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(@)

ICU (RED)

= Announce switch to PLAN B by radio in case extra helpers for transfer of
patients are needed.
If present, introduce yourself to representative of all patients to explain plan
Define zone for triage
Regulation of entry and exit of ambulances. Ensure smooth flow. According to the
place of triage and the constitution of the train platform, decide whether to send
patients via ambulance or via stretcher to each wagon.
Sorting of ICU (RED), IPD 1 (YELLOW), IPD 2 (BLUE) and IPD 3 (GREEN) patients by quick
analysis of the history and clinical situation of the patient (<1 minute), handing of a
triage color and referral of the patient/ambulance to the correct wagon.
= |CU (RED) with 5 positions is reserved for the most severe patients or those
who are most likely to deteriorate. This is the only wagon with access to
ventilation and vasopressors.
= |PD 1 (YELLOW) or IPD 2 (BLUE) with each 9 positions per wagon for patients
who need to be transferred by stretcher, are not mobile, need intermittent or
continuous nursing care, or need help in taking medications.
= |PD 3 (GREEN) with max 16 low and max 16 high positions can accommodate
patients who are sufficiently mobile to enter the wagon on their own, need
minimal medical attention or nursing care and can take their own medication.
This wagon, together with the polyvalent wagon will also be used by the
caretakers of the patients in the other wagons.
Communicate with the different wagons for verifying capacity of train or problems
encountered.
Logistician to be in front of the wagons after instalment of ramps to wagons. Assist
with triage for practical tasks when requested.

- Who (minimum)

(0]

(0]
(0]
(0]

One MD
One nurse
One nurse aid

Put out red flag. Follow-up Ramp is being installed by logistician and train staff if
necessary

MD manages the flow of stretchers in and out of the wagon and decides position of
each patient. The first 2 bed positions should be reserved for the patients on
mechanical ventilation, or with the highest likelihood of needing respiratory support.
He/she is also responsible for a first medical assessment of each patient.

Nurse and nurse aid help to install patients in their bed and attach to monitor.
Communicate with triage in case of problems

Refer caretakers of patients to IPD 3 and polyvalent wagon after installation of patient

IPD 1 (YELLOW) or 2 (BLUE)
- Who (minimum)

One nurse per wagon
One nurse aid per wagon

Put out yellow or blue flag. Follow-up Ramp is being installed by logistician and train
staff if necessary.
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0 Nurse manages the flow of stretchers in and out of the wagon and the position of each
patient.

0 Nurse and nurse aid help to install patients in their bed. Calls doctor in ICU if unstable
patient

0 Communicate with triage in case of problems

0 Refer caretakers of patients to IPD 3 and polyvalent wagon after installation of patient

IPD 3 and polyvalent wagon (Green)
- Who
0 Nurse aid(s)
- What
0 Putout green flag
0 Management of flow of patients and caretakers referred to IPD 3 and polyvalent room.
Prioritize patients to IPD 3 and caretakers to polyvalent wagon. If remaining positions
available in the IPD 3 after embarking, caretakers can make use of these beds.
0 Communicate with triage in case of problems

Project Coordinator — translator
- What

0 Communicates with authorities on arrival.

0 If nolonger needed will assist in regulation of the different wagons according to need.
Plan B
In case there are no ambulance personnel present and the patients are not mobile, the patients will
need to be carried in by the help of MSF staff. If this is the case, the MD responsible for triage will
announce Plan B over the radio and this message should be further spread over the wagons.

Previously appointed staff will then go outside to present to the Triage area. The staff remaining in the
wagons is reduced to one or two persons.

Communication
The responsible for triage, for ICU and for IPD 2 will all have a radio to communicate. Communication
needs to be kept clear and short.

Security

Whenever MSF moves to a volatile region, every staff member will be equipped with a blast vest and
a helmet. The vest can be worn whenever the staff member would like to or obligatory on order of the
Project Coordinator. It should be worn under other cloths. The helmet can only be worn after
permission or on order of the Project Coordinator as we don’t want to cause unnecessary fear with
the population.

If, while being in the railway station, the Project Coordinator gives the order “Abort” (during
embarkment) or “Cover”, everyone should directly hide under the train. If carrying a patient at this
moment, you must try to ensure the safety of this patient first by bringing him along or by returning
him to the vehicle he came from.

Abbreviations: MSF — Médecins Sans Frontiéres (Doctors without Borders), MD — Medical Doctor, ER —
Emergency Room, ICU — Intensive Care Unit, IPD — Inpatient department
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Onygen and stock wagon Staff Wagon and bar IPD1 IPD 2 1PD 3 == I Polyvalent Wagon
HuceHs i cunag BaroH nepcoxany i Gap Craujonap 1 Crayiosap 2 Craujonap 3 MynbTHEYHKLOHANBHHE
BaroH
Caretakers Caretakers
Cynposoguoyi Cynposogsoymi

Triage
MEHHHE COPTYEIHHA

MNocaaKa Ha cneuianizoBaHUit meaANYHUU eBaKyaLiMHU NOTAr

Bctyn

CTpyKTypOBaHa Ta WBWAKA NOCaLKA HA NOTAM € BaXK/IMBOO, abu CTBOPUTU YMOBM A1 ONTUMANIbHOTO
JOrnasy 3a HalMMmM NaUieHTamM Ta 3abe3neuymtv MaKcMmasnbHy 6e3neky. CmpykmyposaHicme
AONOMarae BigoOKpeMUTH Binbll BaXKKMX MALIEHTIB Big, MEHL BA*KKWUX, MNONEMMUTU MeLCECTPUHCBKY
Aonomory Ta onTMmisyBaTM KomdopT nauieHTiB. LJgudKicmb p[03BONAE  AOTPUMMYBaTUCA
3annaHoBaHoro rpadiky Ta MiHiMi3yBaTu Yac nepebyBaHHA Ha NaaTdopmi B HecTabisibHUX perioHax.

Xo4ya mu Wopa3y NAaHYeEMO NOCaAKY 3a34aneriab, CKNagHi Ta HEOYiKYBaHI CUTyaU,ii BCe 04HO MOXYTb
cTaTncA. Y Haibinbl cTaHAAPTHIM cuTyaLii BCi WBKWAKI CTOATb Ha NaaTGopmi B pa4, a KAiHIYHMIA cTaTyC
KOXXHOT0o naujieHTa BigoOMUMK. BigxmneHHAMM BiH CTaHAAPTHOrO CLEHapito, AKi BXe CTaBanuca 4u
MOXYTb CTaTUCA, € CMUTyauii, KOnuM WBKMAKI npubyBaloTb MO 4Yepsi, HemobinbHi nocTpaxaani
NpUBKAKATb Ha aBTobycax, NaLIEHTU YeKatoTb HaOAMHLi 6e3 cynpoBoay MmeAnpaLiBHUKIB, NpubyBae
6inblie naujeHTiB abo y 6iNbll KPUTUYHOMY CTaHi, HiX OYiKyBasiocA, CTaH MalieHTIB 3aHaATo
HecTabinbHUI ana nepeBe3eHHA abo K NOCAAKYy AOBOAUTLCA MepepBaT UM NPULIBMALWMNTKM 3
MipKyBaHb 6e3MeKun ToLLO.

CtaHaapTHUI nnaH abo MNnaH A onncaHuii HUXKYe. 3a 3MiHM 06CTaBUH HeobXigHO aganTyBaTMCA 40
HOBOI cuTyauii Ta 3a NOTPebWM NOBIAOMUTU MEBHUX YNEHiB KOMaHAW. AKWO Ha BOK3ani Hemae
nepcoHany WBMAKOI MeaAnYHOT 4onomoru, abu 3aHecTV NaLieHTIB 40 NOTAra, MM NPALIOEMO 3a [11aHOM
B, 3rigHO AKoro 6inbLicTb YneHiB KomaHau MSF BUXoAUTb 3 BaroHiB Ha naatdopmy, abu nepemicTutu
MaLuieHTIB Ha HOLAX Ta Bi3Kax 40 BaroHis..

MopiBHAHO 3 NOCaZKo Ha 6a30BUI MeANYHUIA eBaKyaLilHMIA NOTAT, NocaZKa Ha cnelianisoBaHui
MeANYHUI eBaKyaLiiHMIA NOTAT Ma€E NepeBary, OCKiNIbKK NiXKKa Y KOXKHOMY BaroHi 6inbL yHidikoBaHi,
a Bi/IbHOro micus 6inblue, Wo pobuTb NepeHeceHHnA NaLiEHTIB Nerwmm, a po3noain Mixk BaroHamm 1 i
2 HenoTpibHMM. Heponik, NpoTe, Nonsrae B TOMy, WO BaroHM po3TalloBaHi Aani oAuH Big oaHOrO, WO
36inblye noTpeby B AKICHIM KOMYHiKaL,ii, a TaKOX Yy HAasBHOCTI y BaroHi-peaHimau,ii 6inblUoi KiNbKOCTi
TAMKOXBOPUX NaLLiEHTIB, AKIi NOTpebyBaTUMYTb NPAMOro NiKapCbKOro Ta MeCeCTPUHCBKOro gornaay
nicna npubyTrs.

MnaH A — 30HU Ta poni

MNepen KOXHOW NOCAAKOM MaLEHTIB, KOOpANMHATOP NOTAra, iIHO3EMHUIA NiKap WBWAKOT 4ONOMOrH i
EeKCTPEeHOi MeaAnUMHU, Yn NiKap, BigNoBigasibHUIA 33 MegMYHe COPTYyBaHHSA, 36Mpae 3ycTpiy, wobu
NOBIAOMMUTU YNEHIB KOMaHAM NPO NPUBANSHY KiNbKiCTb NALEHTIB, X TAMXKKICTb Ta O4iKyBaHy 6e3neKkoBy
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CUTyaUilo Ha cTaHuii. TakKmm 4YMHOM, BiAOYBAETbCA O3HAMOMAEHHS MEPCOHany 3 NAaHOM Aih Ta

po3noain ponein. TakoK NOBIAOMNAIOTLCA MOMKINBI BiAXUAEHHSA Big CTaHAAPTHOrO M/aHy.

MepuyHe copTyBaHHA

XT0

(0]

o

(0]

YKpaiHCbKi niKapi
Ta 3a HeobxigHOCTi iIHO3EMHMIA NiKap LWBWAKOT 4OMOMOIM i eKCTPEHOI MeANLNHM
Norict

Mepen npubyTTAM O03HANMOMIIOIOTBCA 3i CMUCKOM OYiKyBaHMX NaLlieHTiB, wWo6
3P03YMITH1, HACKINIbKM TAXKKMI iX CTAH Ta XTO 3 HUX CKOpille 3a BCe byae po3MilLeHnn y
BaroHi-peaHimaui,ii.

OuiHloloTb 6e3neKy Ta naaH Ain no npMbyTTio. AAanTylOTb MJ1aH, AKLWO Ue HeobxiaHo,
Ta iHGOPMYIOTb KOMaHAY.

=  QOronowytoTb Npo nepexig Ha MJIAH B no pauji y BUNaaKy, AKWO NOTPibHi
O04aTKOBI MOMIYHUKKN ON1A MepeHeCeHHA NaLieHTIB.

AKWO nauieHTiB CynpoBOAKYIOTb AOMNALANBbHUKKM, HEeobXiAHO npeacTaBUTMCA Ta
NOACHUTM IM NAaH Aii.

B13HavaloTb 30HY MeAMYHOrO COPTYBAHHA.

PeryniotoTb 3ai34 Ta BMi3A WBKAKUX. 3abe3neyytoTb opraHisoBaHy poboTy. 3BaxKaoum
Ha PO3MILLEHHS 30HWM MEAMYHOro COpPTyBaHHA Ta ocobamsocTi nnatdopmu,
NPUMNMaAtOTb PilEHHA HaAicNaTU NaLieEHTIB A0 BArOHiB MaLIMHOO WBMAKOI 4ONOMOrHn
YW Ha HOLLAX.

CopTyloTb NaLieHTiB MiX peaHimaujeto (YEPBOHWMW), crauioHapom 1 (}KOBTUW),
cTaujoHapom 2 (CMHIN) um ctauioHapom 3 (3E/IEHWI), nposiBwK WBMAKKIA aHani3
icTopii XBOpO6M Ta KNiHIYHOro CTaHy NauieHTa (<1 XBUAMHM), Ta BUAAIOTb HANEKHUIA
Konip, Wob cnpamyBaT nauieHTa/WwWBMAKY AONOMOrY A0 BiAMNOBIAHOIO BaroHa.

*  PeaHimauja (HEPBOHWMM) Ha 5 nisKoK Npu3HayeHa 418 HAWTANKUYMX NaL|iEHTIB
abo TMX, YNl CTaH CKOpille 33 BCce MOXKe noripwutuca. e eanHuin BaroH 3
[0CTYNoOM A0 BEHTUAALLT Ta BA3onpeccopis.

* CraujoHap 1 (MKOBTWM) um crauioHap 2 (CUHIN), KOMHMI Ha 9 NixOK,
npu3HayeHi a4aa HemobiNbHMX NALIEHTIB, AKMX NEepPeMiLLaloTb Ha HOLWAX Ta AKi
noTpebytoTb NePioANYHOrO YM NOCTIMHOrO MeACecTPMHCbKOro aornsay abo
O0MOMOTM B OTPUMAHHI MeANKAMEHTIB.

»  CrauioHap 3 (3EJIEHUM) Ha makcumym 16 HUKHiX Ta 16 BEPXHiX NiKOK MOXe
BMICTUTW MaLi€HTIB, AKi A0CTaTHbO MObiNbHI, abw 3alTM [0 BaroHa

CaMOCTiIHO, NOTPebYOTb MiHIMANIBHOTO /IIKAPCbKOrO YN MeACeCTPUHCbKOro
A0rNAAy i MOXKyTb CAMOCTIMHO NPUMMATU NPU3HAYEHi iMm megnKameHTun. Lei
BAaroH pa3oM 3  MYJbTUOYHKLIOHAaAbHMM  BaroHOM TaKoX  byae
BMKOPMCTOBYBATUCA AOTNAAAYAMM NALLIEHTIB, PO3MILLEHUX B iHLWIWX BaroHax.
CninKyloTbCA 3 IHWWMMM BAarOHaMM WOAO MICTKOCTI MOTAra Ta y pasi BUHMKHEHHA
npob6nem.
Micna BCTAHOB/IEHHA pPaMM, /IOFICT 3a/MWAETbCA Nepes, BaroHamu Ta 3a NoTpebu
[0nomarae 30Hi MeiM4yHOro COpTyBaHHA, BUKOHYIOYM NPAKTUYHI 3aBAaHHA.

Peanimauis (YHEPBOHUI)
XT10 (MiHiMyM)

(0]

OAavH nikap
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(0]
(0]

OpaHa mepcectpa
OAVH NOMIYHUK mepcecTpu

BucTaBnAwoTb YepBOHWMIN npanopeub. CRigKylOTb 3@ TMM, YM BCTAHOBMAM NOTICT Ta
NpOoBiAHWKM pamny, AKLLO Le HeobxiaHo.

JliKap KOHTPO/OE BUKOPUCTAHHA HOLWIB BCEPeAMHI Ta HA BMXOA 3 BaroHy i BU3HA4ae
PO3MilLLeHHA KOXKHOro nauieHTa. MNepuwi ABa fiXKa matoTb 6yTK 3apesepBoBaHi aAnA
nauieHTiB, siKi NnepebyBatoTb Ha LWTYYHiA BEHTUAALITI NereHb, aboHanbinblw iMOBIpHO
MOKYTb MoTpebyBaTM pecnipaTopHOi NiATPMMKU. BiH/BOHa TakoX Bignosigae 3a
NepPBUHHWUI NiKaPCbKUI OrNAL KOXHOIo naLieHTa.

MegacecTpa Ta MOMIYHUK MeACeCcTPU AOMOMAraloTb BKAACTU MALLIEHTIB A0 iXHIX MiXKOK
Ta NiAKAOYNTK iX 40 MOHITOPIB.

Y pasi BUHUKHEHHSA npobaem, NoBiAOMAAIOTb MPO HUX 30HI MEANYHOIrO COPTYBAHHS.
Micna po3milLleHHA NALLEHTIB, CMPAMOBYHOTb iIXHIX AOMNAAANbHUKIB 40 CTaLioHapy 3 Ta
MYbTUPYHKLIOHAaNbHOIO BaroHa.

CrauioHap 1 (}XOBTUMN) un 2 (CUHIN)
- XT0 (MiHiMyM)

(0}

(0]
- UWo

(0}

OpHa meacecTpa Ha BaroH
OAMH NOMIYHUK MeacecTpu Ha BaroH

B1cTaBnAOTb XKOBTUIM UM CUHIM Npanopeupb. CAiaKyoTb 338 TUM, Y1 BCTAHOBWUAWN NOTICT
Ta NPOBIAHUKM pamny, AKLLO Le HeobxigHo.

MepcecTpa KOHTPOJIIOE BUKOPUCTAHHA HOLWIB BCEPEAMHI Ta HA BMXOAi 3 BaroHy Ta
BU3HA4YaA€E PO3MILLEHHSA KOXHOTIO NaLlieHTa.

MepcecTpa Ta MOMIYHMK MeACcecTpy AONOMaratoTb BKAACTM NALIEHTIB HA iXHi JliXKKa Ta
BUKANKAIOTb MliKapa 40 peaHimalii, AKLWO CTaH NalieHTa HeCcTabiNbHUA.

Y pasi BUHUKHEHHSA npobaem, NOBIAOMAAIOTb NPO HUX 30HI MEeANYHOrO COPTYBAHHS.
MicnAa po3mileHHA NaLiEHTIB, CNPAMOBYHIOTb iXHiX 4OrNAAANbHUKIB 40 CTauioHapy 3 Ta
MYAbTUDYHKLIOHAaNbHOIO BaroHa.

CrauioHap 3 Ta MynbTUdYHKLiOHaNbHUI BaroH (3ENTEHUI)

- XT10
0]
- lWo
0]
(0}

MomiyHuKM meacecTtep

BucTaBnAoTb 3e/1eHNin NpanopeLp.

CnpAMOBYIOTb NALLIEHTIB Ta CYNPOBOAXKYIOUMX A0TMNALANBHUKIB A0 CTauioHapy 3 Ta
MYbTUDYHKLIOHaNbHOro BaroHa. MNpu UboMy Yy cTauioHapi 3 npiopuTeT Hada€eTbCA
naluieHTam, a 4OrNA43a/1bHUKIB PO3MILLYOTb Y MyAbTUPYHKLIIOHAIbHOMY BaroHi. AKLo
nicnA NOCaAKW NALIEHTIB y CTauioHapi 3 3a/1MWAOTbCA BifIbHI MicUA, A0rNA4aNbHUKN
MOXKYTb 3alHATK iX.

Y pa3si BUHUKHEHHA Npobaem, NOBIAOMAAIOTb NPO HUX 30HI MEANYHOTO COPTYBAHHS.

KoopauHaTtop notara — nepeknagau

- LLLO
0
0

CninkytoTbcA 3 opraHamum BAaam no npubyTTio.
MicnAa 3aKiHYeHHA CNiNKyBaHHA, AOMNOMaratoTb B peryatoBaHHI PIiSHUX BaroHiB
BiANoBigHO A0 NoTpebu.
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MNnan b

Y pasi BigcyTHOCTI nepcoHany WBUAKOI AONOMOMM, HeEMODbiNbHMX NaLIEHTIB 4OCTAaBAAIOTL A0 BaroHiB
cniBpobiTHMKM MSF. Y Takomy BUNaAKy Nikap, BiANOBiAaIbHUI 332 MeAuyHe COPTYBaHHSA, OrONOLIYE
npo naaH b no pauii. Lle nosisomneHHA HeobxigAHO NOWMPUTK cepen NEPCOHANY Aani NO BAaroHax.

NonepeAHbO BM3HAYEHI MeANpauiBHUKM BUXOAATb 3 MNOTAra i MigxoaAaTb A0 30HUM MeANYHOro
COPTYBaHHA. BcepeaunHi BaroHis 3an1waoTbCcs 04Ha-ABi 0cobu.

KomyHikauin
BianosiganbHi 3a megnyHe COPTYBaHHA, peaHimMaLilo Ta CTauioHap 2 MaTMMyTb pauii. KomyHikauis
NOBWHHA BYTU KOPOTKOHO Ta YiTKOIO.

be3neka

LWopasy, Konn MSF npubysae B HecTabinbHUI perioH, KoXKeH cniBpobiTHUK OTPUMYE BPOHEKUAET i
Wwonom. HKuner mMoxKHa HOCUTM LWOpPa3y, KOAM LbOro nobarkae cniBpobiTHMK, abo X 060B'A3KOBO
HagAraTM MOro 3a BKasiBKOK KoopauHaTopa notara. *Kunet noTpibHo Hocuth nig ogAarom. LWonom
MOXHa HOCUTMK NuLLEe NicNs OTPMMAHHA 0380y abo 3a BKasiBKOK KOOpAMHATOpa noTtAra, abu He
BUKANKATK 3aBMI CTPAX Y HAaCENEHHS.

AKWo, nepebysBatoyn Ha 3aNi3HUYHOMY BOK3ai, KOOpAMHATOP NOoTAra Aae BKasisky «Abort/Cron» (nig,
yac nocaaku) abo «Cover/YKpuUTTa», BCi NOBMHHI CXOBaTUCA NPAMO Mif Noi3aom. AKLWO B Leit MOMEHT
BM NepeHoCUTE NaLieHTa, BU NOBUHHI cnpobysaTu cnoyaTky noabaty npo ioro 6e3neKy, B3sBLWK MO0
3 c06010 abo NoBepHYBLUN B TPAHCMOPTHWI 3acib, AKUM BiH NpnbyB.
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