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This is an experience report developed in the first half of 2018, which aims to discuss the experience in the 
organization and development of the realistic simulation of care for multiple victims. The Simple Triage And Rapid 
Treatment method was used, so that professionals had the opportunity to highlight their limitations. Forty 
professionals participated, 15 from the fire brigade team, 20 professionals from the Mobile Emergency Care 
Service and 5 students from the uniprofessional nursing residency in urgency, emergency and trauma. Aspects 
ranging from the call, classification and mode of service were addressed. The learning process through simulated 
situations proved to be useful and effective to assess performance and skills, in addition to enabling and 
encouraging mutual cooperation between teams. 
Descriptors: Emergency medical services; Mass casualty incidentes; Simulation; Rescue personnel; Education, 
training. 
 
Este é um relato de experiência desenvolvido no primeiro semestre de 2018, que tem como objetivo discorrer 
sobre a vivência na organização e desenvolvimento da simulação realística de atendimento a múltiplas vítimas. 
Utilizou-se o método Simple Triage And Rapid Treatment, de modo que os profissionais tiveram a oportunidade de 
evidenciar suas limitações. Participaram 40 profissionais, sendo 15 da equipe do corpo de bombeiros, 20 
profissionais do Serviço de Atendimento Móvel de Urgência e 5 alunos da residência uniprofissional em 
enfermagem em urgência, emergência e trauma. Foram abordados aspectos que vão desde a chamada, 
classificação até modo de atendimento. O processo de aprendizagem por meio de situações simuladas se mostrou 
útil e efetivo para avaliar desempenhos e habilidades, além de viabilizar e incentivar a cooperação mútua entre as 
equipes. 
Descritores: Serviços médicos de emergência; Incidentes com feridos em massa; Simulação; Equipe de busca e 
resgate; Educação continuada. 
 
Este es un relato de experiencia desarrollado en la primera mitad de 2018, cuyo objetivo es discurrir la experiencia 
en la organización y el desarrollo de la simulación realista de la atención para múltiples víctimas. Se utilizó el 
método Simple Triage And Rapid Treatment, de modo que los profesionales tuvieron la oportunidad de evidenciar 
sus limitaciones. Participaron 40 profesionales, siendo 15 del equipo de bomberos, 20 profesionales del 
Servicio de Atención Móvil de Urgencia y 5 estudiantes de la residencia uniprofesional de enfermería en urgencias, 
emergencias y traumas. Se abordaron aspectos que van desde la llamada, la clasificación hasta  la manera de 
atender a las víctimas. El proceso de aprendizaje a través de situaciones simuladas demostró ser útil y efectivo 
para evaluar el desempeño y las habilidades, además de hacer viable e incentivar la cooperación mutua entre 
equipos. 
Descriptores: Servicios médicos de Urgencia; Incidentes com víctimas em masa; Simulación; Personal de rescate; 
Educación continua. 
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INTRODUÇÃO 
 

rauma occupies a worrying position in morbidity and mortality rates worldwide, with 
traffic accidents being the main cause of death in the age group between 15 and 29 years 
old1. In Brazil this ranking is no different, car accidents are the leading cause of death in 

the population of young adults between 10 and 39 years old2. Many of these victims evolve with 
complications that can result in transient or permanent incapacity for work or activities of daily 
living. Government spending on pensions and health care for this population is also huge. Such 
conditions make trauma an important public health problem2. 

 In trauma, pre-hospital care is definitive for a good prognosis, which may imply survival 
and permanent or temporary complications.3. In order for the victim to have a better chance of 
survival, care must be started on the spot, right after the event and continued in a hospital 
environment to ensure the preservation of the body's ability to produce energy and maintain 
the functions of vital organs. This period is known as the "Golden Hour" and is the time interval 
in which the pre-hospital team must initiate the appropriate interventions to improve 
oxygenation and control bleeding so that the patient does not progress to irreversible shock.4. 

The care becomes even more complex in incidents with mass injuries. In this situation, 
the number of individuals who require assistance, within a given period of time, exceeds the 
resources needed for their care and the service capacity of the team involved. The key principle 
of the prehospital response is to do the best for the greatest number of people with the 
resources available5. 

In order to organize and optimize care, it is recommended that the team use a primary 
screening tool for victims before proceeding with care. Triage is the process of systematically 
assessing and classifying each individual according to the severity of their injury and providing 
health care to treat conditions that confer an immediate risk of life and limb loss6. 

In accident situations with multiple victims, a method used worldwide to define the 
priority of care is the START (Simple Triage and Rapid Treatment) screening protocol. The 
algorithm involves a quick assessment of the individual's physiological condition, such as: 
ability to walk, breathing pattern, capillary perfusion and level of consciousness. Using these 
parameters, victims are divided into four care priorities, represented by the colors red, yellow, 
green and black - gray in Brazil, according to a review made by the Ministry of Health7.  

Even a technical level professional with experience and knowledge in the field can 
perform the primary classification. The method is considered fast and practical since the 
screening is ideally done in 30 seconds and does not require specialized medical equipment7. 

The “START” method follows the following algorithm: at first, the victims are guided and 
helped to walk towards the rescuers. Whoever is able to walk and obey the command is 
classified as green. Those who remain in place, should have the ventilatory pattern checked. If 
the victim is in respiratory arrest, one of the airway clearance maneuvers must be performed. 
In case it is not reversed, the victim is classified as black or gray6.  

At this first moment, cardiopulmonary resuscitation maneuvers are not performed until 
the other victims are screened and stabilized. Also for those who remained in the place, if they 
present respiratory movements, the frequency of respiratory incursions per minute (for 15 
seconds) is observed, if greater than 30 incursions, it is classified as red. Then, the perfusion is 
evaluated through capillary filling by pressing the nail bed and observing the venous return. If 
it is longer than 2 seconds it is classified as red, if it is less, the next procedure is an assessment 
of the level of consciousness. If the victim does not obey simple commands, the classification is 
red; if the victim does, it is yellow6.  

After primary screening, medical (re) assessment and screening is carried out in order 
to stabilize the victims. Then evacuation screening is carried out, that is, referral for definitive 
treatment at the hospital or appropriate emergency care unit. For all of these, the red, yellow, 
green and gray decreasing risk priorities are followed8. 

T 
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The second article of the National Emergency Care Policy, Ordinance no. 1863, clarifies 
that the health service must allow the qualification of assistance and promote the continuous 
training of the health teams of the Unified Health System in Emergency Care9.  

Since permanent health education is a premise of the Ministry of Health and a critical 
and decisive point for the assistance of trauma victims, the challenge arises to educate and train 
professionals and enable them to act assertively and make decisions in critical situations. For 
this, the training by realistic simulation allows the development of critical thinking as well as 
the increase of the ability for decision making, since it replicates real aspects of the clinic in a 
learning environment, allowing to simulate various situations10. Such teaching strategy allows 
to integrate the team, besides reducing anxiety, lack of experience, fear of making mistakes and 
offers cognitive, psychomotor experiences and knowledge transmission of a possible reality11.  

In view of this scenario, a partnership was made between the Mobile Assistance Service 
(SAMU) and the Fire Department of the city of Uberaba with the residency in Urgency/Trauma 
Nursing at the Federal University of Triângulo Mineiro (UFTM) to perform a simulation realistic 
approach to care for multiple victims. 

Theoretical-practical training aimed to facilitate and encourage mutual cooperation 
between teams and enable residents to work in this type of service. This article aims to discuss 
the experience in the organization and development of realistic simulation of care for multiple 
victims.  

 
METHOD 

 

This is a descriptive study written in the form of an experience report, which describes 
a realistic simulation of attending to incidents with mass injuries by pre-hospital care teams. 

The training took place in two periods. In the morning there was a theoretical 
presentation to support the practice regarding the handling of incidents with mass injuries 
using the START method. The explanation was given by the technical responsible for training 
at SAMU. In the second moment, in the afternoon, the practical part of the training took place 
through realistic simulation. 

To simulate the scene, two vehicles were placed in an uninhabited area. Rojons and 
smoke devices simulated the crash bang and the explosion of the fuel tank of one of the cars on 
the scene. Four live mannequins participated, which were prepared with different types of 
bodily injuries, artificially produced using paints and a low-fidelity simulation mannequin. 

The situation of each victim on the scene and their respective clinical picture was 
designed by the coordination of the Mobile Emergency Care Service (SAMU) in conjunction with 
nursing residents. The simulation took place in the following sequence: after the organization 
of the physical structure, the victims were positioned on the scene and each one of them 
received specific diagnoses: victim 1: closed fracture in the right upper limb; victim 2: fracture 
of the pelvis and femur with grade II hypovolemic shock; victim 3: severe traumatic brain 
injury; victim 4: chest trauma with pneumothorax and victim 5: low-fidelity simulation 
mannequin ejected from the car during cardiorespiratory arrest. 

The SAMU's advanced support ambulance is equipped with a multi-victim care kit using 
the START protocol, such as: materials and devices for isolating the scene, the operation 
leader's helmet, victim identification plates - red, yellow, green and black and canvas with the 
color code for mounting the service area on the floor. The fire brigade rescue car/unit also had 
all the necessary equipment and instruments to guarantee the safety of the environment, 
neutralization and restriction of vehicles. 

 
RESULTS  
 

The experience took place in the afternoon from 1 pm to 6 pm on March 16, 2018. Forty 
professionals participated, being; 15 from the fire brigade team, 20 professionals from the 
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Mobile Emergency Care Service (SAMU) and 5 students from the uniprofessional nursing 
residency in urgency, emergency and trauma at UFTM. 

The service started after a call on line 192 (SAMU call center) reporting the automobile 
accident. The regulator, through radio operation, activated the response team, which is made 
of: 1 advanced support unit, 1 basic support unit and 1 fire brigade car. 

Some members of the SAMU team, firefighters and nursing residents, Urgency and 
Trauma modality  provided assistance to victims following the START protocol, having SAMU's 
assistant physician as the leader. The other members would watch the simulation taking notes 
for further discussion. 

The simulation started, the fire brigade team evaluated the scene prioritizing the safety 
of the place, neutralization and tightening of the vehicle. At the same time, the SAMU's attending 
physician assessed the victims to choose whether to use the quick withdrawal technique or not. 

After ensuring a safe environment, the other team members such as nurses, nursing 
technicians and rescuers were allowed to act on the scene. Priority was given to the 
performance of newly hired professionals, while the rest of the team observed and took notes. 
The simulation was coordinated by the instructor responsible for training the SAMU team and 
the captain of the military firefighters. 

The victims were classified according to the risk of injury and used the START protocol 
correctly. Those who obeyed the command and walked were instructed and helped to go to the 
green area. Only 1 patient fit this priority. Those who remained on the scene were reevaluated, 
immobilized and sent to the yellow (2 victims) or red (1 victim) area for emergency 
interventions and procedures to be carried out according to the primary assessment mnemonic 
(airway and cervical collar), B (ventilation), C (circulation), D (neurological status disorders) 
and E (hypothermia exposure and control) which guides trauma care. Finally, 1 of the victims 
was classified with black priority, was in cardiorespiratory arrest, with no return of respiratory 
movements after an airway clearance maneuver. Cardiopulmonary resuscitation maneuvers 
were performed after stabilization of the other victims.  

To organize the service wing, canvas with the color code for risk classification were 
placed on the floor. The green wing was assisted by 1 nursing technician under the nurse's 
supervision. The yellow and red areas were arranged next to each other with the direct 
assistance of the nurse and the doctor as well as other two rescuing drivers. Patients were 
evaluated by the physician according to the risk priority. If any victim evolved with a worsening 
of the condition, it would be reassessed and reclassified.  

Through the radio communicator, the doctor on the scene passed on the clinical status 
of the victims to the regulator, who could then refer them to the emergency services, emergency 
care unit or emergency room, according to their severity. 

After the end of the simulation, the team went on to discuss it. The positive points of the 
team care judged as correct primary and secondary screening and assertive interventions in 
the primary evaluation were identified. The potential problems were difficulties in 
communication, coordination and leadership, organization and systematization of care in 
addition to reinforcement of the importance and role of each professional involved during care 
providence. 

Still in the moment of debriefing, the intrinsic characteristics of the teams were discussed, 
such as difficulty/resistance to following orders and obeying superiors. It became evident after 
discussion and critical analysis that the team made up of civilians had major problems with 
communication and acceptance of functions and hierarchy. 

 
DISCUSSION 

 

The use of realistic simulation provided resolution of issues related to the care of victims 
and integration of the team by allowing the analysis of whether the implemented practices are 
close to the expected results or not.  
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  A study conducted in Espirito Santo evaluated the performance of the prehospital team in 
attending to a bus accident involving 40 victims through the analysis of a checklist based on the 
Disaster Assistance Training Manual produced by the Brazilian Society for Integrated Trauma 
Care. As with the current study, assertive practices were found in the initial screening, which 
was correct in 92.5% of cases and also considered that more investments were needed to 
improve care, especially with regard to exposure and protection against hypothermia4.  

In a large simulation carried out in Italy with 112 victims, it was identified that 81% of 
the screenings were assertive. Secondary screening was a critical point at which several victims 
were approached repeatedly, revealing a failure in organization and communication. As for the 
interventions related to the trauma “ABCDE” mnemonic, item “C” related to circulation, 
hemorrhage control and volume replacement, was more affected, with only 57.4% of correct 
interventions12. The use of technological devices and applications made it possible to map the 
area, use footage and photographs to track and evaluate the team's response activity, but this 
investment was limited in our study. 

Among the gains identified by the team in the context, there was an improvement in 
knowledge, development of communication skills, self-confidence, decreased anxiety and 
ability to understand the role of the other. Communication was the gain that assumed greater 
prominence after the simulation. Accordingly, this conformation was addressed in a simulation 
carried out in a hospital in São Paulo, capital, in which the participants considered as a positive 
aspect the possibility of discussing the performance and training of the team with the leaders, 
standardizing the referral of patients and correcting failures13. 

In the current study, at the time of debriefing, observations were made regarding 
difficulty / resistance in following orders and obeying superiors. The leadership profiles in 
emergency situations of prehospital care are discussed in an integrative review study when 
considering that the characteristics of an autocratic leader can be viable as the team is 
disorganized and afraid in its performance due to characteristics and gravity of the scenario 
itself14. For a liberal or democratic leadership profile, greater trust, harmony and preparation 
of the entire team is required to act in extreme environments that can put the victim and the 
entire work team at risk14,15. Thus, it is important that the leader knows the weaknesses and 
strengths of the team involved so that he can manage the service in an organized manner and 
with a lower level of stress15. 

Another point observed was satisfaction with the scenario involving an automobile 
accident, expressed by all leaders. The same was praised due to the high incidence of 
occurrences with such a reality in the municipality. Studies show high mortality rates in Brazil 
due to land transport accidents3,16, adding up to more than 68 thousand deaths in 2017, 
according to the last DATASUS census17. Functional training associated with accurate 
assessment represents an important bridge between education and the response to such 
incidents. 

Participants expressed that realistic simulation provided greater motivation for 
performance and learning than purely theoretical activities, in addition to the opportunity to 
improve practical skills and train communication and decision making at critical moments. 
Accordingly, studies show that realism benefits the learning of technical as well as non-
technical skills, as it leads those involved to view the scenario as legitimate, causing the same 
psychological responses that they would have in practice18.  

There is no validated standard protocol for conducting simulations involving multiple 
victims4,5,12. However, there is a study18 listing some essential components for success in 
realistic simulation activities, such as: feedback from experience and attitudes, repetitive 
practices and with progressive increase in the level of difficulty, clinical variations, controlled 
environment, individualized learning, clarity in the objectives and expected results and realism 
in simulation. The activity addressed was considered positive, as it met most of the listed 
requirements. For further improvement activity, another simulation to care for multiple victims 
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was scheduled by the authorities involved, with more participants and at a higher level of 
difficulty. 

 
CONCLUSION 

 

After the simulation, the professionals showed several problems in the organization of 
care, mainly related to communication and leadership. Difficulties were raised in 
interdisciplinary team work, with a focus on identifying limits and respecting the role of the 
other professional. 

The study had limitations as it was conducted in a single moment and was unable to 
understand all the work teams. The analysis of the conducts and procedures performed was 
limited due to the non-application of an instrument or check list to standardize the evaluation 
of the service, which will be reviewed for the next activities. 

However, even with such limitations, the learning process through simulated situations 
proved to be useful and effective to assess performance and skills, as it promoted practical 
learning in addition to reflections on behaviors and teamwork. 
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