
In conclusion, the physical setting in which mass casualty
events occur dramatically affects the pattern of injury
in resulting casualties, their outcomes, and the associated
impact on health services. Therefore, this informa-
tion ought to be integrated with mass casualty triage
guidelines.
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Lerner et al reply:
Thank you for allowing us this opportunity to respond to the
thoughtful comments submitted by Mr Zaslavsky regarding
our recent article in Disaster Medicine and Public Health Pre-
paredness. Although we agree that the data from Israel are
compelling in demonstrating that event circumstances are
a factor in predicting injury, our goal was to address the
initial sorting of patients by first responders. We believe
that we all can agree that the initial responders to a
large-scale event will find a scene that is chaotic, and that
their first priority will be to bring some type of order to the
chaos. The triage process needs to be extremely simple,
easy to remember, and rapid; it would not be possible in
most circumstances to access a protocol book and deter-
mine the best triage process for the circumstances. Fur-
thermore, we designed the SALT triage guideline to be
consistent with the move toward an all-hazards approach,
and thus the guideline should be applicable for any sce-
nario with multiple patients.

The actual cause of the event may not be clear upon dispatch
or even upon arrival of the responders, thereby making it
difficult for first responders to use a triage methodology that
is alterable based upon etiology. Furthermore, given anec-
dotal reports of providers responding to mass casualty inci-
dents and not using any consistent triage method, we are
concerned that a system that is too complicated will not be
used at all.

We would like to be clear that we feel that triage is a dynamic
process that typically begins with limited information, re-
sources, and providers. At these initial stages, we believe it
would likely be difficult to use a complicated multipossibility
triage scheme. As the process unfolds and more information,
resources, and providers become available, however, it may
be possible for the process to evolve and become more so-
phisticated, in part by incorporating critical information
about the nature of the incident. This may even take the
shape of a tool that could be created for hospital personnel to
use as casualties arrive. We strongly feel that we need to
change the mindset that the initial response to different types
of disasters requires a different initial triage approach. The
reality is that initially the simplest approach is probably the
most likely to be used and therefore to be most effective.

As we state in our article, our goal is to have the SALT triage
guideline grow and evolve as the science of triage develops.
This guideline should not be viewed as the final product but
the beginning of a process that will be driven by science and
improved over time. We hope that this is just the beginning
of our national dialog on triage, and that we can come to
consensus and move forward with a national guideline.
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