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1.  Introduction  
 

The Region 6 Area Trauma Advisory Board (ATAB 6) recognized the need for a 
standard approach to trauma incidents involving multiple patients that require 
coordination between more than one pre-hospital agency and more than one 
ÈÏÓÐÉÔÁÌȢ  !4!" φȭÓ ÇÏÁÌ ÉÓ ÔÏ ÉÎÓÕÒÅ ÔÈÁÔ ÔÈÅ ÖÉÃÔÉÍÓ ÏÆ ÍÁÓÓ ÃÁÓÕÁÌÔÙ ÉÎÃÉÄÅÎÔÓ ÁÒÅ 
transported as quickly as possible, to hospitals that are prepared to provide 
definitive care. 
 
To achieve this goal several objectives were developed.  First, agree upon a standard 
incident management system for use at mass casualty incidents to be used by all 
pre-hospital care providers.  Second, develop a preplan for the management of these 
incidents.  Third, implement standard terminology to be used by both pre-hospital 
care providers and hospital staffs.  Fourth, set up communication systems that will 
provide the pre-hospital care providers and hospital staff with the information 
necessary to efficiently manage an incident.  Fifth, provide adequate training to all 
health care providers. 
 
ATAB 6 has moved to achieve these goals by requiring that all pre-hospital care 
providers use the National Interagency Incident Management System (NIMS) on all 
mass casualty incidents and requirements for training.  To provide pre-hospital care 
providers with a preplan for use at mass casualty incidents ATAB 6 charged the HPP 
Region 6 EMS Committee with the updating of the existing MCI plan.  The EMS 
committee, in conjunction with the emergency hospital preparedness groups of the 
area hospitals, Fire and EMS service providers updated the existing plan to help 
maintain standard terminology and communications systems for use in these 
incidents. 
 
NIMS serves as a guideline for a consistent regional approach for mitigating a MCI 
event with a response that can be scalable to the incident regardless of the 
ÅÍÅÒÇÅÎÃÙȭÓ ÃÁÕÓÅȟ ÓÉÚÅȟ ÏÒ ÃÏÍÐÌÅØÉÔÙȢ  
 
This revision is the initial MCI response guide.  Further development will include a 
plan for a mass casualty or surge event that extends beyond the initial operational 
period. 
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2.  Updates 
 
a. Radio Communications  
 

As the 2013 narrow band mandate approaches frequency interoperability becomes 
more complex.  Successful implementation of the MCI plan is dependent on 
utilization of the common frequencies.  See Appendix G (General Frequencies) 
 
b. NIMS  
 
As we strive to become NIMS compliant, documentation of events becomes more of 
a necessity and more so as the magnitude of a MCI response increases.  
 
On scene resources cannot depend on dispatch for all operational documentation. 
While the Staging and Transportation Officers have their lists, it is up to the IC, 
General Staff and leaders to document significant actions that occur during the event 
within thei r span of control. (ICS form 214) Consider use of designated scribes and use 

of General Message forms (ICS form 213) see Appendix I 
 

Complete and accurate documentation will be necessary to protect your self in a court of 

law and to secure reimbursement for time and materials expended during incidents.   

 
c. Resource Hospital Defined  
 

The regional hospitals have agreed that when a MCI is declared from the field that the 
hospital that is serving the ambulance response area of the MCI will be considered the 
ά[ƻŎŀƭ wŜǎƻǳǊŎŜ IƻǎǇƛǘŀƭΦέ  {ƘƻǳƭŘ ǘƘŀǘ ƘƻǎǇƛǘŀƭ ƴƻǘ ƘŀǾŜ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ŀŎǘ ŀǎ ǘƘŜ 
resource facility those duties by mutual agreement may be handed off to another area 
hospital. 
Á For Hood River County the local resource hospital is Providence Hood River 

Hospital 
Á For Klickitat County the local resource hospital will be either Klickitat Valley 

hospital or Skyline hospital depending on which ambulance service that 
would be initially dispatched. 

Á For Skamania County the local resource hospital will be Skyline Hospital 

Á For Wasco, Sherman and Gilliam County the local resource hospital will be Mid 

Columbia Medical Center 
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d. Air to Ground Radio Frequency  
 
Possible changes include utilizing one common radio frequency across all of the 
ATAB 6 Counties.  Until such times as that becomes a reality all Air to Ground radio 
communications should be handled utilizing the assigned tactical frequency. 
 
e. Zone Numbering 
 
Changes reflect: 

1. The addition of one zone in Wasco County that Hood River provides the 
initial response. 

2. Wasco County Zones have been adjusted to reflect the Ambulance Service 
Areas (ASA) 

3. Sherman County zone dividing line has been moved to south of the City of Morro  

to reflect the loss of the Rufus Ambulance service. 

 

 

 

3.  GENERAL GUIDELINES 

 
The MASS CASUALTY INCIDENT PLAN is used for the multiple patient incidents, 
which cannot be normally handled by the first responding ambulance service. 
 
Of primary importance  to the successful implementation of the MCI plan is the 
attention given to the early designation of a well thought out traffic flow plan.  

3.1 FIRST ARRIVING UNITS 

 
a. The most experienced and qualified Fire/EMS person will be the Incident 

Commander until relieved by a more qualified officer.  All necessary 
branches of the appropriate incident command structure should be staffed 
using the criteria in Appendix C ɀ ICS Organizational Charts 

 
b. Whenever the MCI Plan is implemented, it is essential to give the dispatcher 

the following information:  
1) Alarm level 
2) Zone 
3) State this is not a drill (Repeat 2 times). 
4) Location (Road, Landmark, etc.) 
5) Location of staging area 
6) Staging Area radio frequency 
7) Request that dispatch alert your Local Resource Hospital that a MCI has 

been declared 
 
c. The Incident Commander should immediately establish a staging area and 

appoint a Staging Area Manager from one of the initial response units. 
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d.   The most experienced and qualified Fire/EMS response personnel first 
arriving should assume command until relieved by a senior officer.  When it 
is possible the EMS Branch Director and the Triage, Treatment, and 
Transportation positions should be staffed using the criteria in Appendix C  - 
ICS Organizational Charts 

 
e.    The Incident Commander or, if designated the EMS Branch Director should 

establish the following areas: 
1) A traffic flow plan (If not already defined) 
2) Triage Corridor 
3) Treatment Areas 
4) Medical Supply Cache 
5) Ambulance Loading Zone 
6) Air Ambulance Landing Zone 

 
 
Gaining control of an incident early will do the most good for the most 
patients!  It has proven to be a primary factor in  the proper handling of major 
incidents.  It may be hard to suppress the urge to treat everyone you see right 
away. 
 

Ȱ9ÏÕ ÃÁÎÎÏÔ ÈÅÌÐ ÔÈÅÍ ÁÌÌȟ ÂÕÔ ÙÏÕ ÃÁÎ ÁÒÒÁÎÇÅ ÆÏÒ ÔÈÅ ÂÅÓÔ ÈÅÌÐ ÁÓ ÉÔ ÁÒÒÉÖÅÓȱ 
 

f. Provide confirmation to your local resource hospital that a MCI exists and 
give the approximate patient count and state the MCI level.  Remember that 
the hospital needs to implement their MCI plan, an early notification allows 
them time to gather personnel and resources. 

 
g.   A qualified member of the first arriving personnel, who is trained in ABC 

triage should proceed with primary triage.  If an EMS unit will not arrive at 
the scene immediately, any available personnel that are trained in ABC triage 
should start primary triage without delay.  REMEMBER TO TREAT THE 
SIMPLE AIRWAY PROBLEMS, CORRECT SEVERE BLEEDING, TAG THE 
PATIENT, POSIITION, AND MOVE ON.  These simple steps will save more 
lives than extensive resuscitation efforts by the first arriving units. 

 Triage Systems Include: 
1) ABC Triage ɀ Primary Triage 
2) START ɀ Secondary Triage 
3) Jump-START ɀ Pediatric Secondary Triage 
  
For a more detailed description on Triage See Appendix B ɀ Triage Systems 
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3.2 RESPONDING UNITS 

 
a. Units responding to the scene should get directions from their dispatch.  All 

respondiÎÇ ÕÎÉÔÓ ÓÈÏÕÌÄ ÒÅÖÉÅ× ÔÈÅ ȰMCI 2ÅÓÐÏÎÓÅ $ÅÃÉÓÉÏÎ -ÁÔÒÉØȢȱ Refer to 
Appendix D - Forms 

 
b. Units responding to the scene should only  contact the Staging Area Manager 

utilizing  ÔÈÅ /ÒÅÇÏÎ ÏÒ 7ÁÓÈÉÎÇÔÏÎ 3ÔÁÔÅ &ÉÒÅ -ÁÒÓÈÁÌȭÓ ÆÒÅÑÕÅÎÃÙȢ  (Oregon 
incidents util ize OSFM frequency, Washington based incidents utilize WA. 
Red Net (WSFM) 

 
c. Responding units that are moving up  should contact the move up locations 

dispatch when they arrive at the pre-assigned location.  These units should 
also refer to the MCI Response Decision Matrix.  Once they arrive at the move 
up location, continue to monitor the incidents Dispatch Frequency. 

 
d. Personnel arriving in private vehicles should report to the Staging Area 

Manager to receive an assignment.  Park where the staging area manager 
directs you or you may run the risk of being towed if you are parked in an 
area crucial for MCI Operations. 

 

3.3 ON SCENE 

 
a. The Transportation Manager should be the only  person communicating with 

the local or assigned Resource Hospital (MRH).  This should eliminate 
unnecessary confusion and duplication of efforts.  All communications to the 
Resource Hospital (MRH) should be by cell phone (preferred method) or on 
the HEAR frequency. 

 

AMBULANCES ARE NOT TO COMMUNICATE DIRECTLY 
WITH HOSPITALS! 

 

Do Not Provide HEAR Reports!  
 

b. The Resource Hospital should be notified by the Transportation Manager at 
the earliest possible time!  The Resource Hospital will need as much time as 
possible to determine receiving capabilities of area hospitals and to 
implement their MCI plan.  It is easier to cancel a plan than to implement one.   

 
c. If immobilization with full P.H.T.L.S. standard spine precautions will interfere 

with airway protection and/or the rapid evacuation of patients to the triage 
corridor, use the HAINES modified recovery position to expedite evacuation.  
Do not immobilize patients in the supine position until a one-to-one EMT/FR 
to patient ratio can be insured. 
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d. Do not allow treatment, other than BLS interventions to delay transport. 

 
e. When transporting ambulances arrive in the Ambulance loading zone, load 

and go!  Do not delay transportation . Move patients to the ambulance-
loading zone immediately.  The goal is to get patients to a hospital as soon 
as possible.  Ensure that patients are not waiting for transporting 
ambulances to be called from the staging area. 

 
f. As the Incident is winding down the Transportation Manager should try to 

match patient transport to area hospitals that are near the ambulances home 
station 

 
g. While enroute to the hospital the transporting Medic/EMT shall if possible 

complete the Field Notes form, one copy for the receiving hospital and one 
for your agency records.  This is for your protection.   

       See MCI Field Notes.  Appendix D - Forms 
 
 
 

 

3.4       TERMINATION 

 
a. As the incident deescalates and the ICS structure compresses, it is essential 

that the Staging Area Manager provide the status of staged resources to the 
person maintaining overall scene accountability.   

 
b. All Staging, Transportation and other logs need to be collected by a 

designated person ɀ that duty will normally fall upon the Planning Section 
Chief.  It is incumbent upon that person to collect: 

i. Times that all apparatus are back in quarters in service 
ii. CÏÌÌÅÃÔ ÐÁÔÉÅÎÔ Ȱ&ÁÃÅ 3ÈÅÅÔÓȱ ÆÒÏÍ ÁÌÌ ÒÅÃeiving Hospitals. 

iii.  #ÏÌÌÅÃÔ ÃÏÐÙ ÏÆ ÔÈÅ -ÅÄÉÃÓȾ%-4ȭÓ ȰMCI Field Notes Form.ȱ  
c. Data needs to be collated for billing and the production of the After Action 

Report. (AAR) Any comments from responding personnel are encouraged for 
inclusion in the AAR. 

 
d. An after action review should follow within 30 days 
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4.  MCI DISPATCHING 

 
a. Requests for aid are preplanned using a zone and alarm level system.  This 

will provide re sources to the incident rapidly and to make sure that 
responding agencies have continuing resources to provide services to their 
community. 
 

/wL¢9wL! Chw άa/Lέ ![!wa {9[9/¢Lhb 

Alarm Number of Patients Ambulances Needed 

1ST Alarm Up to 5 1-3 

2nd Alarm 6-15 3-5 

3rd Alarm 16-25 5-8 

4th Alarm 25 plus ςSpecial call for additional resources 

 
 

b. ZONES are a management tool to determine which resources to request in 
different geographical areas.  

 
c. MCI Run Response Cards have been created for each zone in the Ambulance 

Response Area.  See Appendix F ɀ MCI Run Response Cards.  Dispatch center 
to request necessary resources based on the Run Response Cards.  Additional 
resources may be requested from the scene.   

 
d. BACKFILL.  In order to maintain enough apparatus to handle local responses, 

requests for backfill will be initiated by the agency in need through their local 
dispatch. 

 
e. The IC should relate the Zone and Alarm Level of the incident to their 

dispatch. Dispatch will refer to the MCI Run Response Cards based on the 
zone and alarm level.  

 Dispatch local Resources. 
 Contact other Dispatch agencies to complete resource allocation. 
 Dispatch will assist in backfill assignments as requested. 

 
f. The IC at his/her discretion may request specific resources to meet the 

incident needs. 
 
g. In the event that a resource is unavailable on the Run Response Cards, 

dispatch should allocate resource(s) from the next alarm level. 
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5. COMMUNICATIONS 

5.1 GENERAL GUIDELINES 

 

a. Dispatch Communications. 

i. IC will maintain an open line of communications with Dispatch at all 

times.  

ii.  Scene operations will minimally utilize the dispatch frequency and leave 

one other tactical frequency for other non-related 911 emergency calls. 

iii.  Dispatch will keep a paper log of all MCI related ambulance, personnel 

and apparatus resources.  See Appendix D ï Forms ñ911 Resource Logò 

iv. For Dispatching details refer to Appendix F. 

 

b. Field Communications. 

i. The IC or designee will establish a communications plan.   Utilize the four 

primary frequencies first 

 OSFM 

 WSFM (WA RED NET) 

 OR-EMS 1    

 OR- EMS 2 

ii.  Assign other V-Tac and local frequencies to match mutual aid resources 

See Appendix ï G  Communications 

iii.  IC or designee shall keep a log of all assigned frequencies  

See Appendix G ï Communications 

iv. Transportation Manager shall be the only person to communicate with 

hospitals. Preferred method is cell phone, HEAR frequency as a 

secondary resource when applicable.   

a. Transportation Manager call the resource hospital 

b. Transportation Manager shall provide the following to the 

receiving hospital on initiation of patient transport. 

 Ambulance Identification 

 Number & Priority of patients  

 Estimated time of arrival 

v. In areas of poor communication coverage consider using a person to relay 

cell phone or radio traffic 

vi. All responding apparatus and personnel arriving on scene shall: 

a. In Oregon shall report to STAGING in person or on OSFM 

frequency if equipped with a radio. 

b. In Washington shall report to STAGING in person or on WSFM 

(WA Red Net) frequency if equipped with a radio. 

vii.  Transporting Ambulances ARE NOT  to use the HEAR frequency for 

patient reports. 
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c. Hospital Communications 

i. Dispatch will provide initial notification that an MCI exists 

ii.  IC will call from the field to confirm an MCI exists with approximate 

patient count 

iii.  Resource hospital will need to confirm area hospital receiving capabilities 

iv. Transportation Manager will call relaying the number of Red, Yellow, 

Green and Black patients AND will request bed allocation 

v. Transportation Manager will confirm with Resource Hospital bed 

allocation abilities 

vi. Transportation Manager will notify Resource Hospital of what has been 

assigned to which Hospital ï Medic, Triage Color(s) and ETA  (On going) 

vii.  Transportation Mnager will notify receiving facility(s) of Medic, Patient 

being transported along with Triage Color(s) and ETA to their facility. 

viii.  Should Resource Hospital duties be mutually reassigned, immediately 

notify the Transportation Manager. A complete pass off data package must 

be communicated immediately utilizing the Hospital and Transportation 

logs. 

 

 

 

6. ICS Position Descriptions  

Job descriptions are to serve as a guide for each position that is shown in ICS 

Organization charts. (Appendix C)   Some of the job duties in many cases may 

overlap, or will shift to another Supervisor/Manager.  In those circumstances it is 

important not to duplicate efforts.  In an attempt to differentiate between the 

expanding roles as the complexity of the incident changes, suggested roles and duties 

are highlighted by check marks on each job description sheet. 

Forms that are applicable to each position can be found in Appendix D ï Forms.  

Needed forms in most cases are also listed on the bottom of the Job Description 

Sheet. 
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Appendix A - Definitions 
 

AIR AMBULANCE LANDING ZONE (LZ):   Area where air ambulances are loaded 
with patients from the treatment area.  The landing zone (LZ) should be 
positioned in an area with tight security can be maintained.  At the same time, 
patients should be able to be carried by stretcher to the LZ.  If this is not 
possible, an ambulance may be needed to shuttle patients to the air ambulance-
loading zone.  The Transportation Manager and EMS Branch Director should 
work together on designating the location for the LZ.  The Transportation 
Manager should appoint an Air Ambulance Landing Zone Officer to land and 
supervise the loading and departure of air ambulances.  The Air Ambulance LZ 
hŦŦƛŎŜǊ ǎƘƻǳƭŘ ƘŀǾŜ ŜȄǇŜǊƛŜƴŎŜ ƛƴ ǎŜǘǘƛƴƎ ǳǇ [½Ωǎ ŀƴŘ ƭŀƴŘƛƴƎ ŀƛǊ ŀƳōǳƭŀƴŎŜǎΦ 
 
AMBULANCE:   A transporting ambulance should be staffed by a minimum of 
one E.M.T. and a qualified driver, as specified by the Oregon State Health 
Division.  When available, it is desired that an ambulance be staffed with two 
9a¢Ωǎ ŀƴŘ ŀ ǉǳŀƭƛŦƛŜŘ ŘǊƛǾŜǊΦ  ¢ƘŜ ŘŜǇŀǊǘǳǊŜ ƻŦ ŀƴ ŀƳōǳƭŀƴŎŜ ǎƘƻǳƭŘ ƴƻǘΣ 
however, be delayed to wait for additional staffing.  The ambulance should be 
equipped with the minimum equipment and supplies required by the Oregon 
{ǘŀǘŜ IŜŀƭǘƘ 5ƛǾƛǎƛƻƴΩǎ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ǊǳƭŜǎΦ 
 
AMBULANCE LOADING ZONE:   Area where patients are transferred from the 
treatment area into ambulances for transport.  When possible, it should be 
arranged so ambulances can drive through without backing up.  The Staging Area 
Manager should direct incoming ambulances that are to be used for transport to 
the ambulance-loading zone and advise them to contact the Transportation 
Group Supervisor when they reach the zone. 
 
COMMAND POST or INCIDENT COMMAND POST(ICP):   The command post may 
ǾŀǊȅ ƛƴ ǎƛȊŜ ŀƴŘ ǘȅǇŜ ŘŜǇŜƴŘƛƴƎ ƻƴ ǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ƛƴŎƛŘŜƴǘΦ  ¢ƘŜ ŎƻƳƳŀƴŘ ǇƻǎǘΩǎ 
function is to provide a stationary central location to assist the IC in incident 
command and control.  The ICP is the field office for management functions, 
such as logistics, planning and finance.  In small incidents the ICP may be placed 
within sight of the incident.  In larger incidents the ICP may be remote from the 
incident in a command trailer or fixed facility.  The ICP should provide a place 
ǿƘŜǊŜ ǘƘŜ L/ ŀƴŘ ǘƘŜ L/Ωǎ ǎǘŀŦŦ Ŏŀƴ ōŜ ƛǎƻƭŀǘŜŘ ŦǊƻƳ ǘƘŜ ƴƻƛǎŜ ŀƴŘ ŎƻƴŦǳǎƛƻƴ 
associated with the incident.  The ICP should have the communications 
capabilities appropriate for the size of the incident.  Initially, the ICP should be 
staffed by the IC and possibly an assistant.  The command staff may be located at 
the ICP.  Depending on the size of the incident general staff officers may also 
work at the ICP. 
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DISASTER:   An unforeseen, unplanned for emergency that exceeds the day-to-
day capabilities of local government. 
 
EMS BRANCH DIRECTOR:   An official assigned to oversee all emergency medical 
service functions during implementation of a MASS CASUALTY INCIDENT PLAN 
(MCIP).  The EMS Branch Director functions as a member of the Operations 
Section and may have three (3) director subordinates:  Triage Group Supervisor, 
Treatment Group Supervisor, and Transportation Manager.  The EMS Branch 
Director should be the individual that has the most knowledge of the EMS 
capabilities.  He/she should formulate a plan of action for the incident, relay this 
to subordinates, and troubleshoot any problems.  He/she should keep the 
Incident Commander or Operations Section Chief advised of any changes.  
 
EMT CREW:   A response team in a non-transporting vehicle consisting of 2-3 
9a¢Ωǎ ǿƛǘƘ ŀǇǇǊƻǇǊƛŀǘŜ ŜǉǳƛǇƳŜƴǘ ŀƴŘ ǎǳǇǇƭƛŜǎ ŦƻǊ ǳǎŜ ƛƴ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ŀǊŜŀΦ 
 
EVACUATION:   Moving immobilized patients from the field to the triage 
corridor. 
 
EVACUATION TEAM:   Team of two rescuers that evacuate immobilized patients 
to the triage corridor with a stretcher. (Note: Optimal number for carrying 
patients in a Stretcher is four.) 
 
EXTRICATION:   Removing patients from entanglements that hinder their 
evacuation. 
 
EXTRICATION GROUP SUPERVISOR:   A person assigned to coordinate and 
oversee the extrication operations at the incident.  The Extrication Group 
Supervisor assigns crews to gain access to patients as needed, immobilize victims 
and evacuate them to the secondary triage area and corridors.  The Extrication 
Group Supervisor communicates with the Treatment Group Supervisor as 
patients are transferred to the treatment area.  The Extrication Group Supervisor 
must be experienced in extrication techniques. 
 
HAINES (High Arm In Endangered Spine) MODIFIED RECOVERY POSITION:   A 
variant of the lateral recumbent position designed to minimize movement of the 
cervical spine.  It is characterized by one arm being raised above the head (in full 
ŀōŘǳŎǘƛƻƴύ ŀƴŘ ǳǎŜŘ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƻǿƴ ƘŜŀŘ ŀƴŘ ƴŜŎƪΦ 
 
IMMOBILIZATION:   Strapping patients to a backboard in the HAINES modified 
recovery position or using Pre-hospital Trauma Life Support (P.H.T.L.S.) standard 
spinal immobilization precautions.  
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IMMOBILIZATION TEAM:   Team of two rescuers that carry backboards to 
patients on a stretcher and immobilize them. 
 
INCIDENT COMMANDER (IC):   Agreed upon coordinator of the incident. 
 
LIAISON OFFICER:   A command staff position assigned by the Incident 
Commander as a point of contact for assisting or coordinating participating 
agencies at the incident. 
 
MASS CASUALTY INCIDENT (MCI):   A situation that occurs in which the total 
number of patients from a single incident, or a combination of incidents exceeds 
the capabilities of the EMS agency which has jurisdiction. 

 
MEDICAL SUPPLY AIDE:   The Medical Supply Aide is assigned by the Treatment 
Group Supervisor to procure needed medical supplies from local agencies and 
responding medics and stock the supply cache in the treatment area.  The 
medical supply aide is responsible for assuring that an adequate inventory of 
supplies is maintained throughout the duration of the incident.  Examples of 
supplies to be obtained will include trauma dressings, kerlix dressings, splints, 
cervical collars, spinal immobilization devices, cold and hot packs, blankets, 
ǎƘŜŜǘǎΣ L± ŜǉǳƛǇƳŜƴǘ ŀƴŘ ǎƻƭǳǘƛƻƴǎΣ ht!Ωǎ ŀǎ ǿŜƭƭ ŀǎ ŀƴȅ ƻǘƘŜǊ .[{ ǎǳǇǇƭƛŜǎ 
required for rapid treatment and transport.  DO NOT ALLOW TREATMENT TO 
SLOW TRANSPORT OF PATIENTS. 
 
MEDICAL SUPPLY CACHE:   A storage location in the treatment area for medical 
supplies that are acquired from ambulances, disaster kits or deliveries from 
resource hospitals. 
 
MASS CASUALTY INCIDENT Plan (MCIP):   A plan which coordinates the response 
of multiple EMS agencies in order to assure the delivery of adequate pre-hospital 
care and orderly distribution of patients to appropriate hospitals.  The MCI plan 
is implemented on the following incidents: 
1. Total patients exceeds 5, 4 which must be stretcher patients, or; 
2. Three (3) priority I (Immediate) patients, or; 
3. Any incident or combination of incidents, which will exceed the resources of 

the local EMS agency. 
 
MCI PERSONNEL RATIO MATRIX:   A worksheet for planning the number of 
personnel and ambulances. 
 
MCI ALARMS 1ST ς 4TH:   The pre-planned responses of ambulances, rescues, 
helicopters, and other equipment and personnel which is needed to deliver 
adequate pre-hospital care in a multiple patient incident.  Criteria for the correct 
alarm selection in listed below: 
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Alarm Number of Patients Ambulances Needed 

1ST Alarm Up to 5 1-3 

2nd Alarm 6-15 3-5 

3rd Alarm 16-25 5-8 

4th Alarm 25 plus ςSpecial call for additional resources 

 
MCI OVERHEAD TEAM:   A team of specially trained individuals formed to 
manage an incident.  These individuals may be from one or more agencies, and 
Ƴŀȅ ōŜ ǳǘƛƭƛȊŜŘ ǿƘŜƴ ŀƴ ƛƴŎƛŘŜƴǘ ƻǾŜǊǿƘŜƭƳǎ ŀƴ ŀƎŜƴŎȅΩǎ ŀōƛƭƛǘȅ ǘƻ ŀǎǎƛƎƴ 
personnel to staff MCI plan management areas. 
 
MULTIPLE PATIENT INCIDENT (MPI): An incident that involves multiple patients 
that by injury severity or numbers do not stress the responding medical 
resources.  (See Mass Casualty Incident Plan) 
 
OPERATIONS CHIEF:   In larger incidents the Incident Commander or Unified 
Command may appoint an Operations Chief to be in charge of overall incident 
operations.  The Operations Chief should be well trained in the Incident 
Command System and have a thorough knowledge of the MCI plan. 
 
PRIMARY TRIAGE:   A rapid initial treatment and triage of patients where they 
are found.  Using the ABC system, first responders provide for the correction of 
simple airway and circulation problems, and the initial classification of the 
severity of patient injuries. 
 
PUBLIC INFORMATION OFFICER:   A command staff position assigned by the 
Incident Commander to interface with the media and other appropriate 
agencies. 
 
PUBLIC SERVICE ANSWERING POINT (PSAP):  911-dispatch center. 
 
RESOURCE HOSPITAL (MRH) : The hospital that incident officials will coordinate 
with to determine the receiving capabilities of area hospitals.  All trauma 
hospitals should have the necessary communications capabilities to determine 
area hospital receiving capabilities and to inform them of how many patients and 
how severe their injuries are.  The Medical Resource hospital shall be the 
hospital in which ASA the MCI occurs.  Duties of MRH may by mutual consent be 
assumed by another area hospital. 
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SAFETY OFFICER:   A command staff position assigned by the Incident 
Commander to monitor and assess safety hazards or unsafe situations and 
develops measures for ensuring personnel safety. 
 
SECONDARY TRIAGE:   A more in depth triage of patients to be performed at the 
entrance to the treatment area.  Secondary triage will use START, JUMP-START 
and anatomic and physiologic criteria to determine and classify patient severity. 
 
SECONDARY TRIAGE CORRIDOR:   Corridor leading to treatment area.  Staffing 
ǿƛƭƭ ōŜ ōȅ ǘƘŜ Ƴƻǎǘ ŜȄǇŜǊƛŜƴŎŜŘ 9a¢Ωǎ ŀǾŀƛƭŀōƭŜΦ  {ŜŎƻƴŘŀǊȅ ǘǊƛŀƎŜ ƛǎ ǇŜǊŦƻǊƳŜŘ 
in the corridor.  After secondary triage is performed patients are then carried to 
the appropriate section of the treatment area, according to the triage priority 
they are assigned. 
 
STAGING AREA MANAGER: A person assigned the various tasks related to the 
arrival of emergency vehicles and personnel.  This person will work directly with 
the Incident Commander or Operations Chief and the Transportation Manager.   
The tasks include; establishing a staging area for incoming emergency vehicles 
and personnel; directing emergency response vehicles to the staging area; 
stockpiling equipment; informing the IC, OPS Chief or EMS Branch Director of the 
EMT levels of arriving personnel; and directing ambulances, that will be 
transporting patients, to the Ambulance Loading Zone. 
 
STRETCHER:     Army style stretchers made of canvas stretched between two 
poles with handles.  Two rescuers can carry injured patients however if sufficient 
personnel are available four carriers should be utilized. 
 
STRIKE TEAM:      A response team of 5 transporting ambulances from specified 
areas preferably consisting of 2 ALS and 3 BLS units.  This team should stage at a 
designated location and respond to the scene or another staging site together. 
 
TRANSPORTATION MANAGER:  A person assigned to coordinate the distribution 
of patients to available and appropriate hospitals.  The Transportation Manager  
should communicate with their Resource Hospital to obtain receiving capabilities 
of area hospitals.  As patients are ready for transport, the Transportation 
Manager should assign the ambulance destination, (based on availability and 
suitability) and relay patient information to that hospital, or have that 
information relayed through the Resource Hospital.  The Transportation 
Manager should be a very experienced officer and have a thorough knowledge 
of the MCI plan. The prompt completion of assignments by the Transportation 
Manager will be a key to efficiently and effectively managing the incident. 
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TREATMENT GROUP SUPERVISOR: An EMT assigned to coordinate ad oversee 
the treatment areas of the incident.  The Treatment Group Supervisor should 
assign patients to the various treatment areas upon patient arrival, and may re-
triage if necessary.  The Treatment Group Supervisor may assign arriving 
personnel to the treatment areas as manpower permits.  The Treatment Group 
Supervisor communicates with the Transport Group Supervisor, as patients are 
ready for transport.  When possible, the Treatment Group Supervisor should be 
selected on experience and EMT certification level. 
 
TRIAGE GROUP SUPERVISOR:  An EMT assigned to make determinations on 
prioritization of victims and may head up a team to accomplish this task on 
larger incidents.  This is usually one of the first roles assigned.  The Triage Group 
Supervisor should coordinate with the Extrication Group Supervisor (if assigned) 
to oversee the movement of patients to the treatment areas.  
 
 ²ƘŜƴ ǇƻǎǎƛōƭŜΣ ǘƘŜ ¢ǊƛŀƎŜ DǊƻǳǇ {ǳǇŜǊǾƛǎƻǊ ŀƴŘ ǘƘŜ 9a¢Ωǎ ŀǎǎƛƎƴŜŘ ǘƻ ǘƘŜ 
Triage Group should be of the most experience and highest EMT certification 
level available. 
 
TRAIGE TAG: A tag used for prioritizing the need for transport.  ATAB 6 will use 
the METTAG as a standard triage tag.  All first responders and ambulances 
ǎŜǊǾƛŎŜǎ ƛƴ !¢!. с ǿƛƭƭ ǳǎŜ a9¢¢!DΩǎΦ  tŀǘƛŜƴǘǎ ǿƛƭƭ ōŜ ǇǊƛƻǊƛǘƛȊŜŘ ŀǎ ŦƻƭƭƻǿǎΥ 

 
Black  (DEAD / NON-SALVAGEABLE): A patient, who is dead on arrival or, who 
due to the severity of their injuries, cannot be salvaged.  These patients will be 
identified with a Black triage tag. 

 
RED  (IMMEDIATE): A patient who meets ATAB 6 anatomic or physiologic criteria 
for trauma severity.  These patients will be identified with a Red triage tag. 

 
 Yellow  (DELAYED): A patient who does not meet ATAB 6 anatomic or 

physiologic criteria for injury severity, but does have injuries that have rendered 
them non-ambulatory.  These patients will require ambulance transportation 
and will be identified with a Yellow triage tag. 

 
Green  (HOLD): A patient who is not classified Red or Yellow.  These patients 
may have no injuries.  Green patients with minor injuries may however, need to 
be seen at a medical facility (i.e. local medical clinic) for first aid, stress 
debriefing or observation.  Green patients should be ambulatory and should not 
require ambulance transportation or hospitalization.  These patients should be 
transported using buses or vans.  They will be identified with a Green triage tag. 
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UNIFIED COMMAND: When there is an overlap of jurisdiction for the incident or 
there is more than one agency sharing the management responsibility, officials 
from EMS, Fire, Police, and other agencies may serve in a Unified Command.  A 
Unified Command structure should consist of all the involved agency officials 
contributing to the command process, but there should be one key official that is 
recognized as the Incident Commander for communications purposes. 
 
ZONE:   A geographical area or location used for preplanning the response to a 
MCI. 
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Appendix B ɀ Triage  
 

It is important to understand the differing types of triage that may be applicable 

depending on the emergency presented.  ABC Triage shall be the initial system utilized, 

this by design will address life-threatening problems but can be accomplished very 

quickly. Historically we are most well versed with the START system and to a lesser 

degree the Jump START system for the pediatric component.  While these systems 

address the moving of the minimally or uninjured injured patient first, this may not be 

practical in events that are presented in a restricted environment i.e. a Bus.  In the case of 

a bus it will be most advantageous to work from the point of rescuer ingress forward 

dealing with patients sequentially regardless of status.  This will ultimately be the more 

expeditious approach.   

 

 
A. GENERAL CONSIDERATIONS 

 
1. Utilize the color-coded triage tags provided. One should be tied to the upper 

extremity in a visible location (wrist if possible).       
a. RED ɀ      Immediate   . 
b. YELLOW ɀ D  Delayed     d 
c. GREEN ɀ    Ambulatory   .   (minor)  
d. BLACK ɀ     Deceased  .       (Non-Salvageable) 

 
2. Independent decisions should be made for each victim. Do not base triage 

decisions on the perception of too many REDS, not enough GREENS, etc.  
 

3. If borderline decisions are encountered, always triage to the most urgent 
priority (eg. GREEN/YELLOW patient, tag YELLOW).  

 
4. Secondary triage will be performed on all victims during the treatment phase 

of the incident.  
 

The least experienced and qualified member of the first arriving EMS unit should 
proceed with primary triage, using the ABC system.  If an EMS unit will not 
arrive immediately, assign any available personnel trained in ABC to 
immediately begin primary triage.  Triage and tag patients where they lie.  
REMEMBER to treat the simple airway problems, correct severe bleeding, tag the 
patient, and move on.  This simple step will save more lives than extensive 
resuscitation efforts by the first arriving units. 
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B. PRIMARY TRIAGE: 
 
ABC  - Airway, Breathing & Circulation  
 

ABC should be used for the Initial Triage of patients in the field.  Emphasis 
needs to be placed on the rapid triage and tagging  (10 seconds per patient) 
of all patients followed with expeditious delivery for Secondary Triage at the 
Treatment Area.  Delivery of patients by the Litter Bearers to the Treatment 
Area can start occurring as soon as ABC Triage is initiated.  
 

i. Ask that all patients that can walk, please assemble (give directions) and 
meet with (assigned person)    TAG GREEN 

ii. Not Awake NOT Breathing 
Reposition airway.   

If breathing       TAG RED 
No Breathing    TAG BLACK 

iii.  Breathing, Rate over 30   TAG RED 
iv. Evaluate Circulation 

Control hemorrhaging 
 
SHOCK = Pale, Cool, Diaphoretic TAG RED 
If not in Shock   TAG YELLOW 

   
 
C.    SECONDARY TRIAGE 
 

START ɀ Simple Triage And Rapid Transport.  At the secondary site before 
entering the Treatment area patients will be re-evaluated by a more 
experienced EMT for assignment to a Treatment area.  The START system is 
applicable to adults and patients that can speak and understand you as the 
Triage Officer. 
 
JUMP-START ɀ This Triage is orientated to persons, mainly pediatric 
patients and others that cannot verbalize their complaints.    
 
 
See following pages for Triage Flow Charts. 
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APPENDIX C ɀ Organizational Charts  
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APPENDIX D ɀ Forms 
 

1. Hospital Receiving Capabilities Log 
2. Personnel Assignment Log 
3. Staging Resource Log 
4. Transportation Log 
5. 911 Resource Log 
6. Air Transportation Log 
7. Radio Frequency Assignment Log 
8. Patient Flow Form 
9. Air Resource Cheat Sheet 
10. Response Decision Matrix (Double side with Transporting Ambulances) 
11. MCI Field Notes 

 
 
 
PLEASE NOTE:  All these forms may be found as a pdf file on the accompanying CD. 
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