INCIDENT MANAGEMENT SYSTEM

 AND 

TACTICAL OPERATION MANUAL

SPECIAL OPERATIONS MASS CASUALTY INCIDENTS (MCI)

PURPOSE

The fire department is tasked with the protection of property and life safety.  In the event of a disaster, whether natural or the result of a man made event, the immediate response to that incident will be by fire department jurisdictions.

Boundaries dividing fire districts may determine the initial agency in authority. Mutual aid and first response agreements allow for the immediate delivery of EMS and fire department resources, including additional staffing, equipment and supplies.

The purpose of a county wide plan to Mass Casualty Incidents is to  achieve overall understanding by personnel assisting neighboring departments.  In addition, with a coordinated county plan the use of common terminology and a systematic delivery of EMS to an MCI will integrate the immediate involvement of mutual aid when requested by incident commanders.

The Pierce County Fire Chief's Mass Casualty Incident Plan will append the Department of Emergency Management’s “ESF8-CEMP” and hospital disaster plans.  

PROCEDURE

I. POLICY

A. It shall be policy, when confronted with any multiple casualty incident, to save the greatest possible number of casualties from death or serious disability.   This is accomplished by prompt triage, appropriate treatment, and prioritized patient transportation to the designated medical facilities.

1. A Major MCI or Minor MCI shall be implemented at the discretion of the first arriving officer.  At any given time, the on scene incident command officer may, by assessing the current conditions of the emergency, declare a MAJOR MASS CASUALTY INCIDENT.

2. MULTIPLE Patient Incidents may represent those emergencies where initial response teams are capable of managing adequately.

3. MINOR Mass Casualty Incidents would be those responses that would flex initial companies and require a greater alarm to meet staffing / equipment needs to assist in the treatment of patients.

During a mass casualty incident, the on scene command officer would be able to upgrade the response with the resources available within that fire jurisdiction.  This may include mutual aid or automatic response from neighboring fire jurisdictions.

4. If an event exceeds fourteen (14) patients, or if an incident generating patients (natural or manmade) is not controllable with normal resources, the situation should be declared a MAJOR Mass Casualty Incident.

II. ORGANIZATIONS AFFECTED

A. Pre-Hospital Care Providers

1. Fire departments are the first responders to emergency incidents.  Unified command and on scene emergency operations will be the responsibility of the fire service.

2. Non-Fire based ambulances will provide transportation of injured victims to receiving center.  In certain situations, personnel from private ambulance companies may be requested to assist with initial scene management as directed by the incident commander.

3. Law enforcement will be tasked with overall scene security and evacuation.

4. The Disaster Medical Control Center, as identified by the Pierce County EMS “Annex K”, will assume the responsibility of providing coordination among hospitals in the event of a disaster.  At present, Good Samaritan Hospital is the only designated DMCC.  Madigan Army Medical Center is the backup DMCC.
5. Base station hospitals will not be utilized for on scene direction of patient care.  This function is the sole responsibility of the DMCC.

6. Receiving centers will provide immediate required information for a countywide bed count and operational capability of their respective hospital.  This information will be collected by the DMCC.  All Receiving Centers will remain in a readied status until declaration to terminate the incident is made by the DMCC.

7. The Tacoma Pierce County Health Department is the lead agency for the coordination of public health services.  TPCHD will assist by providing guidance to political jurisdictions, agencies and individuals.

8. The Department of Emergency Management may provide resource coordination for the incident as requested.  This may include the activation of the Emergency Operations Center (EOC).

9. The Pierce County Medical Examiners office is the lead agency for activities concerning the deceased, as a result of disaster or emergency, including temporary morgue, identification, and disposition of the deceased.

10. The Federal Bureau of Investigation may assume identification responsibilities in accidents involving interstate commercial carriers, hostage situations or citizens killed in acts of terrorism.

11. The Tacoma Pierce County Chaplancy will coordinate and interact with affected families, assisting relatives and friends, providing support and comfort.  In addition, TPCC may be asked to facilitate or assist in critical incident stress debriefing for response personnel.

12. The American Red Cross may assist in the notification, relocation, temporary housing for affected persons, and scene support to emergency response personnel.

III. OPERATIONAL GUIDELINES

A. Departmental Standard Operating Procedures should include within the respective tactical operations, a plan in the event of a mass casualty incident or disaster situation, response guidelines to assist in the mitigation of such emergencies.

B. Simple Triage and Rapid Treatment  (START) will be the standard for pre-hospital sorting of injured and ill patients.

IV. RESPONSIBILITIES

A. The first arriving company must include an incident size up, estimated number of patients, initiate a Major or Minor MCI, call for assistance, and notify the Incident Commander of all pertinent incident information (ie: Hazmat, power lines, etc.)  On scene operations will be structured under the Incident Management System.

1. INCIDENT COMMAND: (radio call sign: “COMMAND”) The incident commander will assume overall scene operations pertaining to the emergency incident.  Unified Command, communications, resources, authority, and tactical plans will be established through “COMMAND”.

2. MEDICAL BRANCH MANAGER: (radio call sign: “MEDICAL”) Assigned by “Command.”  “MEDICAL” will be responsible for the coordination of all  triage, treatment and transport.  “MEDICAL” will contact the DMCC to declare the MCI and request to open protocols.  “MEDICAL” will designate triage, treatment and transport areas, and assign personnel to each area as manpower allows.  If possible, these assignments should be made verbally to avoid unnecessary radio traffic.  “MEDICAL” will request and update “COMMAND” regarding the status and needs of the medical operations.

3. TRIAGE SUPERVISOR: (radio call sign: “TRIAGE”) “TRIAGE” will automatically be the driver of the first arriving medic unit, unless reassigned by “MEDICAL” or “COMMAND.” They will be responsible for set up of the triage area.  All patients shall enter the treatment area through triage.  Patients will be assessed, numbered and placed in the appropriate treatment area.  (Patients without ribbon identification will be affixed with the appropriate ribbon identification prior to entering treatment)

4. TREATMENT TEAM SUPERVISOR: (radio call sign: “TREATMENT”)

“TREATMENT” will automatically be the paramedic of the first arriving medic unit, unless reassigned by “MEDICAL” or “COMMAND”. They will be responsible for the treatment of all patients.   “TREATMENT” will set up the treatment area,(s) equipment, and prepare to receive triaged patients.  Treatment tags will be completed for all patients and affixed / tied to the triage ribbon prior to transport.  “TREATMENT” will request additional resources as needed though “MEDICAL”.

5. TRANSPORT SUPERVISOR: (radio call sign:  “TRANSPORT”) “TRANSPORT”, assigned by “MEDICAL”, will be responsible for the transfer of patients to receiving hospitals.  “TRANSPORT” will identify the access and egress routes, coordinate loading, transporting and registering of all patients.  “TRANSPORT” will communicate with the DMCC to determine patient destinations, and coordinate transportation through the Treatment Team Supervisor.  “TRANSPORT” will maintain a record of patient destinations and the transporting agency.  "TRANSPORT" may contact "MEDICAL BASE" directly for the move up of ambulances.
6. SAFETY OFFICER: (radio call sign: “SAFETY”) The assignment of  Safety Officer will be made by “COMMAND” as soon as manpower allows.  “SAFETY” will assume the power and authority to identify, control, and intercede with any portion of the incident, which they judge to be unsafe.  “SAFETY” will inform “COMMAND” immediately of any such situations and only allow efforts to continue after appropriate resolve.

7. MEDICAL BASE SUPERVISOR: (radio call sign: “BASE”) Assigned by COMMAND, the individual responsible for basing will assign companies as requested by “COMMAND” or their designee.  “MEDICAL BASE” will update “COMMAND” as to the units available and / or needed for additional resources to respond to the basing area.  “MEDICAL BASE” will inform ambulances of the proper access and egress routes.

V. PROCEDURES

A. Activation of the MCI Plan 

1. To activate an MCI Plan, the officer in charge of the incident will contact the Fire Communication Center and provide the following information:

a. Title and unit number

b. Notification that a Major or Minor Mass Casualty Incident exists

(NOTE:  The fire communication center will notify the EMS Chiefs, MSOs and all appropriate staff per the MCI run cards)

c. An estimated number of casualties

d. A level of response necessary to manage the incident

e. Complication circumstances (ie: Hazmat, safety hazards, etc)
B. The INCIDENT COMMANDER at an MCI is in command of the entire incident and shall be responsible for the following:

1. Firefighting tactics if a fire has occurred.

2. Notify Fire Communications that an MCI,  (Major or Minor) exists (if this has not yet been done) and request an appropriate response to handle the incident.

3. Appoint a MEDICAL BRANCH MANAGER. (As needed or able)
4. Appoint a SAFETY OFFICER.

5. Establish a safety zone.

6. Identify the location of the basing area and notify all incoming units via Fire Communication of this location.  Assign a MEDICAL BASE  SUPERVISOR.

7. Secure access and egress routes into the area for EMS vehicles.

8. Coordinate operations through a Unified Command with participating agencies

C. An MSO, Experienced Paramedic, or Fire Officer with Paramedic experience (Preferred) shall fill the position of MEDICAL BRANCH MANAGER.

1. MEDICAL is in charge of all EMS Operations and reports to COMMAND.

2. MEDICAL shall size-up medical needs, estimate numbers and severity of patients and inform COMMAND.

3. MEDICAL shall notify DMCC of the MCI with patient estimates and severity, and request permission to “Open Patient Care Protocols”. 
4. MEDICAL shall identify the location for Triage, Treatment and Transport areas.

5. MEDICAL shall identify the Triage, Treatment and Transportation Supervisors.

6. MEDICAL shall manage the Triage, Treatment and Transport Operations

D. The TRIAGE SUPERVISOR shall be the driver of the first arriving Medic unit unless reassigned.  TRIAGE will report to MEDICAL

1. TRIAGE will survey the accident scene, establish triage areas, funnel point(s) and begin triaging patients according to their injuries at the designated funnel point.

2. TRIAGE will number each patient with a permanent-marking pen for tracking purposes and affix / tie a colored triage ribbon.

3. In larger MCI events, assistant triage personnel may be necessary for field triaging.  In events where more than one triage or funnel point exists, the primary funnel point will start numbering patients with the number one (1).  The other triage funnel points will start with the number 100; a third triage funnel point will start patient numbering with 200, and so forth.

E.
The TREATMENT TEAM SUPERVISOR shall be the attending paramedic on the first arriving Medic Unit unless reassigned by Medical or Command. 
1. TREATMENT will assign personnel and coordinate the patient care in areas designated as Red, Yellow and Green.  In a major MCI, TREATMENT may identify “LEADERS” for each treatment area. (Red Leader, Yellow Leader, etc.)

2. TREATMENT shall keep TRANSPORT advised to the number of patient and their injuries.

3. TREATMENT shall request additional resources for the treatment areas as needed though MEDICAL.

4. TREATMENT shall assure each patient has a treatment tag that outlines his or her injuries, vital signs and any treatment done.

F. The TRANSPORT SUPERVISOR should be an Experienced Paramedic, or Fire Officer with Paramedic experience.  They shall report directly to MEDICAL.  Their radio call sign is: “TRANSPORT”

1. TRANSPORT will work closely with TRIAGE and TREATMENT and will coordinate the loading and transporting of all patients.  

2. TRANSPORT will be responsible for the registration of all patients being treated and / or transported.

3. TRANSPORT will establish and maintain radio and / or phone contact with the DMCC and relay all pertinent patient information necessary for them to assign appropriate medical facilities to each patient.

4. TRANSPORT will inform each transporting crew of their patients condition and which medical facility they are to be taken to.

5. TRANSPORT should request additional ambulances, and other transport options through MEDICAL.

6. TRANSPORT should have a personal assistant to help with communications and documentation.

G. LITTER BEARERS will be assigned by COMMAND to a medical staging area and be available for MEDICAL to reassign them as needed.

1. LITTER BEARERS will work in teams of four when ever possible and be under the immediate direction of TRIAGE.  

2. Each team of LITTER BEARERS should have a TEAM LEADER.

3. The LITTER BEARERS should move though the incident scene and secure non-ambulatory patients on a long backboard according to their triaged priority and move them through the triage funnel point and into the treatment areas.

4. LITTER BEARERS should report back to MEDICAL for reassignment once all patients have been moved from the scene to the treatment areas.  

VI. COMMUNICATIONS

A. On-Scene radio communications will be kept to an absolute minimum.  When ever possible, direct verbal contact or runners should be used to communicate between on-scene personnel.

1. COMMAND should be the ONLY person communicating from the scene to the Fire Communications Center.

2. All EMS communications to the DMCC will be limited to MEDICAL and TRANSPORT.

3. Transporting ambulances will not communicate with medical control or the receiving facility unless directed to do so by TRANSPORT.

4. All pertinent patient information will be relayed from TRANSPORT to the DMCC and from the DMCC to the receiving medical facility.  

VII. TRANSPORTATION

A. Fire Department “Medic Units” will typically be held at the scene and utilized as an equipment and supply cache.  Medic Unit personnel will be reassigned by MEDICAL.

B. Private “Ambulances” responding to the incident will base at the designated location.  Ambulance personnel will remain with their respective vehicles until the BASE SUPERVISOR, TRANSPORT or MEDICAL requests them to the scene.

C. Basic Life Support “Aid Units” may be utilized as needed for the transportation of patients to medical receiving facilities.

D. Air transportation should be utilized when appropriate.  All responding Air Ambulances  should be informed of the designated landing zone(s) and communication frequency.   

1. Landing Zones will be designated by COMMAND and appropriate personnel assigned to facilitate a safe and expeditious patient transfer.

E. Busses may be utilized for the transport of multiple patients with relatively minor injuries to a medical receiving center.  

1. Each bus should be staffed with a Paramedic and EMT to provide continued medical assessment and ongoing treatment.

2. Stretcher capable busses are available through MAMC.

VIII. DECEASED PERSONS

A. If possible, deceased individuals should NOT be moved and left in the position found.

1. All deceased individuals should be triaged and tagged accordingly

2. Any deceased individual should be covered with a sheet or blanket.

B. COMMAND and / or MEDICAL will coordinate with the Medial Examiner and / or ME staff for temporary morgue facilities and for the transportation of the deceased to an appropriate facility.

IX. TRIAGE RIBBON 

TREATMENT TAGS 

PRIORITY SELECTION CRITERIA

A. Triage ribbon and treatment tags will be carried on all Medic Units, Command and EMS Staff vehicles,  
B. Triage Ribbon should be used for the following incidents:

1. Anytime there are three or more seriously injured patients.

2. When there are five or more victims at one incident.

3. The ribbon should be tied around the patient’s wrist or ankle.

C. Selection Criteria

1. Immediate  / RED Ribbon

a. Any patient that is breathing faster than 30 times per minute.

b. Any patient with a decreased level of consciousness.

c. Any patient with a capillary refill of greater than 2 second.

d. Any patient with a palpable carotid pulse and no palpable radial pulse.

2. Delayed / YELLOW Ribbon

a. Any patient who requires a stretcher and is not classified as RED or BLACK.

3. Minor / GREEN Ribbon

a. Any patient with minor injuries, who can initially walk away from the incident to a designated holding area.  

4. Deceased / BLACK & WHITE Ribbon

a. Any individual who has obvious signs of death.

b. Any patient who is expected to die because of the seriousness of their injuries.
X. SIMPLE TRIAGE AND RAPID TRANSPORT

A. The START (Simple Triage And Rapid Transport) plan was developed for the use in pre-hospital, Mass Casualty Incidents (MCI’s).  The plan allows Emergency Medical Service personnel to survey a victim and quickly make an initial assessment for the treatment needs and priority of transport to a receiving center.

B. The START Plan uses three (3) criteria to categorize victims:

1. VENTILATION

2. PERFUSION

3. MENTAL STATUS

C. Step #1

The initial medical responder enters the incident area, identifies themselves, and directs all victims who can walk to gather and remain in a safe place.  This system identifies those victims who presently have sufficient respiratory, circulatory, mental and motor function to walk.  Most of these victims will be given delayed or GREEN tape; however, they are not tagged at this time, but triaged separately later.  This is the first triage and the victim’s status may change in the future.

D. Step #2

Begin evaluation of the first non-ambulatory victims where they found.  Assess the victim’s VENTILATION.  Is it normal, rapid or absent?  If absent, reposition the airway to see if breathing begins automatically.  If respiration remains absent, tag the victim as deceased with a BLACK & WHITE ribbon.  Do NOT perform CPR.  If the victim requires help in maintaining an open airway or has a respiratory rate of > than 30 breaths per minute, tag the victim as Immediate with a RED ribbon.  (Attempt to use a non-EMS person to hold position of the airway)  If respiration is normal, <30 breaths per minute go to the next step…

E. Step #3

Assess the victim’s PERFUSION status.  Perfusion can be assessed by performing the capillary refill test and by palpating a radial pulse.  If the capillary refill is >2 seconds at the lip, or if the radial pulse is absent, tag this patient as Immediate and use the RED ribbon.  If the capillary refill is < 2 seconds or if the radial pulse is present, go to the next step.  Any life threatening bleeding should be controlled at this time. Use a  combat tourniquet if applicable or use non-EMS personnel to control bleeding with direct pressure.

F. Step #4

Assess the victim's MENTAL STATUS or LOC.  If the victim has not already demonstrated that he can follow simple commands, ask them to perform a simple task.  If the patient cannot follow simple commands, the patient is triaged as Immediate and tagged with a RED ribbon.  If the patient can follow simple commands, the patient is triaged as Delayed and tagged with a YELLOW or GREEN ribbon depending on their condition.  (The victim’s condition or injuries will determine the priority of the YELLOW vs GREEN)

MCI Resource List

MCI Trailers  ~  Request Through Fire Comm.

West Pierce Fire & Rescue (MCI  21)

20 Patients


Central Pierce Fire & Rescue (Air 66)

100 Patients


Gig Harbor Fire & Medic One (MCI  51)

20 Patients


Tacoma Fire Department  (MCI Trailer)

100 Patients

Madigan Medical  (MCI Van)
DMCC


Good Samaritan Hospital  (Primary)


253 848 0465


Madigan Army Medical Center (Back Up)

253 968 1396
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