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Planning for and Response to a Multiple Casualty Incident
This standard is issued under the fixed designation F 1288; the number immediately following the designation indicates the year of
original adoption or, in the case of revision, the year of last revision. A number in parentheses indicates the year of last reapproval. A
superscript epsilonej indicates an editorial change since the last revision or reapproval.
1. Scope local resources and of routinely available regional or multi-

1.1 This guide covers the planning, needs assessmengrisdictional medical mutual aid, and for which extraordinary
training, integration, coordination, mutual aid, implementationmedical aid from state or federal resources is very likely
provision of resources, and evaluation of the response of Equired for further diagnosis and treatment. _
local emergency medical service (EMS) organization or 3.1.3 EMS control/medical group supervisien the first
agency to a multiple patient producing situation that may o€mergency medical services response at the incident scene, or
may not involve property loss. This guide is limited to the designated .by the local response plan or incident co_mmand to
pre-hospital response and mitigation of an incident up to ande respon5|_ble for the overall management of the incident's
including the disposition of patients from the incident scene. EMS operation. _ o

1.2 This guide addresses the background on planning, 3.1.4 extrication managementthe _fur_10t|on of supervising
scope, structure, application, federal, state, local, voluntar?€rsonnel who remove entrapped victims.
and nongovernmental resources and planning efforts involved 3.1.5 fatality managementthe function designated by ex-
in developing, implementing, and evaluating an EMS annex, ofsting plans, or the EMS control/medical group supervisor, to
component, to the local jurisdiction’s emergency operation®rganize, coordinate, manage, and direct morgue services.
plan (EOP) as defined in the Federal Emergency Management3-1.6 incident commanderthe individual responsible for

Agency (FEMA) publication, Civil Preparedness Guide (CpG)the overall on-s_ite management a_nd coordination of personnel
1-82 and resources involved in the incident.

1.3 This standard does not purport to address the safety 3-1.7 logistics resources managemerthe function respon-
problems associated with its use. It is the responsibility of theSible for acquiring personnel, equipment (including vehicles),
user of this standard to establish appropriate safety and healt@cilities, supplies, and services as requested by the incident
practices and determine the applicability of regulatory limita- cOmmander.

tions prior to use. 3.1.8 medical communications managemeitihe function
designated by the incident commander or EMS control/ medi-
2. Referenced Documents cal group supervisor to establish, maintain, and coordinate
2.1 ASTM Standards: effective communication between on-site and off-site medical
F 1149 Practice for Qualifications, Responsibilities, andPersonnel and facilities. _ _
Authority of Individuals and Institutions Providing Medi- ~ 3.1.9 medical supplies managemesthe function desig-
cal Direction of Emergency Medical Servies nated by the incident commander to manage equipment and
report to EMS control/medical group supervisor.
3. Terminology 3.1.10 mental health coordinatera qualified mental health
3.1 Definitions of Terms Specific to This Standard: professional responsible for coordinating the psychosocial

3.1.1 command postthe physical location from which assessments and interventions for responders, affected indi-

incident command exercises direction over the entire incidentiduals, and groups. o o
3.1.2 disaster—a sudden calamity, with or without casual- 3.1.11 multiple casualty incident (MCh-a type of signifi-
ties, so defined by local, county, or state guidelines. cant medical incident that may fall into the following catego-

3.1.2.1 medical disaster-a type of significant medical in- ries:

cident which exceeds, or overwhelms, or both, the capability of 3.1.11.1extended-an incident for which local medical
resources are available and adequate to provide for field
medical triage and stabilization, and for which appropriate
* This guide is under the jurisdiction of ASTM Committee F30 on Emergency |ocal facilities are available and adequate for further diagnosis
Medical Services and is the direct responsibility of Subcommittee F30.03 °oYnd treatment
Organization/Management. '
Current edition approved July 6, 1990. Published August 1990.
2 Available from FEMA, P.O. Box 70274, Washington, DC 20024.
3 Annual Book of ASTM Standardéol 13.02.
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3.1.11.2major—an incident producing large numbers of 4.2 The body of knowledge on which the guide is based was
casualties, for which routinely available regional or multi- drawn from a wide variety of sources, including individual
jurisdictional medical mutual aid is necessary and adequate fauthors, academic institutions, and federal, state, regional, and
further diagnosis and treatment. local organizations.

3.1.12 mutual aid—the coordination of resources, including 4.3 This guide is organized in such a way as to provide
but not limited to facilities, personnel, vehicles, equipment, andhose responsible for planning, implementing, and evaluating
services, pursuant to an agreement between jurisdictions prthe emergency medical components of the local pre-hospital
viding for such interchange on a reciprocal basis in respondingesponse to multiple casualty incidents with information they

to a disaster or emergency. can readily use to ensure that their response is as expedient and
3.1.13 needs assessmena preliminary survey of real or appropriate as is reasonably possible.
potential hazards in a specific geographic area. 4.4 The guide was created to organize, collate, and distrib-

3.1.14 operations officer-individual who assists the inci- ute related information in such a way as to be readily accessible
dent commander on issues relating to the operations of th® people in the fields of emergency medical services and
incident. emergency management.

3.1.15 public informatior—a function designated by the 4.5 This guide should not be perceived as an inflexible rule
incident commander for the dissemination of factual and timelyor standard but as a guide that should be adapted to the needs
reports to the news media. of the individual community, and should be refined and

3.1.16 safety managementithe function that identifies real improved as the body of knowledge on which it is based
or potential hazards, unsafe environment or procedures at thecreases.
incident scene, and recommends the appropriate corrective or
preventive actions under the authority of the incident com-=2. Significance and Use
mander, to ensure the safety of all personnel at the incident 5.1 This guide is intended to assist the management of the
scene. local EMS agencies or organizations in the design, planning,

3.1.17 sector officers (group supervisors/leaders/and response of their jurisdiction’s resources to multiple
managers)-qualified personnel who control a specific area orcasualty incidents (MCIs).
task assignment. 5.2 This guide does not address all of the necessary plan-

3.1.18 staging area—the location where responding emer- ning and response of pre-hospital care agencies to an incident
gency services equipment and personnel assemble for assighat involves the total destruction of community services and
ment. systems.

3.1.19 staging managemesntthe function designated by the 5.3 This guide does not address the necessary design,
incident commander that is responsible for the orderly assenplanning, and response to be undertaken by a medical care
bly and utilization of resources in a designated area. facility to an internal or external event that necessitates the

3.1.20 transportation managemenithe function desig- activation of the facility’s disaster plan.
nated by the EMS control/medical group supervisor that is 5.4 This guide provides procedures to coordinate and pro-
responsible for the transportation of the patients from thevide a systematic and standardized response by responsible
incident scene and for coordination with EMS control/ medicalparties, including the local elected officials, emergency man-
group supervisor, communications, and the incident comagement officials, public safety officials, medical care officials

mander. (pre-hospital and hospital), local EMS agencies/organizations
3.1.21 treatment area-the site at or near the incident for and others with objectives and tasks for the pre-hospital
emergency medical treatment prior to transport. management of a significant incident.

3.1.22 treatment managemesnthe function that is respon- 5.5 This guide provides for the establishment of an incident
sible for the definitive on-scene medical treatment of patientscommand system with position descriptions that identify mis-
3.1.23 triage—the process of sorting and prioritizing emer- sion, functions, and responsibilities of the command structure
gency medical care of the sick and injured on the basis ofo be used at a MCI. The incident command functions include
urgency and type of condition present, and the number obut are not limited to staging, logistics, rescue/extrication,
patients and resources available in order to properly treat angiage, treatment, transportation (air, land, and water), commu-
transport them to medical facilities appropriately situated andications, and fatality management.
equipped for their care. 5.6 This guide provides examples and other management
3.1.24 triage area—a location near the incident site to tools that can assist in providing training objectives and
which injured persons should be brought, triaged, and takedecision making models for dispatch, response, triage, treat-
directly to the treatment area. ment, and transportation for local jurisdictions experiencing
3.1.25 triage managemeantthe function that is responsible multiple casualty incidents.
for triage and preliminary treatment of casualties.
PLANNING
4. Summary of Guide
4.1 This guide is based upon a body of knowledge on thé- Planning
planning, implementation, and evaluation of the emergency 6.1 Purpose—Planning should be a cooperative effort be-
medical components of the local pre-hospital response ttween local EMS providers and the jurisdiction in which they
multiple casualty incidents. deliver services. The plan should be written to establish the
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emergency organization, basic policies, responsibilities, and 6.4.3.1 Consideration of the potential for specific incidents,

actions required for support of local operations of emergency 6.4.3.2 Evaluation of the potential harm resulting from the

medical/health plans. Plans should ensure rapid medical assiscident, and

tance to persons requiring aid due to an incident. Plans should 6.4.3.3 Evaluation of the resources required to respond to

describe a system for coordination of alerting, dispatching, anthe incident.

uses of medical personnel and resources whenever a local6.4.4 Approach—The following are suggested approaches

emergency medical health agency requires assistance frot completing a needs assessment:

another EMS agency/jurisdiction. The plan should be designed 6.4.4.1 Form a team to identify the potential hazards, risks,

to be an extension of day to day service, facilities, andand impact relating to potential MCls.

resources. 6.4.4.2 Consult the local or state civil defense/emergency
6.2 Goal—The plan ensures adequate and coordinated efreparedness offices for assessment information.

forts that will minimize loss of life, disabling injuries, and  6.4.4.3 After identifying potential MCls, evaluate them for

human suffering by providing effective medical assistanceheir potential hazards, risks, and impact.

through efficient use of medical and other resources in the §.4.4.4 Evaluate the area’s resources.

event of emergencies resulting in multiple casualty incidents. 6.4.5 Resources Assessmertonsider the personnel re-
6.3 Objectives—The primary objectives of a plan should quired for performing such tasks as emergency medical ser-

include a process whereby: vices, firefighting, and rescue. Inventory equipment for the job
6.3.1 Each EMS agency/jurisdiction should have a plan tand evaluate its ability to perform the task. Prepare a written
meet its own needs within its capabilities. description of what potential incidents exist, and the ability to

6.3.2 Each EMS agencyl/jurisdiction should enter into murespond to these incidents.
tual aid agreements with other local or regional jurisdictions 6.4.6 Once complete, the needs assessment becomes part of
which can be invoked when local capability to manage ahe plan.
situation has been exceeded. Each jurisdictional plan should 6.5 Plan Components- The plan should include provision
facilitate the access and utilization of local and state resourcesor the following:
6.3.3 The EMS agencyl/jurisdiction’s plan should conform 6.5.1 Organizational Structure for Response
to appropriate regional and state plans. 6.5.1.1 The plan should define an overall incident organiza-
6.3.4 Each EMS agency/jurisdiction should define trainingtion based on a strategy of efficient and effective utilization of
requirements, and develop and utilize a training program base@sources.
on the needs assessment of the community. 6.5.1.2 The plan should address chain of command, includ-
6.3.5 The plan should be a coordinated interagency efforiing transfer of authority of any officer or position.
Responsible agencies should have regular interaction in order 6.5.2 Organization of Manpower and Resources for Re-
to facilitate working relations during an incident. sponse
6.3.6 Plans and procedures should be reviewed and revised6.5.2.1 The plan should provide for delineation of respon-
regularly on the basis of tabletop exercises, simulated incisibilities and authority for all involved response personnel and
dents, or actual events. agencies.
6.4 Needs Assessment and Hazards Analysis 6.5.2.2 The plan should address necessary resources for
6.4.1 A needs assessment is a preliminary survey of real agach level of event and prepare for availability and updating of
potential hazards in a specific geographic area. Basic to thgose resources.
planning process is an understanding of the problems that 6.5.3 Response

should be anticipated in the specific area. 6.5.3.1 The plan should provide for appropriate response to
6.4.1.1 A needs assessment lets the EMS agencwCls.
jurisdiction know what to expect. 6.5.3.2 The plan should provide for organization and imple-
6.4.1.2 It prevents planning for unnecessary events. mentation of the following during MCls:
6.4.1.3 It provides an incentive for the EMS agency/ (a) Incident command system,
jurisdiction’s plan. (b) Patient triage, treatment, and transportation areas,
6.4.1.4 It might indicate preventive measures. (c) Transportation dispatch and routing (ground, air, and
6.4.1.5 It creates an awareness of new hazards. water),
6.4.2 When the needs assessment is complete, the jurisdic-(d) Coordination with receiving hospitals (patient care ca-
tion should be able to make the following decisions: pacity inventory (PCCI)),
6.4.2.1 The type of planning desired, (e) Medical teams,
6.4.2.2 What types of response to emphasize, (f) Communications plan,
6.4.2.3 What resources will be needed to fulfill that re- (g) Psychosocial services,
sponse, and (h) Medical records, and

6.4.2.4 The type and quantity of mutual aid and support (i) Resource inventory list of equipment, services, and
services that might be required outside the normal jurisdicpersonnel.

tional services. 6.5.4 Coordination— Each EMS agency/jurisdiction should
6.4.3 Components-There are three basic parts to a needshave plans and procedures that facilitate working with other
assessment: response agencies during a MCI. Communications with these
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organizations should be established on a regular basis to ensurgb) Assignment of review date,

a more effective response. The EMS agency/jurisdiction should (¢) Amendments, and

effectively interact with the following: (d) Definitions used in plan.
6.5.4.1 Hospitals, hospital consortia, skilled nursing facili- 6.8.2.2 Participatior

ties, poison control centers, and other specialty care centers, (a) Extent and limit of participation: emergency agencies,
6.5.4.2 Health department and mental health agencies, adjacent counties and cities, state agencies, and out of state

6.5.4.3 Law enforcement agencies, jurisdictions,

6.5.4.4 Fire services, (b) Point of contact,

6.5.4.5 Other EMS agencies, (c) Request for mutual aid,

6.5.4.6 Local companies and businesses, (d) Obligations of the plan,

6.5.4.7 Local/regional EMS councils, (e) Conditions for refusing to provide aid, and

6.5.4.8 Media, (f) Withdrawal from plan.

6.5.4.9 Emergency management offices of the local jurisdic- 6-8-2.3 Organization
tion, (a) Local organization chart,

6.5.4.10 Local emergency planning committees (as defined (P) Extent of authority of person initiating plan,
by law for hazardous materials (HAZMAT) mitigation), (c) Line of authority in absence,

6.5.4.11 Specialty services such as CHEMTREC, (d) Status of EMS agency,

HAZMAT teams (medical and mitigation), mine rescue teams, (e) Maintenance of individual authority of requesting inci-
search teams. etc. dent command or EMS control,

6.5.4.12 Social service agencies such as the American Red () Local mutual aid plan operations exclusive of city or

Cross, Salvation Army, churches, and religious and communit;?ounty plgn., . S
service groups, (9) Assisting state or private institution,

6.5.4.13 City or county government, (.h) Assistipg fede.ral institution, .
6.5.4.14 Neighboring jurisdictions, (i) Operation of city or county dispatch center,

6.5.4.15 State Government Procedures for obtaining as- () Preparation and use of participants’ inventory and re-

. ; ; ources
istan from state r r including r r f th L e
ilzti)ncz: Glj)ard Sa?,]g esources, uding resources o % (k) Participation in the state EMS mobilization and mutual
' aid plan,

6.5.4.16 Federal GovernmentProcedures for obtaining (1) Procedures to obtain activation
assistance from local installations of these agencies, including (m) Authority and responsibility ,of EMS agencies and
military resources, U.S. Weather Service, or National Park_*

o) S . services, and

Service; and procedures for obtaining assistance through the(n) Coordination with other EMS services
state from federal agencies such as the Department of Health6 8.2.4 Equipment Loss Replacement Pro.cedures
and Human Services or the Environmental Protection Agency. 6.8.2.5 Reimbursement

6.6 Legal Issues- Ensure that the plan is in compliance 6.8.2.6 Liability
with local, state, and federal laws and regulations. 6.8.2.7 Operatién Command Procedures

6.7 Psychosocial ServicesArrangements for psychosocial 6.8.2.8 Post Incident Evaluation
services should be an integral part of the planning process. 6'8.3.Request—When requesting mutual aid for an incident
Efforts should be made to solicit involvement from profes- pe.ch.‘y the following: '
sional clinicians who are experienced with medical systems. R 6.8.3.1 Nature and location of the MClI
coordinator should be assigned who parti_cipates as an active6:8:3:2 Type of equipment and numb’er of personnel re-
memb_er Of. the area plannlng effort. This team should b uested, and whether specialized personnel are needed,
organized, in place, and an’iI|ab|e as part of any community” g g 3 3 | ocation where assisting units shall report (staging
response effort. Further, this team should participate in al£1r

. . : . ea), and
phases of the response, including planning and evaluation. 6.8.3.4 Radio frequencies assigned to the incident.

6.8 Mutual Aid

6.8.1 Planning Stage Note 1—The agency receiving the request should consider availability

6.8.1.1 Define who will respond where and when, and whapf resources and provide the estimated response time to the staging area.
advanced life support procedures are authorized, etc. 6.8.4 Decision Plan— Develop a decision plan for deter-

16.8.1.2 Establish formal written agreements between jurismining when to activate mutual aid agreements, request state
dictions to mitigate potential problems before they occuraid, or recommend a state request for federal aid. Base the
Establish protocols for requesting aid and conditions fordecision on resources, personnel, and number of patients.

refusing to provide aid. 6.9 Evaluation—The evaluation of an effective pre-hospital
6.8.1.3 Update the equipment inventory and distribution ofEMS system response to a MCI must encompass an objective,

resources. as well as a subjective assessment of the planning, needs
6.8.2 Formal Agreemenrt- The written agreement should assessment, training, communication, integration, coordina-

also include: tion, mutual aid, implementation, and provision of resources by
6.8.2.1 Objectives all organizations and agencies written into that area’s plan.
(a) Definition of mutual aid, Because of the lack of reliable EMS system MCI analysis, all
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evaluators are urged to share their findings with the EMS an&ection, to prepare short/long term objectives and strategic

emergency management communities. decisions for incident command; and) (Logistics Branch/
6.9.1 Post Incident Analysis-A subjective assessment of Section, in charge of securing resources and supplies.

response to an actual incident should be held for all organiza- 7.1.2 The general ICS training courses currently taught

tions and agencies that participated in the response. Athroughout the country do not specifically discuss the needs for
comments and concerns should be researched for validity anghmediate on-scene responsibilities for EMS.

impact in changing the plan. _ ~ 7.1.3 The concept used in the planning guide for incident
_ 6.9.1.1_ An objective assessment should |n\(olve aII_a_genme@ommand assumes that any EMS agencyijurisdiction having
involved in the response and use a pre-established critique toﬁhthority to develop and implement an effective multiple
developed or accepted by the local planners. _ casualty incident response plan will have the necessary training
6.9.2 Though the format of the objective critique will differ 5nq understanding of the generic incident command system.
from area to area, the following principles of evaluation areThg intent of this planning guide, and specifically this section,
important to the goal of that area’s EMS system’s response t@ 1 reinforce the acceptable job responsibilities and functions
MCls: . _ o specifically required to mitigate a multiple casualty incident.
6.9.2.1 The critique tool should include but not be limited t0 Thjs section does not address all of the components of an ICS
a minimum data set that should be collected as close 10 thiat may be necessary in order for an EMS agencyijurisdiction

conclusion of the emergency state as is safe for responders aggl develop, implement, or mitigate an incident within their
is considerate of medical well-being of victims and respondersisgiction.

6.9.2.2 The minimum data set should include but not be
limited to a collection of reproducible data that can be verifiedt
and validated by subsequent investigators.

6.9.2.3 Whereas summaries for the data should be a matt
of public record accessible to responsible requesters, the actg

7.1.4 This section does not include specific information for
he operations section officer, fire operations, police operations,
ublic works, or hazardous materials teams. It does provide

ggested job junctions for the key EMS positions. It does not

ply that all positions must be staffed in every incident. The
CS section was prepared and written to provide detailed

6.9.2.4 This confidentiality for information involving vic- information for guidance for any EMS agency/jurisdiction

. q d b d by th EMS needing such information. It is not intended to replace an EMS
tims and responders must be ensured by the area a:qengéfency/jurisdiction’s existing ICS plan as it relates to the EMS

fob functions/descriptions of the agency’s established ICS
lans.

8 7.1.5 Job descriptions and functions should be developed
éor all key ICS positions by mutual agreement between
responding, responsible EMS agencies/jurisdictions as they
elate to the overall incident command plan for a jurisdiction.
or the purposes of this planning guide, some job functions
ere merged together. It should be the responsibility of the
MS agency/jurisdiction writing the multiple casualty incident
plans to address any or all of the job functions and ensure that
mtge job functions developed are reviewed by the EMS agencies
and jurisdictions having authority for multiple casualty plan-
ning, response, and mitigation.

collected data should be a matter of EMS confidentiality an
subject to release and disclosure only under subpoena.

which is to improve the future response.

6.9.2.5 The collected data on MCIs should be summarize
and made available.

6.9.2.6 The data should be available for analysis by EM
research groups.

6.9.3 The implementation of the system evaluation after a
incident may be accomplished by any qualified researcher (for
example, conducted by a formally trained researcher) o
participant evaluation group that has received the permission
that area’s medical control to collect data.

6.9.3.1 Multi-disciplinary teams are suggested as syste
evaluators for timely and efficient completion of the entire

critique tool. ) R ) ) ) )
7.1.6 The job descriptions and functions listed in this
IMPLEMENTATION section are models only and are designed to particularly

highlight functions and tasks that must be fulfilled in the EMS
7. Incident Command Structure operations section of an overall ICS. The model can be
7.1 Introduction implemented by a rural EMS agency/jurisdiction, as well as a

7.1.1 The concept of the incident command system (ICSynunicipal EMS agency/jurisdiction. The system is devised
was first developed by Fire Suppression Services in an effort taround functional areas of management rather than staffing all
organize an effective response to forestfires, brush fires, arltgted command positions.
major urban conflagrations. The ICS includes some fundamen- 7.1.7 Although specific functional areas are emphasized, it
tal practices of management and control of personnel andoes not mean that other areas may not be developed, or that
resources. The general concept currently used by a majority dfiese may not be further subdivided. In any incident, any EMS
public safety agencies includes an incident commander cagency or jurisdiction could have several operating sectors
unified command post with staff support officers, and thendepending upon the incident situations. It is important to
distinct operational areas:1) Operations Branch/Section, in remember that, at most, a person given functional responsibil-
charge of the actual tactical deployment of personnel andty within the ICS should not have more than four or five
resources; 4) Financial Branch/Section, for financial and people under his direct supervision, or supervision should be
expense/payment accountability, typically found and used wittmoved to the next lower level of command within the incident
state or federal government respons®; g Planning Branch/ command structure.
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7.1.8 The functions of extrication, triage, treatment, and 7.2.2.6 Number of injuries and number of expected injuries,
transportation are generally performed on all calls whether itbe 7.2.2.7 Radio frequencies currently being used for the
for two people or 200 people. The incident command modeincident, and
presented here for inclusion for a multiple casualty incident 7.2.2.8 Hazards that may hinder incident operation.
plan is one that is flexible and expandable in the particulars of 7.2.3 The incident commander should ensure that the fol-
any given incident. lowing tasks are accomplished:

7.1.9 It should be the responsibility of the EMS agency/ 7231 Establish a command post that should house to-
jurisdiction having authority to ensure that the participants ingether the police, fire, EMS, and search and rescue, to facilitate
the development of the multiple casualty incident planningmaking and implementing face-to-face decisions,
guide for their jurisdictions have necessary knowledge and 7 5 3 5 Announce location of command post,
training on general incident command concepts and organiza-

tion 7.2.3.3 Coordinate interagency on-scene and off-scene com-

munications,

7.2 InC|d_ent Command DutiesThe function Of. mc_ldent 7.2.3.4 Ensure that proper record-keeping is done, including
command is the overall management and coordination of all . : " ;
uch information as who held what positions at what times,

responding personnel and resources. The person assuming Rl

X : " o S nostes, victim data, decision/command orders, log, communi-
c_ommanq will be identified primarily by the type of incident, cations, resources, and personnel present,
fire, medical, traffic, etc.

7.2.1 Upon arrival at the scene, an individual predetermined 7235 Des.igrjate app_ropriate :_anpillary fupctions: EMS, fire
by the jurisdiction having authority shall assume the incidenf" '€SCU€ logistics, stagl_ng, public information, .
command function, and announce his name and title to the /-2-3-6 Request additional manpower and equipment, as

communications center for announcement to all other agenciéPropriate, _ _ .
and others involved. 7.2.3.7 Coordinate and control aircraft traffic in the airspace

7.2.2 The incident commander should request a face-to-fac@ound the incident, . _
briefing with the emergency services personnel in charge at 7-2-3.8 Receive situation reports from ancillary functions

that time to obtain the following information: regarding the status of operations,
7.2.2.1 Nature and scope of the incident, 7.2.3.9 Demobilize incident, and
7.2.2.2 Current situation, 7.2.3.10 Prepare written after-action report.
7.2.2.3 Operational decisions made, 7.2.4 The flow charts shown in Fig. 1 and Fig. 2 provide two
7.2.2.4 Current manpower committed, examples of incident command structures utilized during a
7.2.2.5 Current resources committed, multiple casualty incident.
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FIG. 1 Example 1—EMS Model for Management and Response
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FIG. 2 Example 2—EMS Model for Management and Response

7.3 EMS Control Sectors/Areas/EMS Management Func- (€) Current pre-hospital EMS resources operating on the
tions scene, and
7.3.1 The EMS control/medical group supervisor is respon- (f) Additional EMS resources anticipated,
sible for the overall EMS operations at an incident, and for 7.3.2.3 Based on assessment, request additional EMS equip-
designating EMS functions, as appropriate, managing prement and personnel as needed,
hospital emergency care resources, and forwarding recommen-7.3.2.4 Through communications, advise all area hospitals
dations to the incident command. and specialty centers of the nature and scope of the incident,
7.3.2 The EMS control/medical group supervisor’s functionand the anticipated number of patients that are injured,
is to ensure that supervision is provided for triage, transporta- 7.3.2.5 Designate triage, transportation, treatment, extrica-
tion, treatment, extrication, fatality management, and all EMSion, medical communications, and fatality management,
personnel involved in the incident. In a smaller event, this may 7.3.2.6 Announce location of treatment area to all person-
be done by a single individual operating as incident com-el,
mander, or in a larger event, with additional resources and 7.3.2.7 Coordinate with police, fire, and other agencies as
personnel, this may be expanded to include a specific indiappropriate,
vidual designated as EMS control/medical group supervisor 7.3.2.8 Provide progress report to the incident commander,
reporting to the operations section of incident command. Thand
EMS agency’s local operational plan should ensure for the 7.3.2.9 Demobilize EMS operations.
changeover from a single individual managing the entire 7.4 Extrication— The extrication function is responsible for
incident to a delegation of authority. In either case, the tasks tthe following:
be accomplished under EMS remain the same: 7.4.1 Determining whether primary assessment and primary
7.3.2.1 Report to the incident commander, treatment are to be conducted on-site,
7.3.2.2 Assess the situation, paying particular attention to 7.4.2 Evaluating resources needed for the extrication of
the following: trapped patients and their removal to the treatment area,
(&) Nature and scope of the incident, 7.4.3 Assessing possible safety hazards in the environment
(b) Type(s) of structure(s), vehicle(s), etc., involved, and ensuring that they have been neutralized prior to initiating
(c) Number of patients anticipated, extrication activities until relieved of this responsibility by
(d) Type and extent of injuries anticipated, safety management,
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7.4.4 Requesting additional equipment and personnel, as 7.6.11 Managing all activities within the treatment area, and
needed, from incident command or EMS control/medical 7.6.12 Providing updates to EMS control/medical group
group supervisor, supervisor.

7.4.5 Supervising all personnel assigned to the extrication 7.6.13 Treatment reports to the EMS control/medical group
function, supervisor and supervises all personnel assigned to the treat-

7.4.6 Sending progress reports to the incident commandenent area.
or EMS control/medical group supervisor, 7.7 Transportatior— The transportation function is respon-

7.4.7 Reporting to the incident command when all patientsible for the management of the transport of patients requiring
have been extricated and delivered to the treatment area, andedical treatment from the incident scene, and for the follow-

7.4.8 Coordinating activities with triage, treatment, anding:
fatality management. 7.7.1 Establishing a patient loading area,

7.4.9 The extrication function reports to EMS control/ 7.7.2 Establishing or designating, or both, a medical com-
medical group supervisor, and is designated by EMS controkhunications function,
medical group supervisor or the agencyl/jurisdiction having 7.7.3 Arranging appropriate vehicles and methods of trans-
authority. port (ground or water vehicle or aircraft),

7.5 Triage—The triage function is responsible for the fol-  7.7.4 Maintaining a log of vehicle and patient destination,
lowing (procedures for the triage process are contained in 7.7.5 Coordinating patient allocation and transportation

Section 9): with treatment and staging,
7.5.1 Sorting of patients to establish priorities for extrica- 7.7.6 Determining hospital and specialty referral center
tion, treatment, and transportation, capabilities, and, through communications, updating their sta-
7.5.2 Ensuring that all patients are triaged, tus regularly,
7.5.3 Directing and controlling patient removal teams as- 7.7.7 Assigning patients to be transported to each facility, in
signed to triage, accordance with pre-determined plans and policies or consul-
7.5.4 Ensuring that all patients are transferred to the appraations with medical facilities, or both,
priate treatment areas, 7.7.8 Communicating with receiving facility regarding pa-
7.5.5 Transferring patient care to treatment area, tient condition and status,

7.5.6 Maintaining communication and coordinating activi- 7.7.9 Providing progress reports to EMS control/medical
ties with treatment, extrication, and fatality management,  group supervisor, and
7.5.7 Requesting personnel and equipment, as needed,  7.7.10 Reporting to EMS control/medical group supervisor
7.5.8 Coordinating the activities of all pre-hospital person-when the last patient has been transported.
nel assigned to triage, and 7.7.11 The transportation function reports to the EMS
7.5.9 Managing all triage activities at the site and providingcontrol/medical group supervisor and supervises ambulance,
update to EMS. paramedic, and other transport crews, and all other personnel
7.5.10 Triage reports to EMS control/medical group superassigned to the transportation area.
visor. 7.8 Medical Communicatiors-The medical communica-
7.6 Treatment—The treatment function is responsible for tions function is responsible for establishing, maintaining, and
the definitive on-scene treatment of patients, and for theoordinating medical communications at the incident scene
following: between the hospital’s medical control and the treatment and
7.6.1 Determining the number and type of injured expectediransportation functions as needed. These responsibilities in-
7.6.2 Establishing priority areas for treatment (primary,clude:
delayed, or minor), 7.8.1 Establishing communications link with the designated
7.6.3 Inventorying equipment and personnel necessary fdrospital medical control system,
the supervision of care in their area, 7.8.2 Acquiring hospital status information relating to pa-
7.6.4 Providing for the proper deployment and utilization oftient handling capacity from hospital medical control and
personnel, relaying it to transportation,
7.6.5 Receiving the transfer of patient care from triage as 7.8.3 Obtaining patient-specific advanced life support or-
the patients are transferred from the triage area to the treatmethers as necessary,
area, 7.8.4 Receiving basic patient information and injury status
7.6.6 Ensuring that reassessment and re-triage of patientsfiom triage/treatment and relaying it to hospital medical
done as needed, control,
7.6.7 Ensuring that appropriate treatment is rendered to 7.8.5 Designating patient destination based on pre-
patients within the treatment area, determined bed availability assignment information to trans-
7.6.8 Providing guidance and direction to treatment teanportation,
personnel, 7.8.6 Establishing additional medical communication as
7.6.9 Maintaining constant communication with transporta+equired, and
tion to ensure coordinated patient loading area, 7.8.7 Providing ongoing progress reports to transportation.
7.6.10 Coordinating activities with triage, transportation, 7.8.8 Medical communications is a function designated by
extrication, and fatality management, transportation. It reports to transportation or treatment, or both.



NOTICE: This standard has either been superceded and replaced by a new version or discontinued.
Contact ASTM International (www.astm.org) for the latest information.

A8y F 1288 — 90 (1998)

7.9 Fatality Management-The function of fatality manage- 7.10.2.2 Inventorying equipment and supplies on the scene
ment is to supervise all personnel assigned to the morgue areand determining requirements of additional equipment and
Fatality management controls access to the area and organizespplies,
coordinates, manages, and directs morgue functions, and is7.10.2.3 Receiving requests from the incident commander
responsible for the following: for equipment and resources that must be obtained from

outside the incident area,

Note 2—The function of fatality management may be assigned to any . . . .
emergency service responder until the arrival of the designated personn I7'1O'2'4 Requesting additional equipment and supplies as

(that is, medical examiner, coroner, funeral director). The function oft€y arrive at the scene and notifying incident command, if
fatality management should only be assigned to experienced emergen@ppropriate, as to their assignment,
responders. 7.10.2.5 Maintaining inventory of arriving equipment and

7.9.1 Establishing a morgue area remote from the treatmer‘cl‘f’pp“es’ _ . . .
area and not readily available to other victims, but accessible to -10-2:6 Making provisions for service, repair, and fuel for

vehicles, such as, emergency vehicles, law enforcement, il @Pparatus and equipment, and ,
coroner 7.10.2.7 Coordinating with other personnel, as appropriate.

7.9.2 Assessing resources needed on the scene, Such.a;.lo.z.s The logistics and resources function reports to the

equipment, supplies, personnel, and community health an'@ddem commander. . .
sgcigl servicespp P y 7.10.3 Safety—The safety function monitors and assesses

. - hazards and unsafe situations and develops measures to ensure
7.9.3 Keeping area off-limits to all personnel, except those b

needed personnel safety. Although emergency action may occur to stop
' L ) . unsafe actions, generally such actions should be corrected
79.4 'Coordlnatlng with law enforcement and assisting ththough the incident commander. Other tasks include:
coroners ofﬁc_e a_s nec_essary, o ] ) 7.10.3.1 Surveying incident areas and identifying hazards
7.9.5 Keeping identity of deceased victims confidential, gng potential hazards,
7.9.6 Maintaining records, including victims' identities (if ~ 7.10.3.2 Advising incident command of special equipment,
available), personal effects, location found, etc., and procedures, or teams needed to handle specific hazards,
7.9.7 Providing appropriate security to the morgue area.  7.10.3.3 Identifying and informing incident command of
7.9.8 Fatality management is designated by and reports teazardous or potentially unsafe situations associated with the
EMS control/medical group supervisor or the agency/incident on an ongoing basis,
jurisdiction having authority. 7.10.3.4 Exercising emergency authority to stop and prevent
7.10 Support Functions-Staging, logistics and resources, unsafe acts, and
safety, public information, and critical incident stress teams are 7.10.3.5 Investigating and documenting accidents and inju-
support functions to incident command. ries to emergency personnel and other events that have
7.10.1 Staging—The staging function is responsible for the occurred within incident areas and recommending appropriate
orderly assembly (in a designated area) and on-scene dispat@ftions to eliminate or minimize risks. o
of vehicles, equipment, and personnel, and for supervising air 7-10.3.6 The safety function reports to the incident com-
medical staging and all other personnel assigned to the stagiffgander.
area, and is responsible for: 7.10.4 Public Information—The public information func-
7.10.1.1 Establishing a staging area, tion disseminates factual and timely reports to the news media.
The individual performing this function should be the only

7.10.1.2 Announcing the staging area location to incident ) . S )
command and communications center, so that all respondi erson who deals with the media. The function is responsible
' r the following:

units will report to the staging area, . L -
7.10.1.3 Establishing units for assignment as requested b@f 7.10.4.1 Contacting the incident commander for a briefing

incident command or transportation pon arrival,
] p ' . 7.10.4.2 Contacting the jurisdictional agency in charge to
7.10.1.4 Requesting maintenance for vehicles, through Io(—:

ist t the stadi ded oordinate public information activities,
gistics, at the staging area, as needed, 7.10.4.3 Establishing a media area located away from the

7.10.1.5 Updating incident command of the status of cur+ommand post,

rently available units, and 7.10.4.4 Acting as liaison to the press to identify their needs
7.10.1.6 Demobilizing staging area. and assist them in accessing special resources,
7.10.1.7 The staging function reports to an operations of- 7.10.4.5 Deciding what information should be released,
ficer or the incident commander. 7.10.4.6 Never releasing names of patients prior to notifi-

7.10.2 Logistics and ResourcesThe logistics and re- cation of next of kin, and
sources function is responsible for acquiring personnel, equip- 7.10.4.7 Giving information such as patients’ age, sex, a
ment (including vehicles), and supplies as requested by incigeneral description of injury (multi-trauma, burns, etc.), and
dent command, and for ensuring that the following tasks aréospital where patient was taken when describing injured

accomplished: patients.
7.10.2.1 Establishing an on-site equipment and supply re- 7.10.4.8 The public information function reports to the
source area, incident commander.
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7.10.5 Critical Incident Stress TeamThe mental health 8.2.2 Alerting and notifying receiving health care facilities,
coordinator leads the critical incident stress team. The critical 8.2.3 Communicating the transportation priority and patient
incident stress team is a pre-organized unit that is responsibteeatment care status,
for the delivery of psychosocial support for victims and 8.2.4 Mobilizing medical response personnel,
responders who experience acute stress reactions as the resuB.2.5 Interfacing with law enforcement, fire, and local
of involvement in an incident. This function should include thegovernment agencies and other mutual providers, and
following responsibilities: 8.2.6 Communicating with field personnel to update inci-

7.10.5.1 Coordinating between incident command and prodent response and response requirements.
viders in hospitals or other appropriate agencies, or both, which
provide follow-up services, 9. Patient Care

7.10.5.2 Functioning as advisor to incident command on

matters related to the psychosocial needs resulting from the o= S—See Practice F 1149.

incident, 9.1 Patient Care Capacity InventoryDuring an MCI the
7.10.5.3 Ensuring that training of psychosocial responseélay-to-day hospital care system continues to provide care. In
personnel is established and is appropriate, shifting to an MCI mode it is necessary for pre- and in-hospital
7.10.5.4 Verifying proper credentials of all psychosocialplanners to acknowledge tha¢opletake care of patients. Bed
support staff, counts alone do not determine the ability to take care of
7.10.5.5 Reporting the availability of the critical incident patients. To provide the most effective care for the greatest
stress team at the scene to incident command, number of victims of an MCI, hospitals must assess their
7.10.5.6 Establishing an unobtrusive base of operations inapability to provide such MCI care. This assessment must be
the command post, reported to the EMS control hospital, agency, or officer for
7.10.5.7 Assigning members of the team to cover theassistance in the transportation of field ill or injured patients to
following: appropriate hospitals. The communication of this patient care
(a) Assessing the psychological status of emergency persogapacity inventory should be reported in two categories:
nel and victims of the incident, 9.1.1 Immediate—The ability to devote one of each of the

(b) Providing the opportunity for emotional ventilation or following to each patient for 1 hour:
participation in a defusing, which provides stress management 9.1.1.1 Anesthesiologist,

education, 9.1.1.2 Critical care or emergency care nurse,
(c) Providing information and support to significant others 9.1.1.3 Open surgical suite,

who arrive at the scene, 9.1.1.4 Physician (emergency medicine, critical care spe-
(d) Referring for follow-up services, as needed, and cialist, or general surgeon),
(e) Maintaining records as deemed appropriate. 9.1.1.5 Respiratory therapist or certified nurse anesthetist,
7.10.5.8 The critical incident stress team function reports to 9.1.1.6 Scribe, and

the incident commander. 9.1.1.7 Surgical nurse.

L 9.1.2 Delayed—The ability to devote one of each of the

8. Communications following to each patient fo¥z hour:
8.1 Requirements- EMS communications become particu- 9.1.2.1 Critical care nurse,

larly important during a MCI, in order to ensure that an EMS  9.1.2.2 Physician, and

communications system can meet the special needs of an MCl,9.1.2.3 Scribe.

and not itself become disabled by the MCI. The system design , )

should meet the following requirements: No_T_E 4—The_s_e categorles_ may be further broken down into more
8.1.1 Interagency CommunicatiorsMeans should be pro- speglflc capacntlgs or capabilities such as N!DMS or Armed Services
. - e . Medical Regulating Office (ASMRO) classifications.

vided to allow direct communications as needed among policy,

fire, hospitals, and EMS units from different agencies. Avail- 9.2 Triage: Field Triage During MCI

able techniques include use of radios (common disaster chan-9-2.1 The process of triage consists of three levels: primary,

nels, multiagency multichannel radios, or cross path of chansecondary, and tertiary, with the following objectives:

nels through dispatch center or mobile dispatch center), runner, 9-2.1.1 Primary Triage

and face-to-face communication. The fixed site facilities (&) Rapid patient assessment and tagging (documentation)

should be provided with independent standby power sources 1t0 three groups (see Fig. 3), and

avoid dependence on commercial power. (b) Immediate (brief) life sustaining care, as necessary.
8.1.2 Backup Systems All systems should strongly con- (a)
sider redundancy and backup communication systems. (b)

8.2 Support Functions-An EMS communication system  9.2.1.2 Secondary Triage
must provide the means by which emergency resources can be(a) Document, tag, and sort patients, if not already per-
accessed, mobilized, managed, and coordinated. Telecommigrmed, and
nications for support of EMS functions should include the (b) Provide medical treatment as appropriate and available.

following categories: 9.2.1.3 Tertiary Triage
8.2.1 Dispatching and controlling movements of emergency (&) Determine priority for disposition of the patient from the
vehicles, incident site, and

10
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9.3 Standard Operations and Protocol Compatibitity
Cooperation of planning can minimize problems prior to
occurrence of an MCI. Work within the local EMS region
I [ ——— ] should be done to standardize basic life support (BLS) and

advanced life support (ALS) procedures and protocols for all
patients, including:

9.3.1 Airway management,

9.3.2 Shock,

9.3.3 Chest injuries,

9.3.4 Blunt trauma,

9.3.5 Head injuries,

9.3.6 Major orthopedic injuries, and

9.3.7 Medical emergencies.

9.4 Field Medical Records-Field medical records should
be based on information as available, to include times of

evaluation, treatment, and transport. The following information

should be completed prior to the patient's arrival at the
@ [ ASSESS MENTAL STATUS hospital:

9.4.1 Age, sex, name if known, and address,
9.4.2 Chief complaint, injuries found, and medical problem,
9.4.3 Treatment provided and vital signs,

9.4.4 Agency providing treatment or transportation, or both,
and

RESPIRATIONS

I > 30MINUTE

PERFUSION

> 2 SECONDS

<2 SECONDS

FALS 10 FOLLOW FOLLOWS 9.4.5 Hospital to which patient is transported.
SIMPLE COMMANOS SIMPLE COMMANDS 9.5 Medical Response TeamdMedical response teams can
be activated from a number of sources, including the follow-
. Ingg:.5'1 Local
FIG. 3 Primary Triage 9.5.1.1 Hospital Based Response Teantsospital based

response teams may be able to respond to an incident in a short

(b) Evaluate condition of patients relevant to resourcesperiod of time. The team composition varies, but usually
transportation, and available medical facilities. These factor§onsists of a physician and nurse or EMT-P, or both, who are
will determine their priority for disposition from the scene. trained in triage, field medicine, and the incident command

9.2.2 Triage Categories-Victims are placed into the fol- System. These teams will usually maintain an operational mode
lowing categories in accordance with the local standard ofor a very short period of time until resupplied or until other
medical care during an MCI. For example, see algorithm irPersonnel become available.

Fig. 3. 9.5.1.2 HAZMAT Teams- Hazardous materials teams are
9.2.2.1First Priority/Immediate—Victims who have seri- usually activated through the public health department or fire

ous life threatening injuries but have a high probability ofdepartment. They are activated whenever the possibility of

survival if they receive immediate care. exposure to hazardous materials exists, or whenever decon-
9.2.2.2 Second Priority/Delayed-Those victims who are tamination due to hazardous materials is needed.

seriously injured and whose lives are not immediately threat- 9.5.1.3 Psychosocial TeamsThese teams are activated

ened. Triage status of these patients may change to priority ovéhen calls are made to designated provider agencies and

patients based on medical resources at any time during tHeospitals.

MCI, or upon consultation with on-line medical control, or 9.5.2 State—The State Office of Emergency Services should

both. be contacted regarding state sponsored teams.

9.2.2.3 Third Priority/Minor—Those victims who are in- 9.5.3 National—Disaster Medical Assistance Teams
jured but do not require immediate medical attention, and thoséDMATS) from the National Disaster Medical System (NDMS)
apparently not physically injured. can be activated by the federal government during a disaster.

9.2.2.4 Fourth Priority/Dead/Mortally Injured—Those pa- NDMS is a federally coordinated system that will supplement
tients who are obviously dead as per local medical control oresponses when the incident overwhelms local and state
victims with severe injuries with low probability of survival, capacity to respond. DMATs can only be activated through a
even with immediate care. Based on limited resources somequest from the state government. These are 29-member
patients who are expected to die may not receive immediateeams consisting of physicians, nurses, emergency medical
care. Those patients should be classified in the delayed or otheachnicians, and other personnel that can be mobilized to
category based on local policies. As this is a difficult field respond to a declared disaster. A unit of three DMATs can
decision, actual practice may be to provide treatment anéunction independently. When teams are dispatched to the
transportation. disaster site they will bring necessary supplies and equipment.
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EVALUATION 10.3.7 Incident command system,
o 10.3.8 Drills and exercises,
10. Training 10.3.9 Communications,

10.1 Itis essential that EMS staff at all levels be trained to  10.3.10 Coordination with other agencies and services,
meet their responsibilities in the course of an MCI. This is  10.3.11 Incident-specific guidelines, such as hazardous ma-
critical for four reasons:1) an MCl is unlikely to give advance  terials incidents, rural versus urban incidents, terrorist inci-
warning, which means that response must be rapid angents, etc.,
effective; @) as neither the time nor place of an MCI can be 103,12 Psychosocial impacts of MCls on responders, vic-
predicted, all staff must be trained to respon8) &n MCI tims, families, and the community, and
response will differ significantly from single-patient response; 10 3 13 Evaluation and application of lessons learned from

and @) the ability of the EMS organization to respond drills, exercises, and actual MCI response.
effectively can mean the difference between life and death, and 14 4 Objectives—At the end of a training session, trainees

health and d'sab'“tyt to MCI victims. - should be familiar with incident types, communication sys-
10.2 Levels of Training-Four levels of training are recom- 4o s hre_planning phase functions, scene command functions,

mer)de_d for the.trammg of emergency management Personnelzene triage, special resources, staging management, patient

basic, intermediate, mid-level, and senior management. jjenyification, procedures, medical control, transfer of com-

10.2.1 Basic MCI' Trainingis recommended for all field _mand procedures, PCCI (patient care capacity inventory), and
responders who will need to recognize an MCI, report it iion¢ transport decision procedures.

properly, and respond as effectively as possible during the first 10.5 Training Drills and Exercises

crucial minutes and hours. 10.5.1 Purpose—The purpose of a drill is to test the plan,

fiell(;)'fei Igtreérgridgej mng]aTgsmcfﬁz :/siﬁowgﬁn?gdinifg;u evaluate personnel performance, provide experience and train-
P 9 ying, meet licensure requirements, and draw attention to a

assume incident command positions and responsibilities, mo-
> o . o roblem.
bilize additional EMS resources, and integrate the addition -
10.5.2 Defining Scope

EMS resources into a well-coordinated response. 10521 Determi hich . involved and t
10.2.3 Mid-Level MCI Trainingis recommended for EMS H\éﬁat.e;(tent etermine which agencies are involved and 1o

managers who may need to assume senior incident comma . listi . .
responsibility and interface the EMS response with other é&gﬁf;gtermme a realistic scenario from community’s

emergency response such as police, fire, search and rescue, & ) _ )

public works. _10.5.2._3 Define contingencies for bad weather, out of ser-
10.2.4 Senior Management MCI Training recommended VIC€ équipment, etc.

for senior EMS managers and directors who may need to 10.5.3 Planning the Drill

interface with the news media, coordinate with local govern- 10.5.3.1 Establish a committee with personnel from various

ment officials, and request or mobilize resources from beyon§ections or agencies. The committee should have defined

their immediate jurisdiction. responsibilities and appoint subcommittees as necessary.
10.3 Curriculum—An MCI training curriculum should ad- 10.5.3.2 Establish a timetable for the committee’s work and
dress, at a minimum, the following: for the drill date and times.
10.3.1 Introduction/overview of National Interagency Man- 10.5.4 Drill Management— Safety is the primary concern.
agement System response planning, Identify a safety officer who has authority to stop any portion
10.3.2 Developing the MCI response plan, of the drill.
10.3.3 Roles, responsibilities, and resources of various re- 10.5.5 Insurance—The planning agency should consider a
sponders, services, and levels of government, temporary insurance policy for participants.

10.3.4 Principles and practices for both pre-hospital and 10.5.6 Evaluation—Develop evaluation criteria to test the
in-hospital MCI preparedness, plan/drill exercise and provide timely review of evaluation data
10.3.5 Field management of the MCI, and outcome of the drill with participating agencies. A drill

10.3.6 Triage, planning guidelines form is illustrated in Fig. 4.
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Section |—To be completed during the first meetings of the

committee.
1. Date and time of drill

2. Scenario

3. Total number of casualties and triage priority distribution
Total

Pr. | (RED) Pr. Il (YELLOW)

Pr. It (GREEN}) Pr. IV (BLACK)
4. Committee Assignments and Service Liaisons
. Ambulance coordination

. Fire service

. Law enforcement

. Hospitals

. Staging
Casualty coordination

. Moulage

. Press coordination

Red Cross/blood bank

Site selection and criteria

Fr = N (o B ¢ B © R @ T & i V]

. Evaluation team

I. Communications

m. Chairman

S

. Military
0. Mental health coordinator

p. Medical examiner liaison
g. Funeral directors liaison

Section lI—To be completed during subsequent meetings by the
committee chairman. There should be written reports from each
member. This timetable and these reports can form the beginning of

the written report of the exercise.
5. Ambulance Coordination
a. Participating squads or agencies

Date of Report

No. of vehicles

b. Wil on-site treatment be simulated?

If yes, by whom?

c. Has a map showing the route from the scene to partici-

pating hospitals been prepared?
When will it be distributed?

6. Fire Department Date of Report
a. Extent of participation

b. Name and phone numbers of contact persons

7. Law Enforcement Date of Report

a. Extent of participation

b. Name and phone numbers of contact persons

8. Hospitals Date of Report

a. Extent of participation

b. Name and phone numbers of contact persons

9.

10.

11.

12.

13.

14.

Staging

a. Location
b. Permit obtained (if necessary)
c. Conditions of use

Date of Report

d. Name and phone number of contact person

Casualty Coordination Date of Report
a. Names or organizations providing casualty volunteers
Organizations Contact Person

b. Who will provide training of the casualty volunteers?

(2]

. Who will provide food and transportation of casuaities?

d. Has a letter of instruction been prepared?

e. Have injury assignments beenmade?
f. Have arrangements been made for moulage removal?
g. Have all volunteers signed the consent form?

Moulage Date of Report
a. Names and organizations of moulagers

b. Has the makeup been ordered?
¢. What time will the team arrive at staging to apply

the moulage?
d. Are there any injuries that might present a problem?

Press Coordination Date of Report

a. Has a press release been prepared and by whom (attach
a copy)

b. Have members of the press been invited to observe the
drill, and if so, who will attend?

c. Have arrangements been made for photographs or
videos?

d. Who will be the spokesperson for the drill?

Red Cross/Blood Bank
a. Extent of participation

Date of Report

b. Name and phone number of contact persons

Site Selection and Liaison Date of Report

a. What site has been selected and who is the contact
person?

b. What special requests by this site owner must be adhered
to?

c. What forms of insurance need to be purchased?

d. By whom, when, and at what cost?

FIG. 4 Drill Planning Guidelines

13



15. Evaluation Team

a.

b.

[oX

16. Communications Report
a.

b.

[

17. Chairman
a.

NOTICE: This standard has either been superceded and replaced by a new version or discontinued.
Contact ASTM International (www.astm.org) for the latest information.
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Date of Report
Names and assignments of team members

Have critique sheets been prepared and shared with
evaluators and participants?

Where and when will the evaluation be conducted?

Date of Report
Who will need communications devices and what frequen-
cies will they be using?

What back-up systems are to be used in case of equip-
ment failure?

How will regular radio traffic be managed?

Date of Report
Has a drill protocol, with injury list, been prepared?
(attach a copy)

. Does the protocol describe the incident clearly?

. Does the protocol describe the exercise clearly and how

and when each event is to take place?

. Does the protocol describe clearly who will start and

terminate the exercise and at what times? Who stops drill
in the event of a real disaster?

What financial support is being given to this drill?

FIG. 4 Drill Planning Guidelines

Section Ill—Attach a copy of your hospital-based community-
wide disaster plan.
18. Medical Control
a. Which facility will serve as medical control?

b. Will the drill involve the need for victim decontamination,
and if so, where will it be done (field or hospital)? _____

c. Will med/surg teams be sent to the field, and if so, by
whom?

Section IV—Other considerations:
19. Will aeromedical evacuation take place, and if so, by whom
(name of service and contact person)?

Section V—Sample Consent Form
I, give my permis-
sion for myself to participate in a disaster drill, sponsored jointly by
and the public agencies of ,
to be held on . | understand that the entire drill will
be supervised. | permit photographs or videos to be taken of myself
or my child while participating in the drill and agree that those
photographs or videos may be used by any of the participating
agencies. | understand that makeup may be applied to me to give
the appearance of injury. | also agree not to hold any of the
sponsoring agencies responsible for any injuries | may suffer in
connection with the disaster drill.

Date

Signature of Participant
Witness

Name Address

Participant’s name Participant’s address

Person to notify in emergency Phone number

(continued)
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ASTM International takes no position respecting the validity of any patent rights asserted in connection with any item mentioned
in this standard. Users of this standard are expressly advised that determination of the validity of any such patent rights, and the risk
of infringement of such rights, are entirely their own responsibility.

This standard is subject to revision at any time by the responsible technical committee and must be reviewed every five years and
if not revised, either reapproved or withdrawn. Your comments are invited either for revision of this standard or for additional standards
and should be addressed to ASTM International Headquarters. Your comments will receive careful consideration at a meeting of the
responsible technical committee, which you may attend. If you feel that your comments have not received a fair hearing you should
make your views known to the ASTM Committee on Standards, at the address shown below.

This standard is copyrighted by ASTM International, 100 Barr Harbor Drive, PO Box C700, West Conshohocken, PA 19428-2959,
United States. Individual reprints (single or multiple copies) of this standard may be obtained by contacting ASTM at the above
address or at 610-832-9585 (phone), 610-832-9555 (fax), or service@astm.org (e-mail); or through the ASTM website
(www.astm.org).
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