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SNOHOMISH COUNTY FIRE CHIEFS 
MULTIPLE CASUALTY INCIDENT PROCEDURE 

60-02-02 
March 2002 

 
 

PURPOSE: 
The Multiple Casualty Incident Plan outlines the response policies and procedures to be 
implemented in the event of a Multiple Casualty Incident. 

 

PERSONNEL AFFECTED: 
 All Personnel 
 

REFERENCE: 
 Incident Management System 
 Three Passport TM Accountability System 
 Communication Center Policies 
 Terrorism Response Coordination Plan - 1999 

Snohomish County Fire / EMS Resource Plan –June 2000 
 King County Fire Chiefs Multiple Casualty Incident Plan –2001 
 Pierce County Multiple Casualty Incident Plan -1998  
 

POLICY: 
The Multiple Casualty Incident Plan (MCIP) shall be implemented by the first arriving 
unit/Incident Commander based on an evaluation of patient count, severity of injuries and 
available resources.  
 
Based Upon Initial information received by the Communication Dispatch Center, (SNOCOM, 
SNOPAC, Marysville), the Dispatcher may activate the MCI Plan when information received 
meets the MCI criteria.  
 
Each agency, shall utilize the Incident Command System (ICS), and will maintain control of 
any Multiple Casualty Incident (MCI) that occurs within its service area. Unified Command may 
be established when the incident involves multiple jurisdictions or agencies.  

 
These policies and procedures have been developed for use by the King – Snohomish – 
Pierce County fire departments and districts, paramedic providers, dispatch centers and other 
governmental agencies that may be deployed to a Multiple Casualty Incident. This plan is 
designed as a component of the Tri-County Fire Resource Guide and Emergency Operations 
Plan. 
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LOCAL POLICY AND PROCEDURES: 
 

Local agencies, fire zones, and dispatch centers may have additional policies or procedures 
designed to enhance their response to a Multiple Casualty Incident. Agency-specific policies, 
which are not detailed as part of this plan, may include, but are not limited to: 

  
  1. Protocol for dispatcher activation of the MCI Plan 
  2. Recall procedures for off-shift personnel 
  3. Matrix for requesting additional units/personnel to an MCI 
  4. Procedure for using air ambulances 
  5. Notification procedure for Medical Examiner 

6. Mobilization of CISD 
 

RESPONSIBILITIES:   
 
Activation of an MCI: 
 
 Incident Commander Responsibilities: 

1. The Incident Commander (IC) must contact their local Dispatch Center and provide a 
verbal size-up of the incident. This should include a brief description of the type of 
incident, approximate number of patients and declaration of an MCI.  

2. Additional resources should be requested by the Incident Commander through the local 
Dispatch Center. 

3. The Incident Commander is responsible to assure that Hospital Control is activated. 
This can be accomplished by the IC or designee directly from the scene, or through the 
local Dispatch Center at the request of the Incident Commander. 

 

Communications: 
1. The IC is the only individual authorized to communicate with the local Dispatch Center.   
2. The Transportation Team Leader or designated “Hospital Coordinator” are the only 

personnel authorized to communicate with Hospital Control. 
3. Designation of patient destination and notification of receiving facilities is the 

responsibility of Hospital Control. 
4. Except in an emergency, all transporting aid unit and ambulance personnel shall not 

attempt to notify their destination hospital.  
 

Activation of Hospital Control: 
  

1. Primary: 
Contact Providence General Medical Center –Colby Campus at 425-261-3033 and 
request the Charge Nurse for “activation of the MCI Hospital Control Plan.”   
  

2. Secondary: 
The back up Hospital Control Center is Harborview Medical Center. (HVMC)  
206-731-3074  

  
3. Tertiary: 



Overlake Medical Center at 425-462-5200 or 425-455-6941 
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 If communications with Hospital Control has not or cannot be established, initial MCI patients 

may be transported using the following guideline: 
1. The first ten (10) patients may be sent directly to HVMC with little or no prior 

notification. 
2. One (1) or two (2) category red patients may be sent to each of the other regional 

trauma hospitals. 
3. Depending upon the type of incident, the closest hospital may be inundated with 

casualties that have self-directed. Use caution when selecting the closest facility 
for transport without prior contact with Hospital Control. 

 
ORGANIZATIONAL POSITIONS: 
 

Incident Commander: 
Consistent with the Incident Command System, the Incident Commander (IC) is in charge of 
the entire incident.  
1. Develop a management system necessary to control the incident 

a) Establish Medical Group positions 
2. Ensure that adequate resources are requested 
3. Direct incoming resources 
4. Establish Command Post and necessary staging areas 

 
Medical Group Supervisor: 
Responsible for developing and coordinating a medical group necessary to manage multiple 
casualty patients. 
1. Coordinate triage, treatment, transportation, staging, and morgue operations. 
2. Ensure adequate resources are requested/assigned within Medical Group 
3. Recommend the early activation of Hospital Control 
4. Accountable for the personnel assigned to the Medical Group 
 

Triage Team Leader 
Responsible for directing and coordinating triage activities. 
1. Patients will be numbered sequentially starting with the number one (1) and should be 

written in indelible marking pen on the patients forehead, cheek, chest, or arm - in that 
order of priority. 

2. The first arriving unit “Driver” will initiate the field triage. Each triaged patient will be 
identified by colored flagging tape applied at the wrist. Patient numbering and injury 
documentation will not be a normal part of the field triage process. 

3. Assign early arriving Emergency Medical Technicians (EMT) to initiate field triage. 
 4. Ensure that all patients are numbered and flagged. 
 5. Coordinate movement of patients to treatment/transport area. 
 6.   Ensure adequate resources necessary to conduct triage activities. 

7. Ensure that obviously dead victims are flagged Black, numbered, and left in the location 
they are found. 
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Treatment Team Leader 
Responsible for supervising treatment of patients and prioritizing for transport. 

 1.  Establish treatment area(s) and/or patient loading area(s). 
 2. Ensure adequate resources to treat patients. 
 3. Coordinate patient loading with Transportation Team Leader. 
 4. Maintains documentation of activities within treatment area 
 5. Identify and direct specific treatment Unit Leaders as necessary 
 

Transportation Team Leader: 
Responsible for coordinating the loading and transporting of all patients from the incident site 
utilizing the most appropriate resources available. 

 1. Ensure adequate resources for transportation of all patients 
 2. Coordinate the destination of patients through Hospital Control 

3.  Direct the movement of transport units between staging and loading areas 
3. Document patient destination, departure time, and transporting agency. 
4. Management of the Ambulance Staging activities. 
5. Personnel assigned to transport Vehicle Staging will be directed to stay with their 

vehicle until moved to the patient loading area. 
 

Morgue Team Leader: 
Responsible for coordinating the management of the deceased. 
1. Coordinate morgue duties with local police and Medical Examiner 

 2. Assures security of the personal effects and bodies of the deceased 
 3. Coordinates disposition of patient who die in the treatment area 
 4. Maintain documentation of morgue activities 
 5. Set up a secure location for patients that have expired within the Treatment area. 
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DEFINITIONS: 
 
Ambulance Staging: An area established to stage vehicles that will be used to transport injured 
patients from the incident site. 
 
Base:  The assembly area for resources at an incident away from the Command Post and clear of the 
immediate scene. This area provides adequate space for parking and effective movement of 
apparatus, equipment, and personnel. 
 
Colored Flagging Tape: Used to designate patient’s severity of injury and status of decontamination 
during a Multiple Casualty or Hazardous Material Incident. 

 
Red Flagging Tape    Immediate 

 Yellow Flagging Tape  Delayed 
Green Flagging Tape  Minor 
Black Striped Flagging Tape Deceased 
White Flagging Tape  Decontaminated Patient 

 
Command Post: The physical location where agencies will function on site to support the Incident 
Commander. 
 
Emergency Operating Center (EOC): The Center with key personnel managing resources within 
administrative roles. The Center is often at a remote site and may be enacted during an MCI. In the 
case of a disaster situation, operational status of the EOC would be activated at Emergency Services 
Coordinating Agency (ESCA)/Department of Emergency Management (DEM) or the jurisdiction 
having authority for the incident may also activate an EOC.  
 
Equipment area: Area designated by IC or Medical Group for stock piling of equipment such as 
backboards, trauma kits, oxygen etc.  

 
Funnel Point: A point between the incident site and treatment area typically used as the location to 
number the patients. 

 
Hospital Control: The Hospital responsible for assigning and coordinating patient destinations. 
Harborview Medical Center is the Primary Hospital Control and Overlake Hospital Medical Center is 
designated as the backup. 
 
Hospital Coordinator: A designated field Medic, assigned to coordinate patient transport and 
destinations, with Hospital Control. 
 
Manpower area: Area designated by the IC for incoming personnel or rehabilitated personnel to 
standby prior to assignment. 
 
Medical Group Supervisor: Manages the Medical Group and ensures that Triage, Treatment, 
Transport, Ambulance Staging, and Morgue functions are performed.  

 
Medical Supply Unit: A mobile ALS/BLS medical supply cache contained in a trailer, van, or 
tractor/truck combination.  

 
Morgue: Area designated for the collection, protection, and identification of the deceased. 
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Medical Standing Orders: Regional medical standing orders utilized by ALS personnel during an MCI. 
This allows paramedics to treat patients according to “Plan C Standards” without direct contact with a 
physician. 
 
Radio: 

H.E.A.R   (Hospital Emergency Administrative Radio) 
Used to communicate from mobile to Hospital, and Hospital to 
Hospital contact. 

 
MED-COM “Talk group” dedicated to medical information between Paramedics 

on the scene and the Hospital. 
 

150 VHR or 800 MHZ Utilized for mobile to Hospital medical information. 
 
Rehabilitation area: The area used for rest, assessment, treatment, and nourishment of personnel.  
 
Staging area: Designated area for vehicles waiting assignment by the IC. All units responding to the 
incident shall report until assigned. The manpower area is commonly located within staging. 
  
Triage: A system that allows for rapid field triage and limited treatment of multiple casualty victims. 
 
Tracking Board: A grease-pen/permanent marker-based document used by the Transportation Team 
Leader to document patient number, injuries, destination, and transport information. (Ink can be 
removed with “Turpenoid” tm.) 
 
Trauma Registry: The statewide tracking tool for researching and following trauma patients. 

 
Treatment Area: The area designated for the collection and treatment of patients. Colored flags or 
tarps may be used to identify specific treatment areas. 

 
Treatment Tag: A tag attached to each patient treated at the MCI. Used for documenting patient 
injuries, vital signs, and transport destination.  

 
Triage Belt: A belt worn by triage personnel that has colored flagging tape attached. (Red, yellow, 
green, black and white) The tape is attached to the patients to identify their triage category. 
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THE MULTIPLE-CASUALTY INCIDENT (MCI) Plan 
 

1.0 GOALS  & PURPOSE   
 

The Snohomish County Multiple Casualty Incident Plan is designed to provide direction, 
continuity and organization to the delivery of emergency patient care during a significant 
medical incident. This plan is incorporated as part of the Snohomish County Fire Resource 
Plan and based on the principles of the Incident Management System (IMS). The plan is 
intended to serve as a flexible guide to achieve successful incident management care.  

  
A. A Multiple Casualty Incident (MCI) is defined as an incident in which the number of 

patients or the severity of their injuries prohibits immediate patient care to all at the 
scene. The primary goal is to provide expedient quality patient care with the purpose:   

 
1. Of providing the greatest good for the greatest number of the sick and injured;  
2. Of identifying, treating and transporting the sickest patients first; and 
3. Efficiently moving the patients to a higher level of definitive care. 

  
B. Key points of MCI management are: 
 

1. Safe, rapid and adequate response to the incident. 
2. Rapid containment of the scene to achieve the greatest accountability. 
3. Accurate and rapid size-up of the incident, including initiation of a MCI response 

appropriate for the number and injuries of the patients. 
4. Create an organizational structure for the most effective employment of the 

resources, personnel, and equipment. 
5. Rapid triage, treatment, and transport of patients to appropriate regional 

hospitals based upon medical priority and available resources. 
  

C. The purpose of a countywide plan for Multiple Casualty Incidents is to achieve an 
overall understanding between personnel while assisting neighboring jurisdictions. In 
addition to a coordinated county plan, the use of common terminology and unified 
system delivery for an MCI will assist in the immediate involvement of mutual aid, strike 
teams, and task forces when requested by Incident Commanders. 
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 2.0 REFERENCE 
 

The Snohomish County MCI plan is designed to integrate resources and agency personnel 
during major events. The MCI Plan is to be used by agencies and providers that may be 
involved with an MCI must be prepared to activate this plan. It is the recommendation of the 
Snohomish County Fire Chiefs Association that all agencies use and train by this plan.  

  
The Snohomish County Fire/EMS Resource Plan was developed by Snohomish, King, and 
Pierce Counties and is designed to provide rapid access and deployment of pre-arranged 
quantities of emergency service resources. All resources must comply with State requirements 
for significant or multiple fire/EMS incidents.   
 
In the event of a disaster or a significant incident, a request through the emergency dispatch 
center may be made for appropriate for additional resources from other zones when: 
A. The incident is determined to be beyond the immediate resources of an individual 

agency during the initial size-up. 
B. The incident quickly taxes the agency or resource zone. 
 

3.0 AUTHORITY 
 

The establishment of the MCI operational procedure is endorsed by the Snohomish County 
Fire Chiefs Association and is designed to provide an organized fire service response to 
multiple casualty medical emergency incidents within Snohomish County. The intent of this 
plan is to interface and correspond with the MCI Plans and terminology of both King and 
Pierce Counties. 

  
Historically, the fire service has responded to assist in medical emergency incidents; however, 
the sharing of medical services has often occurred at different level of coordination. The 
Snohomish County Fire Chiefs Association recognizes that few or no single agency has the 
resources to properly respond to an incident involving five (5) or more critical patients. 
Therefore, it should be expected and practiced that an MCI resulting with 5 or more patients 
will involve multiple agencies.  

  
It is recognized that Snohomish County contains a population in excess of 550,000 persons 
and consists of approximately 1,600 square miles of diverse topography. Within these 
boundaries are a multitude of conditions that present the constant threat of structure fire, brush 
fire, earthquake, aircraft incidents, hazardous chemical incidents, flood, and the usual high 
potential for both man-made and natural disasters. All of these threats could result in major 
emergency medical incidents far beyond any one-fire agency's resources. 

  
This document is intended to establish a systemic method of resource utilized by all fire 
agencies in Snohomish County during a Multiple Casualty Incident. 

  
Authority shall be given under the following circumstances to enable a rapid emergency 
response to the MCI scene: 

     
A. Based upon initial information received by the emergency dispatch center (SNOCOM, 

SNOPAC, or Marysville). the dispatcher may activate the MCI plan when information 
received meets the MCI criteria. (Dispatch matrix pending approval.) 
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B. An MCI response shall be implemented at the discretion of the first arriving unit. If the 
incident develops with regard to the number of patients or lack of manpower at the 
scene, an Incident Commander may institute an MCI at anytime during the emergency. 

 

4.0 MCI CATEGORIES  
 

There shall be Five (5) Grades of Multiple Casualties Incidents: 
 

A.   Grade One (1 to 4 Patients) Multiple Patient incidents represent those emergencies, 
which initial response teams are capable of managing adequately with dispatched 
personnel and equipment.  

  
B.   Grade Two (5 to 10 Patients) Grade 2 would include responses that overwhelm the 

first units on the scene and require additional personnel and/or equipment to assist in 
the treatment and/or transportation of patients.  

  
C.   Grade Three (11 to 19 Patients) Grade 3 incidents are complex and require 

implementing a Second Alarm - MCI Response.  
  

D.   Grade Four (20+ Patients) Grade 4 requires a third alarm MCI response. This would 
include events that exceed 20 Patients, or an incident that is not manageable utilizing 
standard resources. This level requires a large portion of Snohomish County emergency 
resources.   

  
E.   Grade Five This number of casualties at this level is considered at the disaster level 

and requires the use of the Snohomish Fire/EMS Resource Plan to achieve the needed 
personnel and resources. Grade 5 is determined to be a multiple casualty scene beyond 
the control of existing Snohomish County resources. This grade of response will require 
coordination through the Emergency Dispatch Center, and probable EOC setup with 
DEM/ESCA. Additionally, there is need for resources from proximal Counties, State and 
Federal agencies, and the American Red Cross. 

  
NOTE:  When faced with incidents involving terrorism and weapons of mass destruction within 
the Snohomish County jurisdiction, the management of these incidents should follow the 
"Terrorism Response Coordination Plan”. 

 

5.0 BASIC OPERATIONS 
 

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

  
A. Personnel duties algorithm for the MCI plan should indicate: 
 

1.  Officer - Initiate the MCI plan 
2.  Driver - Initiate triage 
3.  Third person - Assist as directed 
4.  Fourth person - Assist as directed 
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B.     Paramedic/Fire Rescue units should remain at the scene for fulfilling lead roles, 

providing medical treatment, and surrendering their supplies. The most experienced 
medical personnel available should fill the positions of "Medical Group Supervisor," 
"Triage," "Treatment," and "Transportation." 

  
C. The Field Triage algorithm will be the standard for prehospital triage of the sick and 

injured. The primary goals of triage during a MCI are: 
 

1.  Expedite patient movement to area hospitals by rapidly locating all patients, 
2.   Obtain the initial patient count and totals of each category for the Incident 

Commander, 
3. Request and direct additional triage resources, 

   4.   Direct the sorting and movement of patients based on their medical 
priority, 

5.   Begin to number all patients at a designated funnel point or as directed. 
  

D. Identification criteria - The field triage category for patients shall use the following five 
color-coding criteria and tape. 

 
       1. RED (Taped) - IMMEDIATE (Transport criteria is IMMEDIATE.) 
 

a. A patient with respiratory distress >30 & <8 times a minute or one that 
regains spontaneous respirations upon manually opening the airway. 

b.   A patient that is unconscious or exhibits a decreased level of 
consciousness. The patient is not oriented to person, place, time, and is 
unable to follow commands. 

c.      All patients with signs of shock and/or poor circulation 
 

2.   WHITE (Taped) - DECONTAMINATED/CLEAN (Transport criteria shall be based 
upon RED, YELLOW, GREEN or BLACK triage identification tags after a patient 
is decontaminated.) White tape will be used in addition to the triage color coding 
tape. 

 
a. A patient contaminated from a HAZMAT situation that has been through 

the decontamination process shall be identified by the use of white tape.   
b. White tape shall be attached to the patient by the Hazmat team or at the 

triage funnel point. (Transport criteria shall be based upon RED, YELLOW 
or GREEN triage identification tags after a patient has been 
decontaminated.) 

 
3.      YELLOW (Taped) - DELAYED (Transport criteria is delayed.) Any patient who is 

injured, awake, unable to walk, breathing normal has no signs of shock. 
 

4.      GREEN (Taped) - MINOR/NO INJURIES (Routine transport criteria.)  
 
a.    Any person who can initially walk away from the incident to a designated 

holding area. 
b.      Any patient triaged with minor injuries. 
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5.      BLACK  (Taped) - Deceased/imminent (Obviously dead bodies should not be 
moved from their found positions.)  

 
a.   Patients who have obviously expired.  
b.   Patients who are expected to expire because of fatal injuries, in spite of 

intervention. 
  

E. Triage tape, treatment tags, and priority selection criteria: Triage/survey or colored tape 
will be carried on all first responder vehicles including Command, MSA, MSO, Medic, 
Aid, and special operation vehicles. 

 
1.   Colored triage tape should be used when there are five or more patients at an 

incident.  
2.      The tape shall be tied at the patient's wrist. (Allow up to 2-ft. of tape for each 

patient.) 
3. Treatment tags will be carried on all MSA, MSO, and Medic vehicles. The tags 

should be tied/attached to the triage tape. 
 
F.    Patient Count and numbering 

 
It is critical that there is complete documentation of all patients. Patient numbers should 
be written in indelible marking pen on the patient's forehead, cheek, chest, shoulder, 
upper arm, and back of hand, in that order of priority. (These locations are listed by 
order of priority.) Multiple numbering points may be necessary to ensure that the 
patient's number remains visible. Patients with minor injuries may have numbers 
inscribed on the back of their hand.   
 
1. In order to avoid losing or repeating a number during triage, personnel should 

write the number down on a triage board. An aide should be requested for this 
purpose to guarantee correct patient numbering. If numbers are lost, one solution 
may be to jump ahead to another hundred block of numbers. A small piece of 
colored triage tape should be torn and kept by initial field triage personnel to 
assess an accurate count and category of patients. This is a secondary method 
used to establish the number of patients by taping (I.e. 300-Green patients, 25-
Red patients, 10-White patients, and 12 Black patients).  

 
2. Geographically separate but related incidents will require distinct numbering 

identifiers to link the patient to a specific site and its treatment and transport 
areas. If there is more than one triage area, patients should be given a letter 
attached to their number indicating the triage division (i.e. 1, 2 then 1A, 2A and a 
third area would be identified by 1B, 2B alpha/numbering.) This is done to 
prevent duplication of numbers.     

 
3.    All BLACK taped patients must be numbered and added to the total patient count 

during or at the conclusion of the incident. 
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6.0 TRANSPORTATION 
 

The use of private ambulance and bus transportation is critical in using the MCI plan. Fire EMT 
and Paramedic personnel should remain on-scene filling the identified positions within the 
Incident Command System. (It is highly recommended that an Aide be assigned to the Triage, 
Treatment, and Transportation positions.)  

  
A. Private ambulances should be used for patient transportation. Medic and Aid Units will 

typically be held at the scene for personnel, medical supplies, and resources, but may 
be utilized for transport in extreme cases when necessary. 

 
B.      Ambulance personnel utilized for transportation will remain with their respective vehicles 

with the key in the ignition until they are requested to the designated transport area. 
 
C. Aeromedical transportation can be utilized as needed, based upon their availability:  
  

1. Agencies that are requested to assist at the Landing Zone (LZ) should be 
informed as to the designated landing zone (LZ) site and pertinent related 
information.   

2. Landing zones need to be established and appropriate personnel assigned to 
assure safe and coordinated action to facilitate expeditious patient transferring. 

 
D.      Buses may offer multiple patient transferring to receiving facilities for patients that have 

minor injuries and are ambulatory (GREEN patients). Patients must be accompanied by 
at least one medically qualified individual (EMT) capable of maintaining medical 
treatment and evaluation during the bus transport. Stretcher capable buses (Ambus) 
may be available through the Military.  

  

7.0 RESPONSIBILITIES 
 
The immense stress of a Multiple Casualty Incident requires that all prehospital personnel fully 
understand specific assigned tasks. Each member of a response group must be prepared to 
operate independently as well as in concert with all prehospital emergency personnel and in 
any position as required.  
  
A. First Arriving Unit - The unit should alert dispatch to the mechanism of the incident, 

severity of injuries and number of patients. They are required to notify incoming units of 
all pertinent information (i.e. HAZMAT, hazards, accessibility, staging, etc.)    

  
B. Size-up - The first arriving company must initiate Incident Command, provide an 

incident size-up, estimate the number of patients, initiate action to set up the incident 
scene, and shall request any additional resources. All on-scene operations shall be 
managed under the Incident Command System. The Incident Commander (IC) may 
retain command of all phases of the incident or establish specific tactical activities. 
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C. Parking - Parking of the first arriving Units should be appropriately managed to 

enhance scene safety and to provide adequate access to equipment and lighting. 
Nothing should inhibit the movement of transport units. Vehicles may be shut off to 
reduce noise and exhaust, although it is important that keys be left in unstaffed vehicles 
in the event they must be moved. Early on in the incident, the IC should consider 
dividing arriving units in to task areas as: 

 
1. Remain on-scene-BLS 
2.       May transport-ALS  
3. Transport-only ambulance.    

  
D.   Triage  - Triage will be initiated by the Driver of the First Arriving Unit or at the discretion 

of the IC. Triage personnel must report with flashlights, backboards and triage belts 
containing triage tape, treatment tags, scissors, and appropriate marking pens. 

  
E.       Incident Commander - The Officer of the First Arriving Unit will initiate incident 

Command. The Incident Commander and Triage Team leader must determine early in 
the incident where the most effective transport point is located. The IC or Medical 
Supervisor must give early consideration to the location of the Treatment area with its 
relationship to the transport point. The parking of all apparatus, the location and method 
of providing treatment should support the movement of transport vehicles. 

  
F.   Activation of an MCI Response - To activate an MCI response, the first Officer on the 

scene will determine the need and contact the Dispatch Center, providing the following 
information: 

 
1.    Unit/location 

                2.   Size-up and the incident scenario 
3.       Establish Command 
4.       Estimate number of patients 
5.       Notification of MCI response, hazards, and special requests to manage the 

incident. 
  

G. Hospital Control  - Immediately after an MCI is declared, the first arriving medic unit 
will notify Hospital Control with the following information: 

 
1.       Declaration of an MCI 
2.       A short report of the scene scenario 
3.       Location of the incident 
4.       Approximate number of patients  
5.       Patients per triage priority/category 
6.      The Hospital Coordinator will later relay further information as soon as more 

information is obtained. 
 

H. Incoming Units: The IC will direct all incoming units accordingly. Personnel responding 
to the scene will report to the IC for on-scene direction unless specified otherwise. 
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I. Incident Command (IC): (Radio call sign "COMMAND" including the incident location 
or other distinguishing verbiage) The IC will assume overall scene operations pertaining 
to the emergency incident directing communication, resources, authority and tactical 
plans including rescue, suppression, extrication, medical, civilian evacuation, 
containment, etc. The IC may retain command of all phases of the incident, including 
medical operations or establish an operations section to include specific tactical 
activities that include the medical operations, or have the medical group work directly 
under the IC. The IC should consider factors that may influence tactical objectives and 
require Unified Command including crime scenes, HAZMAT, and weapons of mass 
destruction (WMD). 

  
J.       Medical Group Supervisor (MGS): (Radio call sign "MEDICAL") The MGS will be the 

first arriving Paramedic Officer or the MSA/MSO on duty. MEDICAL will be responsible 
for the coordination and management of all medical triage, treatment, transport and 
morgue sectors. MEDICAL will make initial contact with Hospital Control to declare an 
MCI and request to "open protocols". The Medical Group Supervisor shall designate 
Triage, Treatment, and Transport areas, and assign personnel to areas as manpower 
allows. These assignments should be made verbally to avoid unnecessary radio traffic. 
MEDICAL will update COMMAND as to the status and needs of the medical operations. 
MEDICAL will deliver passport tags to the IC of members assigned under the Medical 
division. The Medical Supervisor should request a separate talk group for medical 
communications and concurrently monitor the operational talk group. Communication 
aides and runners should be assigned to MEDICAL to enhance the communication 
operations. As sections have a decrease in workload, consider reassignment to areas 
requiring more assistance or advise Command of available personnel.  

  
K.       Triage Team Leader (Radio call sign "TRIAGE") TRIAGE assigned by "MEDICAL" will 

set up and coordinate the triage area as designated. The Triage Team Leader is in 
charge of personnel assigned to the triage area and reports to MEDICAL. TRIAGE 
ensures all patients are decontaminated prior to entry, patients are triaged, and a funnel 
point is set up. All patients shall enter the treatment area through the triage funnel point. 
Patients will be assessed, numbered, and placed in the appropriate category treatment 
area. It may help during the decon process to assign patients zip-lock baggies to secure 
their valuables. These can be marked with the patient's number and secured, or sent 
with each patient as circumstances permit. 

  
L. Treatment Team Leader (Radio call sign "TREATMENT") The Treatment Team Leader 

is assigned by "MEDICAL" and will be responsible for the treatment of patients, 
supervising assigned personnel, the setup of the equipment and treatment areas. 
Treatment tags will be completed and affixed/tied to the triage tape prior to transport of 
the patient. TREATMENT will coordinate patient transportation through the 
Transportation Leader. TREATMENT will request additional resources through 
"MEDICAL". The decision to establish a Treatment area, its scope, sophistication and 
location will be based upon significant incident factors, to include: 

 
1. The number of patients.  
2. The availability of transport vehicles or other shelter. 
3. The ability of transport vehicles to access the incident.  
4. Weather and other environmental factors.  
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If transport vehicles are not available or cannot access the scene, treatment should be 
set up for "Red-Tag" and "Yellow Tag" patient areas. Proximity to the loading point must 
be given to the Red patients. Patients should be aligned with their heads pointing in the 
direction of transport. This will expedite treatment as well as movement. Patient care 
should be limited to those procedures that are truly lifesaving. Every effort should be 
made to expedite a smooth and orderly transport of patients to regional hospitals.  

  
M.  Treatment tags - Tags will be affixed and completed within the treatment area. They 

will note patient information, triage color, number, vital signs, etc. The transport 
personnel will retain the bottom portion of the tag before the patient departs the scene. 
The minimum information required on both top and bottom portions of the tag are 
patient number, triage color, hospital destination. 

  
N. Transport Team Leader (Radio call sign "TRANSPORT") Transport Team Leader will 

be assigned by "MEDICAL." TRANSPORT will be responsible for the transfer of 
patients to receiving hospitals. TRANSPORT will identify entry and exit routes, 
coordinate loading, transport, and registry of all patients. The Transport Team Leader 
will assign a Hospital Coordinator to communicate with Hospital Control for 
determination of patient receiving facilities. TRANSPORT will maintain records of 
patient destination and the transporting agency/unit. It is important to document patient's 
destination, time of departure, Unit transporting and if at all possible, to obtain initials or 
a full name. TRANSPORT is responsible for requesting Ambulances, Aid Units, buses, 
etc. through MEDICAL via the IC. TRANSPORT will contact BASE or ambulance 
STAGING directly for all on-scene transporting vehicles, i.e. Ambulances, Aid Units, 
buses, etc.  

  
When the number of patients and availability of transport vehicles permit, and 
environmental conditions dictate, patients should be placed inside transport vehicles. In 
order to exercise maximum control and coordination of these patients, the transport 
vehicles must be grouped and parked to carry this out. Vehicles should be parked at an 
angle, to allow any one vehicle to depart independently from the scene. Goals of the 
transport area: 
 
1. Continuous and smooth transport of patients to hospitals, 

                2.    Establish and maintain communication with Hospital 
Control and "Medical" and 

3.    Maintain records of patient numbers, triage colors, destination, vehicle number 
and time departed. The transport loading point must be located close to the 
treatment area to facilitate the loading of patients directly into transport vehicles. 
A Loading Officer may help facilitate the activities at the transport point. Backing 
of vehicles should be avoided whenever possible. If they must be backed into 
position, it should be done upon arrival prior to patient loading. In order to 
maximize patient transport and available vehicles, multiple patients may need to 
be loaded into a single vehicle. Whenever possible avoid grouping unstable 
patients. Large numbers of GREEN patients may be moved by bus. Bus or other 
transit resources should be reflected within the dispatch MCI response plan. 
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When resources permit, transport vehicles should be parked to permit the 
immediate loading of patients as they are carried from the incident. Transport 
vehicles that are available at the scene should be loaded immediately. Patient 
care can be provided and hospital destinations assigned after the patients are 
loaded. Transport vehicles must not leave without clearance from the Transport 
Officer. 

  
Once the hospital destination has been determined and recorded, the 
transporting vehicle should immediately depart the scene. It should not be 
necessary for the transporting units to contact the receiving hospital; this is done 
through the hospital coordination process. The Transportation Team Leader shall 
record patient transport departure times. SNOCOM / SNOPAC Dispatch Centers 
should not be contacted by transporting units.  

  
    Consider specialty hospitals for specialty patients: 

 
Level I Trauma------------------------------- Harborview Medical Center (HMC) 
Pediatrics-------------------------------------- Children's Medical Center 
Burns------------------------------------------- Harborview Medical Center 
Smoke/Carbon-monoxide poisoning----- Virginia Mason 
Neuro emergencies--------------------------- Harborview Medical Center 

   
          O.   Documentation 
 

The Transportation Officer is responsible for recording pertinent patient transport 
information. This information is required on both the treatment tag (top and bottom) and 
the Transport status board. The Transportation Officer should retain the bottom, tear 
away portion of the treatment tag. This information will assist in final incident 
accountability: 

 
1. Patient number 

               2. Triage color  
               3. Hospital destination 
                   4. Transport vehicle 

5. Time departed  
 

Additional patient identification will be helpful with children and adults. Obtain the 
following when the circumstances allow: 
 
1.    Age 
2.    Gender 

     3.    Initials or full name 
5. Relative on-scene 
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P.    Ambulance Staging 
 

Transport vehicles may be staged until needed; however, it is best to locate vehicles at 
the transport loading point for immediate loading. While in Staging, transport crews will 
remain in their vehicle with the keys in the ignition at all times. An Ambulance Company 
Supervisor may be the best choice for acting position of Ambulance staging Manager. 
Any abandoned vehicles or ambulances that inhibit the scene flow will be towed to 
maintain access for emergency vehicles.   

  
Q. Documentation 
 

Providence General Medical Center is Hospital Control for Snohomish County. 
Harborview Medical Center is Hospital Control for King County and is considered the 
secondary Hospital Control. Overlake Medical Center is designated as the tertiary 
Hospital Control.    
  

R.   Hospital Coordinator 
 

The Hospital Coordinator (first arriving Paramedic Officer or as assigned by Transport 
Team Leader) will contact Hospital Control and coordinate patient assignments to 
receiving facilities. The Hospital Coordinator will provide a short report of all patients 
including the category of the patient, number, age, basic injuries, any vital signs, and 
treatment. The first Paramedic Officer on the scene should initially establish 
communications with Hospital Control. That Officer shall relay a short briefing to 
Hospital Control for early preparation. The assigned Hospital Coordinator will work and 
coordinate with the Transportation Officer. Later communication to Hospital Control 
should be through the assigned Hospital Coordinator. Any requests made by the 
Hospital Coordinator should be through the Transportation Officer. At smaller scenes 
and minimum manpower, the Transport Officer is responsible for establishing contact 
with Hospital Control. If communications with Hospital Control has not/can not be 
established: 
 
1. The first ten (10) patients may be sent to Harborview Medical Center with little or 

no prior contact. 
2. Consider sending 1-2 Red patients to each of the other regional trauma 

hospitals.  
3.    Whenever possible trauma patients will be sent to trauma designated hospitals.   
4.    In order to avoid overloading local hospitals, coordinate patient destinations with 

Hospital Control. It must be assumed that the closest hospital to the incident will 
be inundated with patients who self-direct from the scene. Therefore, no patients 
should be sent to the closest hospital until known otherwise of patient 
acceptance. Eventually it must be accepted that even hospitals that report "full or 
divert" may receive patients anyway. 
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S. Morgue Team Leader  (Radio call sign "MORGUE") 
 

The Morgue Team Leader supervises the protection and identification of the deceased 
and expectant fatally injured patient, in cooperation with the Medical Examiner (ME) and 
Law Enforcement. The Morgue Team Leader reports to "MEDICAL". This position may 
be staffed by a firefighter/EMT. If possible law enforcement personnel should be used in 
the Morgue Team Leader role.  

 
Deceased persons will be taped, numbered, and covered with a sheet/blanket. Obvious 
dead bodies should not be moved from the found position. Individuals that are triaged to 
"BLACK" tagged criteria patients should be covered, secured and eventually moved to 
the established "Morgue" site. At the direction of the ME, bodies should be 
decontaminated prior to movement from the scene. Medical will coordinate with the ME 
representative in arranging for temporary morgue facilities and/or transportation.   

 
Personnel who have been involved in triage and other medical duties should not be 
utilized for the movement of deceased patients at any time. Fresh personnel, when 
possible, should be brought forward for this purpose at the conclusion of all other 
medical activities. 

 
  T.      Safety Officer (Radio call sign "SAFETY") 
 

The assignment of the Safety Officer by Command will be made as soon as manpower 
allows. Safety will assume the authority to identify, control, and intercede in any portion 
of the incident in which the Safety Officer judges to be a potential threat to the incident 
scene operations. Safety will inform Command immediately of any such situations and 
only allow efforts to continue after the problem is resolved. 

  
U.       Base Manager (Radio call sign "BASE") 

 
Assigned by Command, Base shall assist incoming units to parking their vehicles safely, 
assigning companies to operational assignments as requested by Command. Base will 
update Command as to the units' available and/or the need for additional resources to 
respond to the base area.   

 
          V.   Good Samaritans 
 

Good Samaritans (may include "GREEN" criteria patients) may be utilized as a valuable 
source of personnel in the first minutes of an incident. Citizens used in this capacity 
must be eventually assembled, identified, and documented for the purposes of incident 
follow-up and possible exposure. 
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         W.  Emergency Dispatch Center 
 

A predetermined MCI response matrix shall be adopted and utilized as a standard 
component of the MCI Plan. The matrix will provide the rapid Dispatch of BLS, ALS 
Command, and transport units at the appropriate level. 

   
The Dispatch Center's call taker will determine the precise nature of the incident, 
mechanism, severity of injuries and number of patients, or the existence of multiple 
patients. This information must be relayed to Dispatchers and the responding units. 
Dispatchers must provide immediate up-dates with any additional information to allow 
the responding unit's the ability to modify the response while enroute to the scene. 
 
Dispatchers must clearly and fully repeat reports from the first arriving units including 
location; mechanism of injury; number of patients; number of triage categories and the 
name of COMMAND. Dispatchers shall place high priority on responder safety, advising 
of potential safety hazards (Hazmat, weapons, explosions, power lines etc.). 

  
Dispatchers and first responders should anticipate unique operational needs not 
provided for in the MCI response matrix. Examples of unique needs could be but are not 
limited to: Air medical transport, Hazmat and rescue resources, police, public utilities, 
public transit and special considerations such as contacting the FAA to close the 
overhead air space. Dispatch Centers are requested to provide additional assistants 
with regard to: 
 
1.       Utilizing the Snohomish County Resource Plan to obtain Strike Teams, Task 

forces, and other mutual aid responses. 
2.   Provide regular up-dates on elapsed time: "Command you are 30 minutes into 

this incident."   
3.   When the MCI Level reaches twenty patients (20) or higher, dispatchers shall 

contact the representative of the Emergency Services Coordinating Agency at 
425-776-3722 (ESCA) and the representatives of the Snohomish County 
Department of Emergency Management at 425-423-7635 (DEM). 

4.    Requests for Automatic Recall of Personnel for various agencies.   
5.    Coordinating specialized resources to be obtained through ESCA and DEM. 

 
X. On-Scene Communications 

 
On-scene radio communications shall be kept to an absolute minimum. When possible, 
direct verbal contact or runners will be used. COMMAND and/or the COMMAND POST 
shall be the only person or unit communicating with the Dispatch Centers. All EMS 
communications on VHS-HEAR will be limited to the MEDICAL and TRANSPORT 
positions. Transporting Units will not communicate to receiving facilities on HEAR radio. 
Information relayed to Hospital Control pertaining to patients will be made only by the 
Hospital Coordinator or Transport Team Leader prior to the unit’s departure. 
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Y.   Span of Control 
 

It is recommended that individual Command positions within the MCI structure be 
provided with aides to work in the following support capacities: 
 
1.   Communication aides at the ratio of one for each talk group. 
2.   Runners as available to provide face-to-face communications. 
3.   Scribes as available to record data at every position. 

  

8.0 POST INCIDENT 
 

It should be the intent that after every MCI all personnel shall participate in post-incident 
debriefings and Critical Incident Stress Debriefings.   
 
The consideration of any revisions to the plan and/or its procedures will be flexible to proposals 
when the recommendations are based upon immediate incident experience. 

  

9.0  ORGANIZATIONS AND AGENCIES 
 

It is predicted that the following organizations and agencies will be involved in a MCI in 
Snohomish County at varying levels of activity.  

  
A. Fire Departments 

 
Fire Department units are considered the first responders to an emergency incident. 
Unified Command and on-scene emergency operations will be the responsibility of the 
Fire Service. 

  
B. Private Ambulance 

 
During an MCI, Private transporting agencies shall be used to transport the sick and 
injured victims to assigned receiving centers.   

  
C. Law Enforcement 

 
Will be tasked with overall scene security, investigation, evacuation, and participate in a 
unified command structure. 

  
D. Hospital Control 

 
Hospital Control assumes responsibility of providing coordination among hospitals in the 
event of multiple casualties and disasters. 

  
E. Patient Receiving Hospitals/Centers 

 
Medical receiving centers will furnish immediate information for a countywide bed count 
and operational capability of their respective hospital. This information will be collected 
by Hospital Control and relayed to the field Hospital Coordinator (TRANSPORT in most 
cases.) All Receiving Centers will remain in a readied status until a declaration to 
terminate the incident is made by Hospital Control. 
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F.       Snohomish County Health Department 
 

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

  
G. Department of Emergency Management (DEM)  

Emergency Services Coordinating Agency (ESCA)  
 
DEM and/or ESCA are able to provide coordination and administration for resources 
and operation of the prospective EOC. 

  
H. Emergency Operating Center (EOC) 

 
The physical location of the DEM/ESCA operation or an Emergency Operation Center in 
a specific agency. (i.e. City of Lynnwood or Fire District #1). 
 

I. Snohomish County Medical Examiners Office  
 

Snohomish County Medical Examiners (ME) office is the lead agency for activities 
concerning the deceased as a result of an incident or disaster, including temporary 
morgue, identification and disposition of the deceased. 

  
J.        Federal Bureau of investigation  

 
The Federal Bureau of Investigation (FBI) may assume identification responsibilities for 
incidents involving interstate commercial carriers, hostage situations, or citizens killed in 
acts of terrorism.   

 
K. Snohomish County Volunteer Chaplains   

 
The Snohomish County Chaplains are a support program that will coordinate and 
interact with affected families, assisting relatives and friends, providing support and 
comfort. The Chaplains may be requested to facilitate or assist in Critical Incident Stress 
Debriefing/Management of response personnel.  

  
L. American Red Cross 

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

  
M. Critical Incident Stress Debriefing/Management Team 

 
The CISD Team may be useful in the stress debriefing of emergency personnel within 
24-72 hours after the incident occurs. Activation of the Team may be made directly at 
(425) 252-7548 or by calling the Team Coordinator at (425) 335-8496.  
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Natural Disasters & Earthquakes 
 

1.  In the event of a natural disaster such as an earthquake, when possible and able, personnel are 
directed to remove apparatus from covered shelter or drive vehicles outside and a safe distance 
away from building structures. 

 
2.  Listen on the radio for the emergency dispatch center to initiate role call of personnel on duty. It is 

imperative that each unit waits for instruction from the dispatcher before conversing on the radio. 
You will be asked to report any personnel injuries or structural damage at each individual 
department.  

 
3.  During this time, the on-duty Chief will visit and assess each department for any structural 

damage, potential problems and personnel injuries. 
 
4.  All units should remain on the air until dismissed by dispatch or the duty Chief, to identify potential 

needs for mutual response in those areas forced out of service. 
 
5.   All emergency 911 calls will be held until the full role call has been completed. The dispatch center 

will be held at a minimum of Level 2 operational levels.  
 
6.  Dispatch Center - Level four, represents full failure of all the dispatch systems. At this time, Duty 

Chiefs will take full responsibility of their respective departments and the emergency responses in 
their jurisdiction. 
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 The Multiple-Motor Vehicle Accident (MVA) 
 

Multiple patients and Motor Vehicle Accidents: 
 
1.  Tape the vehicle’s side mirror with colored triage tape or visible colored stickers.   
 
2.  IC should direct incoming units to designated vehicles with assigned triage tape. 
 
3.  Each vehicle will be taped with the highest priority appropriate to the occupant’s triage 
     classification (i.e. the vehicle will be taped as RED, even if only one occupant is immediate).  
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Field Triage Algorithm 
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          Mechanism of       

                  Incident  
        (Assess  for  injuries) 

   HAZMAT?         YES 

Patients must be    
decontaminated before any 
medical care is given! 

 

              WHITE   
  Decontaminated and          
                 clean! 

 

       NO 

        Level of consciousness? 

       (Is the patient awake?) 
        YES 

       NO 

     òCan you       
        walkó? 
  Walk over 
here! 

   OPEN AIRWAY 
          Breathing? 

        YES          NO 

     YES      NO 

     RED     BLACK 

(Consider     
  resources) 

  BREATHING  
     EFFORT? 

    Normal     Distress? 

        RED            ASSESS CIRCULATION: 

             Signs of  SHOCK? 

       NO  

 

        YES 

   YELLOW       RED 

    GREEN 



 

FIRST ARRIVING UNIT - ñCOMMANDò 
   
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
COMMAND DUTIES: 
 
1.   Establish scene size-up and setup 
2.   Hazard awareness 
 

 
EQUIPMENT: 
 
1. Public address system 
2. Appropriate  vest 
3. Triage belt 
4. Gloves 
5. Flashlight 
6. Marker 
 
 
CHECKLIST: 
 
1. ___ Scene size-up - decon? #patients? special situations? Staging areas-ingress/egress ) 
2. ___ Radio for help - ( Initiate MCI plan )  
3. ___ Establish Command and scene control - ( Identify scene by name, Don vest ) 
4. ___ Assignments -( while units are in route, assign specific duties via radio)  
5. ___ Assure triage system is initiated- if safe! 
6. ___ HAZMAT? - ( Isolate and confine )       
7. ___ Isolate the “walking wounded” and direct to designated safe area 
8. ___ Establish a staging area 
9. ___ Request additional equipment needed  (Medical supply truck, etc..) 
10. __ Transfer “Command” position, when higher ranking Officer arrives 
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DRIVER     OFFICER 

    Obtain Equipment 
           MCI KIT 
     Medical supplies 

             Assume:  
 òIncident Commandó 
           Position 

TRIAGE 

             Assume  
 òTriage Team Leaderó 
               Position 



     MCI - ALS CREW                            
                              FIRST ON SCENE-SUGGESTED ALGORITHM: 
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 DRIVER MEDIC  OFFICER MEDIC 

   TRIAGE 

 

INCIDENT COMMAND 

 MEDICAL GROUP 
     SUPERVISOR 

TREATMENT 
      Leader 

 1st BLS UNIT 
 

(+PERSONNE

L)       TRIAGE 
Leader 

   TRANSPORTATION         
             Leader 

     GREEN  

 
TREATMEN
T 

COMMAND 

 

  LAW          
    ENFORCEMENT 

1. UNITS STAGE AT? 
2. REQUESTS:    Additional help- ALS/BLS Units 

       Specialty Teams 
       Medical supply truck (+30 min) 

3.  NOTIFY HOSPITAL CONTROL       (Sno=425-261-3033) 
 

2nd ALS UNIT 

 TREATMENT 
   RED & YELLOW  

  2nd BLS UNIT 

  

     Staging Manager 
      Safety Officer 
Communication Aide 

  3rd BLS UNIT 

        SCENE 
ASSIGNMENTS 

(+3) 

  4th BLS UNIT 

          SCENE 
  ASSIGNMENTS 

(+3) 

ALL INCOMMING UNITS 
FOR 
PATIENT 
TRANSPORTATION 

ENGINE CO. 

SCENE 
CONTROL 

              & 
  EXTRICATION 

  Treatment  TRANSPORTATION        
              Leader 

    HOSPITAL 
COORDINATOR 



MCI ï BLS CREW 
FIRST ON SCENE-SUGGESTED ALGORITHM: 
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DRIVER        OFFICER 

     TRIAGE 

 

 INCIDENT COMMAND 

 TRIAGE Leader 

    1st   ALS     
         UNIT 

 (+3 
PERSONNEL)  
          MGS 

  TREATMENT 
          Leader 

            

      HOSPITAL      
COORDINATOR 

COMMAND 

 

  LAW          
    ENFORCEMENT 

1. UNITS STAGE AT? 
3. REQUESTS:  additional help- ALS/BLS Units 

       Specialty Teams 
       Medical supply truck (+30 min) 

3.  NOTIFY HOSPITAL CONTROL       (Sno=425-261-3033) 

 

   2nd BLS UNIT 

TRANSPORTATION 

             Leader  

  3rd BLS UNIT 

  

     Staging Manager 
      Safety Officer 
Communication Aide 

  2nd ALS UNIT 

     TREATMENT 
  RED & YELLOW 

  4th BLS UNIT 

             SCENE 
  ASSIGNMENTS 

(+3) 

ALL INCOMMING UNITS        
         FOR PATIENT      
      TRANSPORTATION 

ENGINE CO. 

SCENE 
CONTROL 

            & 
  EXTRICATION 



INCIDENT COMMANDER 
 
DUTIES: 
1. Command the scene 
2. Size-up the incident 
3. Identify overall strategy 
4. Communicate tactical objectives 
5. Develop an effective organization 
 
 
EQUIPMENT: 
1. “Command” vest  
2. Radio / cellular 
3. Schematics 
4. Resource list 
5. Command Post 
6. Maps / markers 
7. flashlight 
 
CHECKLIST: 
1.____Don “Incident Command” vest 
2.____Establish/assume “Command” - ( identify by name and notify radio of transfer of command) 
3.____Set up Command Post 
4.____Size up the scene - (decon? #patients? Special situations? Staging areas-ingress / egress) 
5.____activate MCI plan 
6.____Identify overall strategy - (action plan of strategy and tactical objectives) 
7.____Communicate tactical objectives - (by chain of command to respective units) 
8.____Develop an effective organization - (tailored to the needs of the current incident) 
9.____Appoint “MGS”-Medical Group Supervisor -(oversee all medical operations) 
10.___Appoint “Operations Section Chief” 
11.___Appoint Information Officer 
12.___Appoint Liaison Officer 
13.___Appoint Safety Officers 
14.___Request additional assistance and resources 
15.___Oversee fire-fighting, hazmat, and rescue operations 
16.___Obtain exact longitude / latitude of scene area 
17.___Contact FAA-restrict news helicopters, preventing noise and interference of Aeromedevac 
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  “MEDICALò Group Supervisor  
_____________________________________________________________________
Triage Team Leader________________________________________________________________ 
 RED 

             YELLOW 
             GREEN 
             BLACK 
             WHITE 
             
             TOTAL 
________________________________________________________________________________ 
Treatment Team Leader______________________________________________________________________ 

             RED 
             YELLOW 
             GREEN 
             BLACK 
             WHITE 
 

            TOTAL 
________________________________________________________________________________ 
Transportation Team Leader________________________(PGMC=425-261-3033)  (HVMC=206-731-3074) 

 
 
 
 
 
________________________________________________________________________________ 
Morgue Team Leader______________________________________________________________ 
 
 
 
 
 
________________________________________________________________________________ 
NOTES___________________________________________________________________________________ 

PERSONNEL: 
(  ) Obtain briefing from IC, and deliver Passport Tag   (  ) Monitor Hospital availability 
(  ) Assess situation and safety hazards          through Transportation Leader 
(  ) Don Vest         (  ) Anticipate needs: 
(  ) Read entire checklist       (  ) Supplies and MCI  trailer 
(  ) Ensure early Hospital Control contact     (  ) Backboards 
(  ) Appoint and brief Staff and Coordinate:     (  ) Ambulances 
     (  ) Triage Leader/Team/Setup      (  ) Extrication 
     (  ) Treatment Leader/Team/Setup     (  ) All Patients found 
     (  ) Transportation Leader/Team/Setup    (  ) Relief Personnel 
     (  ) Morgue Leader/Team/Setup     (  ) Air evacuation 
(  ) Establish coordination with Suppression/Support branches 
(  ) Contact Coroner via chain of Command 
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TRIAGE 
 
name COLOR                    NUM-#                               CHIEF COMPLAINT    D-CON 

  ñWHITEò 
           NOTES       TIME 

       OUT 

1       
2       
3       
4       
5       
6       
7       
8       
9       
10       
11       
12       
13       
14       
15       
 
( ) Obtain Situation Briefing from “MEDICAL” and deliver Passport tag  (  ) Maintain record of your 

activities 
(  ) Don Triage Vest         (  ) Secure operations 
when complete 
(  ) Assess Scene safety & Hazmat      (  ) Return IC materials 
(  ) Ensure Patients are decontaminated prior triage entry   (  ) Forward reports to 
“MEDICAL” 
(  ) Appoint & brief staff: Aides & Litter bearers 
(  ) Appoint Funnel Manager & setup 
(  ) Ensure Patients are triage, color flagged and numbered  
(  ) Direct Patient movement in priority order 
(  ) Inform “MEDICAL: 

____Number of Patients 
____Extent of injuries 
____Need for ME, Coroner, and Morgue 
____Need for additional equipment 

(  ) Evaluate & request resources as needed through “MEDICAL” 
(  ) Ensure proper quality medical care and rapid patient movement  
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TREATMENT       
 
 
name   color NUMBER                                CHIEF COMPLAINT     ET ?            

   IV ? 

       HOSPITAL     TIME  

       IN 

    TIME  

     OUT 

1        
2        
3        
4        
5        
6        
7        
8        
9        
10        
11        
12        
13        
14        
15        
 
CHECKLIST: 
(  ) Obtain briefing from “MEDICAL”   (  ) Emphasize re-assessment  
(  ) Deliver Passport tag                (  ) Communicate with Transportation Officer 
(  ) Don Treatment vest     (  ) Ensure documentation is complete     
(  ) Assess scene safety & Hazmat             
(  ) Ensure Patients are decontaminated 
     & white taped prior to Treatment entry 
(  ) Appoint Staff for rapid interventions 
 ____RED Team Leader 
 ____YELLOW Team Leader 
 ____GREEN Team Leader 
 ____BLACK Team Leader 
 ____Communication Assistant  
(  ) Ensure Patients are numbered, color flagged and tagged 
(  ) Determine transportation priorities 
 
 
 
 
 
 
March 26, 2002     31 

 



     TRANSPORTATION      
 
name                             INFORMATION  color NUMBER       HOSPITAL    TRANSPORT 

        UNIT 
     TIME  

        IN 
        TIME  

      OUT 

1        
2        
3        
4        
5        
6        
7        
8        
9        
10        
11        
12        
13        
14        
15        
 
CHECKLIST: _________(Airlift=800-426-2430)  ( PGMC=425-261-3033 )   ( HVMC=206-731-3074 ) 

         
(  ) Obtain Briefing from IC or MGS deliver Passport Tag    ___HVMC  ___ 
(  ) Don Transportation vest        ___NWH  ___ 
(  ) Assess area for entry / exit pathway       ___SMH  ___ 
(  ) Request additional resources via MGS      ___Evergreen___ 
(  ) Ensure-Paramedic as Medical Communications Coordinator   ___Colby   ___ 
      for Hospital Control contact        ___Children’s  ___ 
(  ) Request & Appoint Ambulance Base Manager     ___Swedish   ___ 
(  ) Assign Litter barriers as needed 4-per adult      ___Providence___ 
(  ) Utilize transportation tracking board and treatment tag    ___VMason    ___     
            ___Overlake    ___ 
(  ) Ensure numbering system is marked & completed prior to transportation ___    ___ 
(  ) Ensure patients are triaged, tagged, and decontaminated (marked with white tape) 
      prior to transportation        
(  ) Expedite Patient movement     
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MORGUE 
 
name COLOR                   NUM-#                        INJURIES D-CON 

“WHITE” 
      NOTES    TIME  

    OUT 

1       
2       
3       
4       
5       
6       
7       
8       
9       
10       
11       
12       
13       
14       
15       
 
CHECKLIST: 
( ) Obtain Situation Briefing from “MEDICAL” and deliver Passport tag   

(  ) Don Vest            
(  ) Assess Scene safety & Hazmat       
(  ) Ensure Patients are decontaminated       
(  ) Appoint & brief staff: Aides & Litter bearers 
(  ) Appoint Funnel Manager & setup 
(  ) Ensure Patients are triage, color flagged and numbered  
(  ) Direct Patient movement in priority order & re-triage expectant patients 
(  ) Inform “MEDICAL: 

____Number of Patients 
____Extent of injuries 
____Need for ME, Coroner, and Morgue 
____Need for additional equipment 

(  ) Evaluate & request resources as needed through “MEDICAL” 
(  ) Ensure proper quality medical care and rapid patient movement   
(  ) Maintain record of your activities 
(  ) Secure operations when complete 
(  )  Return IC materials 
(  ) Forward reports to “MEDICAL” 
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MCI Standing Medical Orders Plan 
 
I. The MCI standing medical orders are to be adopted under the following conditions: 
 

 
A. A multiple Casualty Incident has occurred and: 

 
1. Medical direction is available but paramedics are unable to obtain medical   

             direction without jeopardizing patient cares.    
 

2. Medical direction is not available, regardless of the number of casualties / patients. (No 
communication is possible via phone or radio and no supervising physician is available.)  

 
B. Authorization for paramedics employed by Snohomish County ALS Providers to act 

pursuant to these MCI Standing Orders in effect while on assigned duty or while off duty if 
called to respond to an MCI. 

 
 
II. MCI Standing Medical Orders: 
   

A. Paramedics will treat, whenever possible, patients in order of medical priority, (i.e.  
Red/priority patients first, Yellow/delayed patients when time allows and  
Green/minimal and Black/deceased patients only after assuring that all Red and Yellow 
patients have been stabilized  

 
 B. Standard of care shall apply when operating under a declared MCI. The Hospital Control f 
  facility shall serve as Medical Control for the incident. 

 
 C. No permission is required for “cease efforts” 

 
 D. If Hospital Control is not activated, and if communication is possible, the  

Transportation Team Leader should notify the receiving hospital(s) and patient status, 
providing patient number, triage color, injuries, treatment, and disposition prior to patient 
transport. 

 
 
 

Signed 
 
 
 

George Cozzetto MD 
Snohomish County Medical Director     
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MCI Single Site - Draft  
           Recommended Dispatch Matrix      

 

Alarms Patients Fire Units Medic   
 Units 

MSO 
MSA 

   Chief    Transport      
     Vehicles 

Special 
requests 

Initial  
Grade 2 

5-10 2-BLS Aid 
2-Engines 
 

2 1 1-Duty    
Chief 

2-Private BLS Command Post 
Bus 
1-Disaster trailer 
2-Disaster trailer 
Airlift NW 
EOC setup 
BLS Strike Team 
ALS Strike Team 
Special Rescue 

Second 
Grade 3 

 

11-19 2-BLS Aid 
1-Engines 
 

3 1 All Chiefs 5-Private BLS 

Third 
Grade 4 

 

20-29 3-BLS Aid 
1-Engine 
 

4 1 All Chiefs 10-Private BLS 

Fourth 
Grade 5 

30+  5 1 All Chiefs 15-private BLS 
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Multi -site Disaster - Draft   

               Recommended Dispatch Matrix     

 

Alarms Patients Fire Units Medic   
Units 

MSO 
MSA 

   Chief    Transport      
     Vehicles 

Special 
requests 

Initial 5-10 2-BLS Aid 
2-Engines 

2 1 1-Duty    
Chief 

2-Private BLS Command Post 
Bus 
1-Disaster trailer 
2-Disaster trailer 
Airlift NW 
BLS Strike Team 
ALS Strike Team 
Special Rescue 

Second 
 

11-19 2-BLS Aid 
1-Engine 

3 1 All Chiefs 5-Private BLS 

Third 
 

20-29 3-BLS Aid 
1-Engine 

4 1 All Chiefs 10-Private BLS 

Fourth 30+  5 1 All Chiefs 15-Private BLS 

 
Priority of Duties: 
1. Triage of resources; evaluate damage and 911 capability: receiving and transmitting capability. 
2. Roll call – general tone – Request each station to identify structural damage and Personnel injuries. 
3. Dispatch of calls will not proceed until all structural damage and personnel injuries are reported and the department is recognized as 

able to respond and when the roll call has completed. 
 
Order of Priority calls:  
1. Immediate life Hazard-multi-casualties 
2. Single family dwellings with immediate life Hazard 
3. Individual medical priorities 
4. Request for public structure evaluation 
5. Request for personal structure evaluation 
 
*Level 4 Dispatch- represents the full failure of all systems within the Dispatch Center. At this time, Duty Chiefs will take full 
responsibility of their prospective department for any emergency responses.  
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Landing Zone Policy 
 

INTENT 
 
To establish procedures and standards for requesting and supporting the response of EMS transport 

helicopters for field emergencies. To establish safety standards for personnel operations in the vicinity of 

rotary wing aircraft.  

 
HELICOPTOR TRANSPORT 
 
Considerations for use of helicopter transport at an MCI are: 

1. An immediate or impending life-threatening medical emergency exists, and critical time is 
reduced by air transport. 

2. Geographic conditions limit the availability or accessibility of ground transport. 
3. Ground response and transport times may cause a significant compromise in patient care. 
4. Ground rescue personnel are unavailable, committed elsewhere, or otherwise unable to 

facilitate ground transport. 
 
Under emergency conditions, the decision to transport patients to the appropriate medical facility by 
helicopter is made jointly by the EMS responder at the scene with the highest certified medical 
authority and the overall Incident Commander. In almost all cases the highest certified medical 
authority will be held by a Paramedic serving as the Medical Service Officer (MSO), EMS Division or 
Triage Officer. The request to deploy air transport will be reported to the emergency scene Incident 
Commander who will in turn place the official request through the appropriate dispatch center.  
 
When the potential to utilize air transport is agreed upon, the helicopter may be placed on standby 
and possible-landing zones in the vicinity must be identified. Upon receipt of a standby request, the 
flight crew prepares and waits for the request to respond. Standby readiness does not reserve the 
aircraft, but allows the helicopter to remain in-service for other calls until actually dispatched to the 
scene.  
 
INITIATING HELICOPTOR TRANSPORT  
 
Under emergency conditions, the Incident Commander initiates a helicopter response through the 
appropriate dispatch center that in turn summons Airlift Northwest or a Military MAST Helicopter. 
Airlift may decline to transport patients that are combative, in custody, contaminated by hazardous 
materials, or when CPR is in progress. The Incident Commander should appoint the helicopter 
communications to another Officer on scene, designated as the Landing Zone Officer. “LZ” shall be 
the radio call sign. The Landing Zone Officer may need to relay some of the following information to 
the helicopter Pilot prior to dispatch, arrival, and landing to ensure the dispatch of appropriate 
equipment and crews: 
 

1. Interfacility: Name of requesting agency, callback number, referring hospital or physician. 
2. Patient: Number of patients, specialized patient needs, type of emergency, patient name, 

age, and medical condition. 
3. LZ: Accurate location is required! Avoid using slang terms, mileposts or other references 

that do not appear on maps or may be unfamiliar to pilots. Instead, use aerial landmarks 
such as freeways, overpasses, marinas, railroad tracks, ferry docks, etc. The LZ must be  
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as flat as possible with firm ground, no debris and no more than a six-degree slope, 
meaning no greater than a 10.5’ elevation gain or loss in 100’ distance. Daytime landing 
zones should be at least 60’ x 60’. Night landing zones should be 100’ x 100’ and should be 
marked by vehicle lights or secured portable lights. When only two vehicles are present, 
their headlights should face each other across the beam. Emergency vehicle lights may be 
left on to facilitate LZ illumination. Other light resources include, blue lights, which is an 
excellent night light, and orange traffic cones held over high beam flashlights. 

4. Weather: Notify pilot of any adverse conditions and wind direction. If available, smoke 
flares or scene barrier tape in 4’ lengths securely tied to a vehicle antenna will be used to 
indicate wind direction. Generally, helicopters land and take-off into the prevailing wind. 

 
LANDING ZONE “LZ” OFFICER  
 
The LZ Officer will be appointed by the Incident Commander and shall be responsible for direct 
communications with the aircraft. The IC may consider a variety of conditions if intending to operate 
as the LZ Officer to include the number of patients on-scene, size and scope of the incident and the 
number of flights required. Only one authority on-scene will communicate with the aircraft. 
 
RADIO FREQUENCY 
 
Helicopter transports can be handled on VHF frequency 154.010 or 154.325 in the SNOCOM 
jurisdiction and XXXX in the SNOPAC, Marysville area. Inbound helicopters may attempt to contact 
the Incident Commander as the aircraft approaches the designated LZ. During an MCI, it is 
recommended that the identified “LZ” Officer assume radio communications and guide the 
approaching helicopter to the correct heading using north/south/east/west directions, geographical 
landmarks and estimated distance. 
 
LANDING ZONE HAZARDS 
 
Notify the Pilot of possible landing zone obstacles or terrain that may be hazardous such as fuel, 
loose dirt and debris, soft ground, rocks, poles, power lines, fencing, trees, snow or other potential 
obstruction. Helicopters will frequently perform a fly over of the landing Zone to confirm best approach 
and suitability for landing. Hazards should be described to the pilot who will make the final decision 
on the suitability of the landing zone. 
 
SAFETY 
 
When requesting an airlift evacuation from the field, safety is of paramount concern. The following 
safety procedures apply in both environments: 
 

1. The designated LZ Officer will serve as the only radio contact to the Helicopter Pilot 
unless otherwise directed, it should not be necessary for ground personnel to “flag” or 
physically direct the helicopter onto the LZ.  

2. Firefighters and ground personnel near the LZ will take up positions inside or behind the 
apparatus in order to be shielded during helicopter approach, landing and departure. Keep 
all vehicle doors closed. Bystanders will be kept a safe distance from the LZ area. Law 
Enforcement should be deployed to ensure a safe perimeter. 
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3. An Engine shall stand by at the LZ staffed by a minimum of two firefighters in SCBA and full 
turnouts to initiate rescue and/or fire suppression if required. Helmets will be worn, secured 
by the chinstrap; goggles shall be in place covering the eyes and hearing protection is a 
consideration for personnel at the scene. 

4. If necessary, wet down the LZ area prior to the helicopter arrival. Unless a hose line has 
been used for dust abatement, lines will remain in the hose bed to keep the engine mobile. 
A dry chemical fire extinguisher will be readily available. 

5. The patient should be protected or kept inside the Aid unit/Ambulance until the Pilot has 
landed the aircraft. In most instances, the Aircrew will come to the patient location and 
package for transport. Ground crews will assist the Aircrew as required. 

6. Trauma patients must be secured on a backboard with cervical immobilization. No loose 
articles of clothing or lightweight equipment shall be worn or taken onto or near the LZ. All 
patient coverings such as blankets or sheets must be thoroughly secured to prevent them 
from being sucked into the helicopter turbine or made airborne by the prop wash.  

7. The Pilot will almost always shut down the helicopter after landing and before patient 
loading, however in some cases, the patient may be “hot loaded”, a situation in which the 
aircraft lands but the engine is not shut off and the rotary blades continue to spin. In all 
cases, approaching and departing the aircraft will ONLY BE FROM THE FRONT AT 45 
DEGREE ANGLES, ONLY AFTER THE PILOT HAS INDICATED IT IS SAFE TO DO SO, 
AND ALWAYS IN THE DIRECT LINE OF SIGHT OF THE PILOT. 

 
During approach and departure, individuals should walk in a bent or hunched manner until 
clearing the immediate landing area. Rotor blades can drop 1” to 4” as they slow upon 
landing. Approach from the downhill side if inclines are impossible to avoid. Never 
approach a helicopter from the rear, from uphill, outside of the Pilot’s view or without the 
Pilots signaled permission. 

 
AIRCRAFT CRASH 
 
If a helicopter crashes during landing or departure, rescue and suppression efforts will not commence 
until all moving parts have come to complete stop. The Incident Commander should immediately 
move to the rescue-suppression mode, conduct size-up, request additional resources, and begin 
rescue-suppression operations. 
 
AIRLIFT NORTHWEST (ALNW) 1-800-426-2430 
 
Founded in 1982, ALNW completes approximately 99% of local emergency and inter-facility 
transports. ALNW operates both rotary and fixed wing aircraft and serves the Northwest states and 
Western Canada. Three Agusta A109/Mark II twin-engine, instrument-certified helicopters based in 
Seattle, Arlington, and Puyallup serve the Western Washington area. Equipped with Instrument Flight 
Rules (IFR), the Agusta A109s are capable of flying and landing during inclement weather. 
 
One Pilot staffs each Airlift flight and two registered flight nurses specially trained in adult and 
pediatric/neonatal critical care and high-risk obstetrics. The Airlift helicopters do not transport 
passengers or allow ride-a-long observers. The Airlift flight crew makes the final decision regarding 
patient transport destination.   
 
REFERENCES 
FAA Scene Landing Zone Safety for Helicopters videotape. 
Edmonds Fire Department Lesson Plan 
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Equipment Cache 
 
 
1. The Mobile equipment Cache is essential for major Multiple casualty      

Incidents were it is pre-determined that on scene medical supplies will be       
      rapidly depleted. The Mobile equipment Cache has the capability to     
      immobilize 40 patients and provide bulk quantities of essential items needed  
      at the MCI scene.   

 
2. The Mobile equipment Cache can be requested through the emergency dispatch center. Each 

Mobile equipment Cache is duplicated and will respond from the following three locations: 
 

A. Everett- 
  
B. Paine field- 

 
C. Snohomish- 

 
3.  It is highly recommended to request the mobile equipment Cache upon arrival at the scene and 

as soon as the need is identified in order to expedite the equipment response.  
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   Cross Reference for MCI Supply Inventory 
 
 Alcohol preps Bin B 

 Arm Splints (cardboard) 18ò Bin I 

 Alcare (11oz) Bin K 

 Blankets (disposable) Bin A 

 Blood Pressure Cuffs Bin B 

 Bandages (multi-trauma) Bin B 

 Bandages (Kling) Bin B 

 Bandages 4x4 Bin B 

 Blankets (rescue) aluminum Bin B 

 Bandages (triangular) Bin B 

 Burn Sheets Bin B 

 Bioclusive Dressings Bin C 

 Bandages (4x4) Bin C 

 Bandages (2x4) Bin E 

 Bandages (Kling) Bin E 

 Batteries Bin L 

 Bags (personal effects) Bin M 

 Bio-waste (containers) Misc 

 Bio-waste (bags w/lock ties) Misc 

 Backboards Misc 

 Container (small sharps) Bin C 

 Cervical Collars (sm, med, lg) Bin G 

 Cardboard arm splints Bin I 

 Cannulas, Nasal Bin P 

 Cardboard (head immobilizers) Misc 

 Cones (Traffic) Misc 

 Container (Bio-waste) Misc 

 Dressings (Bio-clusive) Bin C 

 Disposable Blankets Bin A 

 Disposable BVM Bin B 

 Disposable Gowns Bin O 

 Dispensers (sani-cloth) Bin K 

 Disposable stretchers Misc 

 Duct Tape Bin R 

 Face Shields Bin O 

 Flashlights Bin L 

 Gowns Bin O 

 Head Immobilizers Bin R 

 IV sets (10 drop) Bin C 

 IV needles (18, 16, 14 gg Catheters Bin C 

 Kling Bandages Bin B, C, & 
E 

 Kwik Kolds  Bin B 

 Latex gloves Bin N 

 Leg splints Bin B & C 
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 Nasal Cannulas Bin P 

 Normal Saline (1000ml) Bin D 

 Oxygen Masks Bin H 

 Oxygen tubing Bin P 

 Occlusive Dressings Bin C & F 

 Patient Area Tarps Bin Q 

 Patient area flags Bin Q 

 Pens and Paper Bin B 

 Personal Effects Bags Bin M 

 Placards Bin Q 

 Rope (Nylon 50ô x ı ñ) Bin L 

 Sani-cloth Dispensers Bin K 

 Scissors Bin B 

 Sharps Container (small) Bin C 

 Sodium Chloride (Normal Saline 1000ml) Bin D 

 Stethoscopes Bin B 

 Subclavian IV Needles (14gg) Bin C 

 Surgical Masks Bin K 

 Tape (Red, Yellow, Green, Black/striped, White) Bin J 

 Tape 1ò Bin B & C 

 Tourniquets Bin C 

 Trauma Dressings Bin F 

 Transport Boards Bin J 

 Treatment Boards Bin J 

 Treatment Tags Bin J & B 

 Triage Belts Bin J 

 Tweezers Bin C 

 Vionex Bin L 

 Wire Splints Bin B 
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MCI Mobile Equipment Cash Inventory 
 

                              

 

 

 

 

 

            

            

   1-Box              

              

 

 

 

                

      1   1-Box    

 

                            

         

                1 Box         

 

 

  

 

         

          

 1-Box 
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  A  BIN 

10--Disposable  

      Blankets 

  E  BIN  

48--Kling Bandages 

200--2x4s 

   J BIN 

2--Triage Belts 

w/surveyor tape 

6--Rolls Red Tape 

6--Rolls Yellow Tape 

6--Rolls Green Tape 

6--Rolls Black/striped 

tape 

6--Rolls White Tape 

2--Treatment Boards 

2--Transport Boards 

2-Treatment Tags 

 

 

  O BIN 

30--Disposable 

gowns 

25--Face Shields 

 

    B  BIN  

       MCI Area Kit   

   ( 7 patient supplies) 

2--Stethoscopes 

2--Blood pressure cuffs 

24--Kling bandages 

100--4x4s 

8--Multi-trauma bandages 

3--Rescue blankets (aluminum) 

3--wire splints 

6--Triangular bandages 

2--Kwik kolds 

12--1ótape 

2--Scissors 

2--Burn sheets 

100-Latex exam gloves 

1--Disposable BVM 

1--Set pens/paper 

7--Treatment Tags 

   F  BIN  

30--Trauma dressings 

  K   BIN  

50--Surgical masks 

2--Sani-cloth 

dispensers 

2--Alcare (11oz) 

2--Vionex 

  P  BIN  

24--Oxygen tubing 

24--Nasal Cannulas 

  G  BIN  

30--Cervical collars 

  (10-Small) 

  (10-Medium) 

  (10-Large) 

    L  BIN  

12--Flashlights 

24--Batteries 

5--50õ Į Nylon rope 

2--Vionex 

  Q  BIN 

5--Patient area tarps     

   (3-Green) 

   (1-Yellow) 

   (1-Red) 

12--Patient area flags 

   (6-Yellow) 

   (6-Red) 

3--Morgue placards 

9--Treatment placards 

   (3-Red) 

   (3-Yellow) 

   (3-Green) 

 
    

  C  BIN  

15--10-drop IV sets 

1--small sharps 

container 

1--Scissor 

5--18-gg IV needles 

8--16gg IV needles 

10--14gg IV needles 

4---14 gg  subclavians 

10--Bandages 

15--alcohol preps 

5--Bioclusive 

dressings 

1--Tweezers 

5--4x4s 

2--1ótape 

2--Kling bandages 

10--Touniquets 

4--Sets latex gloves 

 

 

 

 

   D  BIN 

12--1000ml Sodium    

      Chloride bags 

   H  BIN 

30--Oxygen facemasks 

  I  BIN  

48--18ó cardboard arm  

     splints 

  M   BIN 

40--Personal Effects 

      bags 

 

  MISC. 
10--Traffic cones 

2--32-Gallon bio-waste    

     containers 

20--Disposable stretchers 

12--Bio-waste bags w/lock ties 

40--Backboards 

9--Oxygen tanks 

2--Oxygen regulators 

1--Oxygen manifold 

1--Fire Extinguisher 

 

   N  BIN  

36--28ó (Cardboard) leg Splints 

1 Box 

2 Boxes 

1 Box 

1 Box 

1 Box 

1 Box 

1 Box 

4 Boxes 8 Boxes 8 Boxes 2 Boxes 

1 Boxes 

1 Boxes 

1 Boxes 

1 Box 

1 Box 

1 Box 

   R  BIN 

40--Cardboard head      

     immobilizers 

20--Rolls duct tape 

 

1 Box 



Multiple Patient Department record 
 

Date Time Location MCI  response FD run number Medic Run number 

      
 

Scene Scenario: Tactical Requirements: 

  

  

  

 
Patients 

# Color Name/Initials Gender Age Injuries Treatment Transport 
    Unit 

Hospital Depart 
time 

Notes 
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Multiple Patient Department record 

 

Date Time Location MCI  response FD run number Medic Run number 

      
 

Patients 

# Colo
r 

Name/Initials Gender Age Injuries Treatment Transport 
Unit 

Hospital Depart 
time 

Notes 
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MCI 
AFTER ACTION REPORT 

 
 *Completed by the MGS 
 
Suggested details: 
 
1. Date 
2. Time  (start to finish) 
3. Location 
4. Weather 
5. Scenario 
6. Hazards involved 
7. Time sequence of events 
8. Number of Patients (specifics of RED, YELLOW, GREEN, BLACK) 
9. Participating Units (Specifics and totals) 
10. MBD report 
11. Treatment Group leader report 
12. Triage OIC report 
13. Transportation report 
14. IC report 
15. Hospital control, comments and report 
16. Safety report 
17. Communication report 
18. Specialty teams report 
19. CISD team involvement 
20. Incident Debriefing 
21. Equipment availability, and failures 
22. System failures 
23. Positive aspects that flowed and worked well 
24. Areas that require change for improvement 
25. Areas that require increased training 
26. Lessons learned and recommendations 
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      DRAFT 
Good Samaritan Tracking Form 

 
Date:                               Time:                             Incident No. 

Incident Location:     

EMS Contact: 

PH:                                  PGR:                                   Cell: 

Pt. Name 

Transport to: 

G.Sam Name: 

Address: 

Ph:                                  Work Ph:                             Other: 

E-mail: 

Language:                                                                                           Card:      of 

 

 
                                                      Good Samaritan Follow-up Card 

 
Thank-you for assisting our emergency service personnel in the care of an injured or ill person. The 
willingness of Snohomish County citizens to provide aid in an emergency can make a real difference 
in the patient’s outcome. 
 
Sometimes assisting with patient care results in direct contact with blood and body fluids. Contact 
with blood or body fluids can occur through broken skin, cuts, scrapes, open sores, or puncture 
wounds – or through the eyes, nose, or mouth. Not all exposures are significant, yet exposure to 
blood or body fluids containing infectious agents can affect your health. 
 
If you have had direct contact with blood or body fluids, please contact Public Health ï Snohomish 
County at (425)_______________ within 24 hours. Say that you are a Good Samaritan seeking an 
assessment of an exposure to blood or body fluids. After business hours or weekends, you will be 
asked to leave a message. Public Health Staff will promptly return your call. 
 
*Note: 
This Policy is not currently in effect 
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Hazardous Materials and Emergency Medical 
Services 

Terrorism Response Guidelines 
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Hazardous Materials Emergency Response Plan 
and 

Mass Casualty Incident Procedures 
 

June 2000 
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INTRODUCTION 
 

This document describes recommended procedures and resources for terrorist incidents involving 
weapons of mass destruction (WMD) that utilize nuclear, biological or chemical (NBC) warfare agents 
and industrial substances capable of producing mass causalities.  Though Mass Causality Incident 
(MCI) and Hazardous Materials (Hazmat) procedures will be activated during a WMD event, neither 
would be sufficient to be utilized exclusively.  This plan serves as a guide to assist responding 
agencies when dealing with the unique nature of terrorist events and will reference other plans as 
warranted. 
 
As in all incidents, responding agencies will rely on the Incident Management System (IMS) to 
provide the organization to deal with the terrorist threats.  The response context for virtually all WMD / 
NBC events will be that of a Hazmat incident.  Consequently, the Incident Commander will build a 
response organization using the Incident Management System principles for Hazmat, but will have 
available additional resources/agencies to meet the special needs of such events.  The additional 
resources are built upon special training, equipment and medical antidotes provided to the 
responding Hazmat Teams.  All current mutual aid systems will be relied upon to support the IMS as 
in any type incident. 
 
Special resources in the form of consultation and testing can be called to the scene or provided 
through the Emergency Services Coordinating Agency (ESCA).  Available resources include Federal, 
State, County and local agencies.  These resources become available through activation of the 
Hazardous Materials Response Plan.   

 
NOTIFICATION 
 
Due to tremendous burden placed upon initial responding agencies, immediate activation of the 
Hazardous Materials Response Plan is vital.  Once and WMD event is recognized it becomes the 
responsibility of the IC to notify the dispatch center, other responding agencies and ESCA 
immediately. 
 
RECOGNIZING WEAPONS OF MASS DESTRUCTION (WMD) AND NUCLEAR, BIOLOGICAL OR 
CHEMICAL (NBC) EVENTS 

 
In some cases, an incident will be known or suspected to involve NBC agents at the time units are 
dispatched.  In these cases, special resources, including Hazmat will be involved initially in the 
incident. 
 
It is also possible that there may be no advance identification for NBC incidents.  In these cases, first 
responders may be dispatched following normal protocol classifying incidents as structure fire, 
hazardous materials, medical emergency, technical rescue, or service response.  It is incumbent 
upon all company officers and responding personnel to remain alert to signs that an incident may 
involve weapons of mass destruction with explosive, chemical, biological or radiological agents.  
Explosive device actions are found in the Hazardous Materials Response Plan and will not be 
addressed in this document. 
 
There are seven indicators of a NBC attack when approaching an incident scene: 
 

¶ Symptoms of victims  
 

¶ Mass casualties - many victims with similar symptoms and no obvious trauma or cause 
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¶ Casualty pattern - victim distribution indicating source or direction of hazard 
 

¶ Presence of a dissemination device - a low order explosion with little collateral damage, formation 
of a plume, or canister equipment present. 
 

¶ Dead animals or birds - lower tolerance to chemicals 
 

¶ Statements of victims - symptoms, noises heard, or unusual sights 
 

¶ Things “out of place” at the scene - smells, liquid spills, or devices 
 
 
CHEMICAL AND BIOLOGICAL AGENT INDICATORS 

 
It is important to remember that chemical agents found in the field mat not be limited to military 
compounds.  Industrial chemicals are very effective as weapons of mass destruction and are easier 
to obtain.   
 
Chemical exposure will result in immediate manifestation of signs and symptoms which are common 
to all exposed.   
 
Biological agents are not volatile, do not penetrate unbroken skin, and are undetectable by human 
senses.  All biological agents involve delayed rather than immediate effects.  The delayed nature of 
biological agent effects usually results in the event detection through: (1) the operation of the public 
health infectious disease surveillance; (2) illness patterns at public hospitals; (3) a perpetrator is 
apprehended in the act of dispersing. 
 
The table on page 4 summarizes selected chemical and biological agent signs and symptoms. 
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Chemical Agent Signs and Symptoms 
Agent 

 
Effects Smell Onset First Aid Decon Detection 

Nerve: 
Sarin 
 
 
Soman 
 
 
VX 
 

Vapor:  Pinpoint 
pupils, salivation, 
shortness of  breath 
Liquid:  Increased  
sweating at site, 
localized muscle 
twitching 
Both:  Nausea 
vomiting, seizures 

Fruity smell 
like Juicyfruit 
gum 
 
Camphor 
 
 
Sulfur 
 

Seconds 
 
 
Minutes to 
hours 
 

Mark I kit 
(atropine & 2 
pam 
chloride) 1-3 kits 
 
Diazepam if 
symptoms are 
severe 

Skin: 
5% bleach  
solution 
 
Equipment: 
5% bleach  
solution 
 

Liquid:  M8 
paper, 
M9 paper 
 
 
Vapors:  M256 
kit, 
Drager 
APD-2000 

Blister: 
Mustard 
 
Lewisite 
 
Phosgene 
Oxime 
 

Vapor:  Irritated 
eyes, 
runny nose, 
sneezing, 
hacking cough 
Liquid:  Redness of  
skin, blisters, 
moderate 
to severe pain 

Garlic 
 
 
Geraniums 
 
Irritating 
 

Hours 
 
Rapid pain 
If Lewisite 
or 
Phosgene 
Oxime 
 

None 
 
Supportive care 
for pain and 
blisters 

Skin: 
5% bleach  
solution 
 
Equipment: 
5% bleach  
solution 
 

Liquid:  M8 
paper, 
M9 paper 
 
 
Vapors:  M256 
kit, 
Drager, 
APD-2000 

Choking: 
Phosgene 
 
Chlorine 
 

Coughing, choking, 
tightness in chest, a 
feeling of suffocation, 
edema and death 
 

Mowed hay or 
grass 
 
Swimming 
pool 
or bleach 

Seconds 
 

Remove from 
environment, 
give oxygen 

None 
 

Drager, APD-
2000 
 

Blood: 
Hydrogen 
Cyanide 
 
Cyanogen 
Chloride 
 

Gasping for air,  
reddish skin, 
unconsciousness, 
seizures, death 
 

Bitter almonds 
 
 
 
Bitter almonds 
 

Seconds 
 

Remove from 
environment, 
give amyl 
nitrate, 
sodium 
thiosulfate &/or 
sodium nitrate 

None 
 

Drager, M256 kit, 
APD-2000 
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CHEMICAL AGENT RESPONSE ACTIONS 
 

First responders to a chemical agent will recognize the signs and symptoms of chemical 
exposure.  Initial actions should follow Hazardous Materials Response Plan Operating 
Guidelines with the additional actions listed below. 
 
1. Isolate Area and Establish a Perimeter 
 

WMD events by their nature involve multiple causalities.  It is very important that 
first responders protect themselves from cross contamination, tunnel vision, and 
secondary devices.  This is a crime scene and there may be vital evidence in 
plain view of the first responder upon arrival.  Isolation of the scene will serve to 
protect both the responder and the evidence. 

 
2. Establish Zones 
 

The HOT ZONE as defined in the Hazardous Materials Response Plan Operating 
Guidelines will be the area immediately around the source, munitions, or device.  
All access to the Hot Zone will be limited to a single entry control point.  Anyone 
entering this area must wear full protective gear.  The entry control point should 
be a minimum of 300 feet or Emergency Response Guidebook Initial isolation 
zone recommendation; which ever is greater from the source. 

 
The WARM ZONE as defined in the Hazardous Materials Response Plan 
Operating Guidelines will be for Hot Zone support, rescue, and decontamination.  
This will be considered a safe area until Decon operations are in progress at 
which time full protective gear will be required.  This area will have to be large 
enough to accommodate multiple victims awaiting decontamination.  

 
The COLD ZONE as defined in the Hazardous Materials Response Plan 
Operating Guidelines, shall be clean of all contamination by people or equipment.  
Triage, treatment and transport shall take place in this area.  Only necessary 
support personnel should be in the Cold Zone, which include Hazmat, Command, 
and EMS personnel. 
 

3. Evidence Considerations 
 

Care should be taken to preserve evidence that may be removed from victims 
during decon.  Police may want to assign one person to watch for potential 
evidence in the treatment area. 

 
4. Initiate Patient Management 
 

Minimum Personal Protective Equipment is turnout, chemical protective gloves 
and SCBA. 
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Initiate MCI Protocols as needed for multiple victim incidents.  Attempt to gather 
ambulatory victims for evaluation of symptoms and/or contamination.  Establish a 
safe area within the Warm Zone to stage victims in need of decontamination.  
Gross decon operations shall be initiated immediately as described in the 
Operating Guidelines if victims are found to be contaminated.   

 
In most cases decontamination will be required.  Explain the decontamination 
process to the victims as the area is being established.  Once patients are 
decontaminated, triage can begin using the START method.  Victims needing 
additional decontamination by the Hazmat Team shall remain in a safe area 
within the Warm Zone. 

 
Gather information on number of injured or dead not visible from the Treatment 
Area from ambulatory victims. 

 
Non-ambulatory victims shall be left in place until Hazmat and Rescue personnel 
arrive.  All dead should be considered as in the Hot Zone and left in place. 

 
5. Establish a Hazmat Group 
 

The Hazmat Group will develop a site-specific safety plan and evaluate first-in 
company actions.  All decontamination activities will be the responsibility of the 
Hazmat Group. Operational personnel in the area shall be assigned to the 
Hazmat Group for support. 

 
The Hazmat Team will determine if the event involves a Chemical, Nuclear, or 
Biological hazard and make proper notifications and requests for assistance 
based on the findings.  

 
If mass decontamination is warranted the Hazmat Team will request additional 
resources from the Incident Commander as needed.  Marysville and Everett 
Hazmat have decontamination equipment.  MCI Trailers will also be requested 
which have decontamination equipment. 

 
6. Mass Decontamination Set-up and Operation 
 

The Hazmat Group shall initiate mass decontamination as needed.  Procedures 
for mass decontamination can be found in the Hazardous Materials Response 
Plan.  The team will establish a technical decontamination line as described in 
the Hazardous Materials Response Plan Operating Guidelines including the 
decon shelter.  

 
Until mass decontamination can be established, victims will be decontaminated 
using the technical decontamination line.  Those victims exhibiting symptoms, 
having obvious chemical contamination and special needs will be given priority.  
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Ambulatory victims without symptoms will be run through the portable shower 
unit. 

 
Care shall be taken to document all removed clothing and personal items.  Such 
items shall be bagged and marked with the owner’s name.  Police Department 
personnel will track and store bagged items not deemed contaminated. 

 
Once the mass decontamination line is established the technical 
decontamination line shall be exclusively for response personnel. 

 
7. Hazmat Initial Entry 
 

Entry into the Hot Zone will not take place until all victims are decontaminated or 
a separate decon line has been established for response personnel.   
 
No entry will be made if explosive devices are found or suspected.  The 
Explosives Unit assisted by the Hazmat Team shall conduct those operations.  
Should a suspected secondary device be discovered during an entry all radio 
communications shall stop and the entry team will evacuate the area.  Isolation 
Zones will be reevaluated and the Explosives Unit notified of the situation. 
  
Entry into the Hot Zone will be determined by the protocols established in the 
Hazardous Materials Response Plan Operating Guidelines.   

 
8. Victim Rescue/Extrication 
 

When victims are trapped and require special rescue techniques, a rescue 
response will be requested.  It will be the responsibility of the Hazmat Group to 
ensure a safe working environment exists prior to rescue operations beginning.  
All Rescue Team operations shall be in accordance with the Rescue Team 
Operating Guidelines. 

 
9. Emergency Medical Management 
 

The purpose of medical management is ensuring the best possible pre-hospital 
emergency care is rendered to victims throughout the course of an incident.  The 
EMS Group shall be established as soon as possible when a mass or multi-
causality incident has occurred as the result of a WMD/NBC event.  All 
decontaminated victims will be directed to the EMS Group located near the 
decontamination corridor for triage, treatment and transportation.  All activities 
within the EMS Group will be in accordance with MCI protocols and under the 
direction of a paramedic or Medical Control. 

 
Special care to avoid cross contamination will be taken at all times during Triage. 

 
Treatment Protocols for selected agents are contained in this document.   
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Pharmaceuticals are stored at various locations and will be brought to the scene 
with responding Paramedic Units as required for the incident.  Separate cashes 
of antidotes are identified for victims and responders and will be stored at AirLift 
Northwest, Arlington. 

 
10. Behavioral Health 
 

The American Red Cross, local mental health professionals and Support Seven 
personnel may be requested to address the behavioral health needs of victims. 
Behavioral Health needs of responders will be addressed though departmental 
policies and the Critical Incident Stress Debriefing Team (CISD). 

 
11. Hospitals 
 

Potential receiving hospitals will be notified immediately by dispatch upon 
determination that a WMD chemical agent is involved in an incident. Hospitals 
will receive information on the identified or suspected agent, decontamination 
status, and field treatment of victims as the information becomes available. 

 
Receiving hospitals will engage lock-down status.  All area hospitals will be 
informed of an NBC incident in progress.  Decisions to lock-down at hospitals not 
designated as receiving victims from the scene will be made in terms of each 
hospitals specific disaster plan. 

 
Hospitals will assume the responsibility for decontamination, triage and treatment 
of “walk in” patients.  This includes primary set-up of decontamination and 
personal protective equipment for hospital personnel. 

 
Local police departments will be responsible for assisting hospital security staff in 
maintaining order at receiving hospitals.  This includes management of “walk ins” 
awaiting decontamination. 

 
Hospital capacity will be determined by the individual hospitals and relayed to the 
Incident Commander or Medical Officer by Medical Control.  Field hospitals will 
be established in accordance with the County/City Disaster Plan when area 
hospitals become saturated. 

 
12. Recovery and Restoration 
 

The recovery and restoration phase begins after the last living victims have been 
transported from the scene and continues until all contamination has been 
eliminated.  FEMA has been given responsibility for consequence management 
at a terrorist event and resources from that agency may assist in the recovery 
phase.  FBI, law enforcement agencies and the Medical Examiners Office will 
carryout post incident investigation. They are responsible gathering evidence and 
removing bodies from the scene. 
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The Snohomish County Hazmat Team will remain available to support all 
agencies involved in the recovery phase as needed.  The decontamination areas 
will be maintained until no longer needed at the incident scene.  All disposable 
equipment will be left at the scene for removal by a clean up contractor 
designated by the Department of Ecology. 

 
All other equipment will be decontaminated at the scene prior to the 
decontamination area being shut down.  Equipment that cannot be cleaned in the 
decontamination area will be cleaned with a 5% bleach solution back at the 
station.  A minimum solution contact time of 15 minutes will be observed, 
followed by a rinse and retest for contaminants.  This process will be repeated 
until no contamination is detected. 
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RADIOLOGICAL AGENT RESPONSE ACTIONS 
 

Radiological threats can take the form of an explosion that disseminates gamma rays 
and radioactive particles, an exposure of radioactive substances that generate gamma 
rays, or the dispersion of solid radioactive material that may be inhaled or ingested.  
Nuclear weapon denotation by terrorists is remote, though they may be a target while in 
transport.  These weapons contain high explosives and may be shock sensitive.    
 
The effects of human exposure to radiological hazards are delayed.  In some cases 
burns may be present or if material is ingested in large quantity, gastric symptoms may 
be present.  Other injuries may be present if an explosive device was used to 
disseminate the radioactive material.  
 
A radiological incident may involve: 
 

¶ The threat of a release at a specific time and location. 

¶ A device detected and reported prior to release. 

¶ An explosive device used as a disseminating device without warning. 

¶ A perpetrator observed in the act of disseminating an agent. 
 
1. Isolate Area and Establish a Perimeter 
 

Initial response actions at a radiological incident will be in accordance with the 
Emergency Response Guidebook located on each apparatus.  Responders 
should be very cautious of wind direction to avoid down wind contamination.  
First arriving units should secure a perimeter, evaluate the situation, and request 
a Hazardous Materials Response Team. 

 
If a fire is involved as part of the incident, units should evacuate surrounding area 
to a distance of 2000 feet.  Police assistance will be mandatory in this event. 

 
2. Establish Zones 
 

The HOT ZONE as defined in the Hazardous Materials Response Plan Operating 
Guidelines will be the area immediately around the source, munitions, or device.  
All access to the Hot Zone will be limited to a single entry control point.  Anyone 
entering this area must wear full protective gear.  The entry control point should 
be a minimum of 330 feet or Emergency Response Guidebook Initial isolation 
zone recommendation; which ever is greater from the source. 

 
The WARM ZONE as defined in the Hazardous Materials Response Plan 
Operating Guidelines will be for Hot Zone support, rescue, and decontamination.  
This will be considered a safe area until decontamination operations are in 
progress at which time full protective gear will be required.  This area will have to 
be large enough to accommodate multiple victims awaiting decontamination.  
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The COLD ZONE as defined in the Hazardous Materials Response Plan 
Operating Guidelines, shall be clean of all contamination by people or equipment.  
Triage, Treatment and Transport shall take place in this area.  Only necessary 
support personnel should be in the Cold Zone, which include Hazmat, Command, 
and EMS personnel. 

 
3. Initiate Patient Management 
 

Minimum personal protective equipment is turnouts and chemical protective 
gloves. 

 
Initiate MCI Protocols as needed for multiple victim incidents.  Attempt to gather 
ambulatory victims for evaluation of symptoms and/or contamination.  Establish a 
safe area within the Warm Zone to stage victims in need of decontamination.  
Gross decon operations shall be initiated immediately as described in the 
Operating Guidelines if victims are found to be contaminated.  

 
Medical conditions take priority over radiological concerns. Victims of radiation 
are NO DANGER to responders.  Radioactive particles on skin and clothing are 
not a medical emergency and may be brushed or washed off easily.  Make note 
of any runoff into storm sewers and notify the Hazmat Team.     

 
Explain the decontamination process to the victims as the area is being 
established.  Once decontaminated, triage can begin using the START method.   
 
Gather information on number of injured or dead and ambulatory victims not 
visible from the treatment area. Non-ambulatory victims shall be left in place until 
Hazmat and Rescue personnel arrive.  

 
4. Establish a Hazmat Group 
 

The Hazmat Group will develop a site-specific safety plan and evaluate first-in 
company actions.  All decontamination activities will be the responsibility of the 
Hazmat Group. Operational personnel in the area shall be assigned to the 
Hazmat Group for support. 

 
The Hazmat Team will determine if the event involves a Chemical, Nuclear, or 
Biological hazard and make proper notifications based on the findings.  

 
If mass decontamination is warranted the Team will request additional resources 
from the Incident Commander as needed.  Marysville and Everett Hazmat have 
decontamination equipment.  MCI Trailers will also be requested which have 
decontamination equipment. 
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5. Mass Decontamination Set-up and Operation 
 

The Hazmat Group shall initiate mass decontamination as needed.  Procedures 
for mass decontamination can be found in the Hazardous Materials Response 
Plan Operating Guidelines.  The team will establish a technical decontamination 
line as described in the Hazardous Materials Response Plan Operating 
Guidelines including the decontamination shelter.  

 
Until mass decontamination can be established, victims will be decontaminated 
using the technical decontamination line.  Those victims having medical needs 
will be given priority.  Ambulatory victims without symptoms will be directed to 
use the portable shower unit. Once the mass decontamination line is established 
the technical decontamination line shall be exclusively for response personnel. 

 
Care shall be taken to document all removed clothing and personal items.  Such 
items shall be bagged and marked with the owner’s name.  Police Department 
personnel will track and store bagged items not deemed contaminated.   

 
6. Hazmat Initial Entry 
 

Entry into the Hot Zone will not take place until all victims are decontaminated or 
a separate decon line has been established.   

 
Entry into the hot zone shall be limited to the absolute minimum number of 
personnel for the minimum amount of time required for the situation.  
Radiological monitors will be used with action levels established for safe 
operation.  Should the action level be reached, all entries will stop and immediate 
evacuation of the hot zone will occur. 

 
No entry will be made if explosive devices are found or suspected.  The 
Explosives Unit assisted by the Hazmat Team shall conduct those operations.  
Entry into the Hot Zone will be determined by the protocols established in the 
Hazardous Materials Response Plan Operating Guidelines.  Should a suspected 
secondary device be discovered during an entry all radio communications shall 
stop and the entry team will evacuate the area.  Isolation Zones will be 
reevaluated and the Explosives Unit notified of the situation. 

 
7. Victim Rescue/Extrication 
 

When victims are trapped and require special rescue techniques, a rescue 
response will be requested.  It will be the responsibility of the Hazmat Group to 
ensure a safe working environment is exists prior to rescue operations beginning.  
All Rescue Team operations shall be in accordance with the Rescue Team 
Operating Guidelines. 

 
All dead should be considered as in the Hot Zone and left in place. 
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8. Medical Management 
 
 It is probable in a radiological incident that victims at the scene may exhibit no 

symptoms.  Medical treatment at the scene is likely to be confined to collateral event 

injuries (not radiation).  

 

 Radiation exposure alone is not a medical emergency.  Victims who have been exposed 

to radiation, but are not contaminated and have no other injuries, can be advised to see 

their personal physician.  EMS Group can release such victims for interview and tracking 

by law enforcement personnel.   

 

 Treatment for radiation exposure is symptomatic support; there are no antidotes or 

efficacious treatments.   

 
9. Behavioral Health 
 

The American Red Cross, local mental health professionals and Support Seven 
personnel may be requested to address behavioral health needs of  victims. 

 
Behavioral Health needs of responders will be addressed though departmental 
policies and the Critical Incident Stress Debriefing Team (CISD). 

 
10. Hospitals 
 

Potential receiving hospitals will be notified immediately by dispatch upon determination 

that a radiological agent is involved in an incident.  Hospitals will receive information on 

decontamination status, and field treatment of victims as the information becomes 

available.   

 
Receiving hospitals will engage lock-down status.  All area hospitals will be 
informed of a radiological incident in progress.  Decisions to lock-down at 
hospitals not designated as receiving victims from the scene will be made in 
terms of each hospitals specific disaster plan. 

 
Hospitals will assume the responsibility for decontamination, triage and treatment 
of “walk in” patients.  This includes primary set-up of decontamination and 
personal protective equipment for hospital personnel. 

 
Local Police Departments will be responsible for assisting hospital security staff 
in maintaining order at receiving hospitals.  This includes management of “walk 
ins” awaiting decontamination. 

 
Hospital capacity will be determined by the individual hospitals and relayed to the 
Incident Commander or Medical Officer by Medical Control.  Field hospitals will 
be established in accordance with the County/City Disaster Plan when area 
hospitals become saturated. 
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11. Recovery and Restoration 
 

The recovery and restoration phase begins after the last living victims have been 
transported from the scene and continues until all contamination has been 
eliminated.  FEMA has been given responsibility for consequence management 
at a terrorist event and resources from that agency may assist in the recovery 
phase.  FBI, local law enforcement agencies and the Medical Examiners Office 
will carry out post incident investigation.  They are responsible for gathering 
evidence and removing bodies from the scene. 

 
The Snohomish County Hazmat Team will remain available to support all 
agencies involved in the recovery phase as needed.  The decontamination areas 
will be maintained until no longer needed at the scene.  All disposable equipment 
will be left at the scene for removal by a clean up contractor designated by the 
State Department of Health. 
 
All other equipment will be decontaminated at the scene prior to the 
decontamination area being shut down.  Equipment that cannot be cleaned in the 
decontamination area will be cleaned with a 5% bleach solution back at the 
station.  A minimum solution contact time of 15 minutes will be observed, 
followed by a rinse and retest for contaminants.  This process will be repeated 
until no contamination is detected. 
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BIOLOGICAL AGENT RESPONSE ACTIONS 
 

It is anticipated that most events involving biological agents will not generate a scene to 
which personnel could respond.  By their very nature biological agents are slow acting 
and the public health surveillance system may require days to detect patterns of 
casualties.   
 
A biological incident may involve: 
 

¶ The threat of a release at a specific time and location. 

¶ A device detected and reported prior to release. 

¶ A perpetrator observed in the act of disseminating and agent. 

¶ A package or letter containing an agent or suspected agent was reported.  
 
Credible threats will be managed utilizing the Incident Management System with Law 
Enforcement as the lead agency in a unified command structure.  Non-credible threats 
of biological incidents will be handled similar to that of bomb threats.   
 
When a threat is received or a biological agent is suspected on scene, dispatch is 
notified, the Law Enforcement Duty Chief and the Duty Sergeant will be dispatched. The 
Duty Chief will notify the FBI and the credibility of the threat will be assessed.   
 
When the fire department resources are requested, personnel will support and back-up 
the efforts of the Local Law Enforcement Agency and the FBI.  Local Law Enforcement 
and the FBI will assume their role in the Incident Command System and initiate the 
appropriate criminal investigation. 
 
1. Isolate Area and Establish a Perimeter 
 

¶ Quarantine persons in the immediate area of exposure (office or room of origin) 
and place them in a safe refuge area.   

¶ Recover and double bag the substance & package if unopened, for open 
containers wait for Hazmat Team. 

¶ Shut down HVAC systems to reduce potential spread within the building. 

¶ Do not use the specific name of suspected agent over the radio; use the term 
ñBio Agentò. 

 
 Communication with victims, especially in cases of an enclosed area threat 

posed by a letter or package device, is critical to manage their anxiety and 
behavior.  A paramedic should be used as a point of communication to establish 
rapport and credibility.  If possible, all communications to victims should be 
coordinated through this person. 

 
 Biological agents are non-volatile and are controllable if located in a facility or 

office.  They pose little downwind hazard if containment to building is achieved. 
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2. Establish Hot Zone 
 
 First responding personnel shall establish a HOT ZONE encompassing the 

suspected biological source and any areas visited by victims who are potentially 
contaminated through direct contact with the agent. 

 
 All other zones will be established as necessary using the Hazardous Materials 

Response Plan Operating Guidelines.  Law enforcement agencies will be 
responsible for perimeter control.  Fire personnel may assist law enforcement in 
gathering victims provided they have the proper personal protective equipment. 

 

 Minimum personal protective equipment is turnouts, chemical protective gloves, 
and SCBA. 

 
3. Emergency Field Decontamination  
 
 Decontamination procedures are contained in the engine company “Operating 

Guidelines” and should only be initiated by first responders only when victims 
have injuries or medical problems that require immediate medical treatment.  

 
4. Establish a HAZMAT Group 
 

The HAZMAT Group will develop a site-specific safety plan and evaluate first-in 
company actions.  All decontamination activities will be the responsibility of the 
HAZMAT Group. Operational personnel in the area shall be assigned to the 
HAZMAT Group for support. 

 
The Hazmat Team will determine if the event involves a Chemical, Nuclear, or 
Biological hazard and make proper notifications based on the findings.  If the 
event is suspected, or determined to be a biological agent, Poison Control and 
the Snohomish County Health District will be notified. 

 
If mass decontamination is warranted the Team will request additional resources 
from the Incident Commander as needed.  Marysville and Everett Hazmat have 
decontamination equipment.  MCI Trailers will also be requested which have 
decontamination equipment. 

 

5. Hazmat Initial Entry 
 

If the Incident Commander, in consultation with poison control specialist, 
determines that the threat merits a team entry to recover or contain a biological 
agent, all entries will be made in personal protective equipment offering the 
highest level of protection available.  Entries shall be conducted in a manner 
consistent with Hazardous Materials Response Plan Operating Guidelines. 
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All personnel entering the Hot Zone at a biological agent incident will ingest one 
100mg Doxycycline capsule as an initial dose in a 10-day antibiotic regimen for 
prophylaxis.   This regimen shall be under the strict monitoring of the medical 
control officer in accordance with exposure control protocols.   
 
No entry will be made if explosive devices are found or suspected.  The 
Explosives Unit assisted by the Hazmat Team shall conduct those operations.  
Entry into the Hot Zone will be determined by the protocols established in the 
Hazardous Materials Response Plan Operating Guidelines.  Should a suspected 
secondary device be discovered during an entry all radio communications shall 
stop and the entry team will evacuate the area.  Isolation Zones will be 
reevaluated and the Explosives Unit notified of the situation. 

 
6. Victim Rescue/Extrication 
 

When victims are trapped and require special rescue techniques, a rescue 
response will be requested.  It will be the responsibility of the Hazmat Group to 
ensure a safe working environment exists prior to rescue operations beginning.  
All rescue team operations shall be in accordance with the Rescue Team 
Operating Guidelines. 

 
7. Agent Identification 
 

The Hazmat Team will collect samples of any suspected biological agent if 
possible.  Samples will be transferred to the Health District for further testing and 
identification. Transportation of samples will be the responsibility of the Health 
District or Law Enforcement Agency having jurisdictional authority. 

 
8. Medical Management 
 

It is likely in a biological incident for victims at the scene to exhibit no symptoms.  
If the agent is positively identified, a medical decision will be made regarding the 
administration of antibiotics or antitoxins at the scene.  If drugs are administered 
at scene, Paramedics will do so in the treatment area.  

 
If the medical decision is to hold patients for observation without treatment, the 
transportation group will move patients to an observation holding area 
designated by Medical Control.  

 
9. Behavioral Health 
 

The American Red Cross, local mental health professionals and Support Seven 
personnel may be requested to address behavioral health needs of victims.  
Behavioral Health needs of responders will be addressed though departmental 
policies and the Critical Incident Stress Debriefing Team (CISD). 
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10. Hospitals 
 

Potential receiving hospitals will be notified immediately by dispatch upon 
determination that a biological agent is involved in an incident. 

 
Receiving hospitals will engage lock-down status.  All area hospitals will be 
informed of a biological incident in progress.  Decisions to lock-down at hospitals 
not designated as receiving victims from the scene will be made in terms of each 
hospitals specific disaster plan. 

 
Hospitals will receive information on the identified or suspected agent, 
decontamination status, and field treatment of victims as the information 
becomes available.   

 
Hospitals will assume the responsibility for decontamination, triage and treatment 
of “walk in” patients.  This includes primary set-up of decontamination and 
personal protective equipment for hospital personnel. 

 
Local Police Departments will be responsible for assisting hospital security staff 
in maintaining order at receiving hospitals.  This includes management of “walk 
ins” awaiting decontamination. 

 
Hospital capacity will be determined by the individual hospitals and relayed to the 
Incident Commander or Medical Officer by Medical Control.  Field hospitals will 
be established in accordance with the County/City Disaster Plan when area 
hospitals become saturated. 

 
11. Recovery and Restoration 
 

The recovery and restoration phase begins after the last living victims have been 
transported from the scene and continues until all contamination has been 
eliminated.  FEMA has been given responsibility for consequence management 
at a terrorist event and resources from that agency may assist in the recovery 
phase.  FBI, local law enforcement agencies and the Medical Examiners Office 
will carry out post incident investigation.  They are responsible for gathering 
evidence and removing bodies from the scene. 

 
The Snohomish County Hazmat Team will remain available to support all 
agencies involved in the recovery phase as needed.  The decontamination areas 
will be maintained until no longer needed at the scene.  All disposable equipment 
will be left at the scene for removal by a clean up contractor designated by the 
State Department of Health. 
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SELECTED BIOLOGICAL AND CHEMICAL AGENT DESCRIPTIONS TREATMENT 
PROTOCOLS 

 
 

Agents Addressed 
 
Chlorine 
Hydrocyanic Acid 
Hydrogen Cyanide 
Cyanogen Chloride 
Methyl Isocyanate 
Methylene Bisphenyl Isocyanate 
Methylene Dilsocyanate 
Mustard (Sulfur Mustard) 
Nerve Agents 
 
 
Treatment protocols for radiological/nuclear agents are addressed in the Snohomish 
County Emergency Medical Services, Pre-Hospital Care Protocols and are not included 
here. 
 
Treatment protocols described here include drugs and procedures that are administered 
both by pre-hospital personnel and hospital personnel.  Thus, some drug 
administrations and procedures are outside the paramedic scope of practice. 
 
The Snohomish County Medical Director and EMS Council, the SW Snohomish County 
Medic 7 Medical Director and the Medical Services Administrator have reviewed the 
following treatment protocols for accuracy.   
 
This document is not intended to supercede any current accepted procedures or 
protocols.  It is merely offered as a guide for consistent treatment during high stress 
biological and chemical incidents. 
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FACT SHEET 

 

Chlorine       Military Designation: CL  

 

Description:  Chlorine is found as an amber liquid or greenish-yellow gas with a very 

characteristic irritating pungent odor.  Chlorine is severely irritating to the skin, eyes, and 

respiratory tract.  Although generally stored as a liquid, when released, the resulting gas is about 

two times heavier than air. 

 

Non-Military Uses: Chlorine is used widely in industrial settings in organic synthesis and 

manufacture of antifreeze agents, solvents, refrigerants, resins, bleaching agents, and other 

inorganic chemicals.  There is an exceptionally wide use of chlorine in non-commercial and 

home setting as a cleaning agent, bleaching agent, bacteriostatic, and disinfecting agent.  Storage 

of this substance in a variety of liquid and granular forms is widespread. 

 

TREATMENT PROTOCOL  

 

General 

 

Chlorine is found as a greenish-yellow gas, with a pungent, acrid, characteristic odor.  Sensitivity 

to the odor is below toxic levels; however, since some sensory adaptation occurs, repeat 

exposures are more likely to produce toxic effects.  Exposures irritate eyes and central (upper) 

airways within minutes.  Low doses produce some cough and choking sensation.  Moderate 

doses also produce a sense of suffocation, hoarseness, and substernal pain.  High doses also 

produce severe dyspnea, with pulmonary edema, nausea, vomiting, headache, and syncope also 

seen.  Very high doses may produce sudden death without an obvious pulmonary lesion, possibly 

via laryngospasm.  All recognized exposures should be referred for direct observation/care. 

 

Patient Evaluation 

 

Fully masked personnel should immediately remove victims from the toxic environment.  

Chemical protective clothing is required for liquid/solution exposures 

 

Liquid contamination causes eye and skin burns on contact.  Contaminated clothing     should be 

removed. 

 

Treatment 

 

Eyes: Liquid exposures should be flushed with copious quantities of water; medical attention 

should be sought.  Gas exposures, if symptomatic, should be flushed with water; medical 

attention should be sought. 

 

Skin: Liquid exposures should be flushed with copious quantities of water; contaminated 

clothing should be removed.  Gas exposures require no specific therapy unless symptomatic.  

 

Breathing:  Evaluate respiration, cyanosis, and bronchospasm. 
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If apneic:  CPR with intubation.  Be aware that laryngospasm may be present with intense 

exposures, hence intubation may be very difficult, and surgical criothyrotomy could be required.  

Medical attention should be sought. 

 

If stridorous/hoarse: consider intubation under direct vision since laryngospasm may be 

imminent (see above).  Medical attention should be sought. 

 

If dyspnea/cough/chest tightness: Consider intubation for impending pulmonary edema.  Also 

consider possible bronchospasm sufficiently severe to have so little air exchange that wheezes 

are absent.  Medical attention should be sought.  Codeine-containing demulcents may help. Be 

wary of sedation.  

 

NOTE:  The anatomical configuration of infants and childrenôs airways makes wheezing a less 

reliable indicator of bronchospasm.  Severe smaller airway constriction with a resultant hypoxia 

may be present.  Any apparent infant or child respiratory distress should be immediately assessed 

with oximetry. 

 

If bronchospasm:  Provide aggressive bronchodilation: 

 

Adult:  Inhaled albuterol: unit dose q 2 hr. 

Steriods:  methyl prednisone, load 120 mg IV, then 60 mg q 6 hr. 

Theophyline:  load 150 mg IV, then 30 mg/hr. 

 

Infants and children (0-12):  Inhaled albuterol: 0.15 mg/kg per nebulized dose up to 5 mg/20 

minutes for first 2 hr. 

Steriods: methyl prednisone: 1 mg/kg IV q 6 hr. 

Theophyline:  10 mg/kg IV/24 hr. 

 

Elderly:  Inhaled albuterol: unit dose q 3 hr. 

Steriods:  methyl prednisone: load 125 mg IV, then 60 mg q 6 hr. 

Theophyline (occasional use): load 100 mg IV, then 25 mg/hr. 

 

If asymptomatic:  Maintain direct observation for at least 1 hour; if becomes symptomatic, treat 

as above.  If still asymptomatic, continue to recheck every hour for additional 12 hours since 

some bronchospasm may appear late. 

 

If hypoxic from bronchospasm, administer bronchodilators and supplemental oxygen.  If hypoxic 

from pulmonary edema: oxygen may be utilized with positive pressure ventilation (after 

intubation). 

 

If pulmonary edema occurs:  Treat as noncardiac pulmonary edema (Adult Respiratory Distress 

Syndrome or ARDS) with positive pressure ventilation afterwards.  Diuretic therapy is not 

indicated. 
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Inhalation exposures may produce pulmonary infiltrates, fever, and white blood cell elevations 

leading to an erroneous diagnosis of (presumed bacterial) pneumonia.  Prophylactic antibiotics 

are not indicated.  Surveillance bacteriological cultures are obtained anticipating an approximate 

50% risk of nosocomial pneumonia at days 3-6. 
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FACT SHEET 

 

Hydrocyanic Acid  Military Designations:  AC 

Hydrogen Cyanide & Cyanogen Chloride  CK 

 

Description:  Both of these substances are liquids, but they vaporize at about 73/F or 58/C, so 

they will be in the gaseous form under moderate temperature conditions.  AC has an odor of 

bitter almonds; CK is pungent.  AC vapor is lighter than air, whereas CK gas is heavier then air.  

Cyanogen chloride is quickly metabolized to cyanide once absorbed into the body, and causes 

the same biological effects as hydrogen cyanide.  In addition, CK is irritating to the eyes, nose, 

and throat (similar to riot control agents), whereas AC is nonirritating. 

 

Non-Military Uses:  Large amounts of cyanide (most in the form of salts) are produced, 

transported, and used by U.S. industry annually.  Cyanide is used in fumigation, photography, 

extraction of metals, electroplating, metal cleaning, tempering of metals, and the synthesis of 

many compounds.  It is released when synthetic fibers and plastics burn. 

 

TREATMENT PROTOCOL  

 

General 

 

Patient should be removed from the toxic environment immediately. 

 

These substances are very volatile, so there is little need for decontamination if exposure was to 

vapor alone.  If liquid was present, remove patientôs clothing: wash liquid off skin. 

 

The effects of vapor from either form of cyanide appear within seconds to a minute of exposure.  

If the patient has no or only mild effects when seen 5 to 30 minutes after exposure, he/she will 

not need treatment. 

 

Severe cyanide poisoning produces metabolic acidosis.  If cyanide poisoning is suspected in a 

patient who does not have moderate or severe acidosis, treatment for cyanide poisoning should 

not be delayed, but the diagnosis should be reconsidered. 

 

Patient Evaluation 
 

Exposure to high concentration: transient hypernea, followed by convulsions (30 seconds after 

exposure), gradual decrease in respiratory rate and depth to apnea (3-5 minutes) and cessation of 

cardiac activity (5-8 minutes). 

 

Exposure to lower concentration:  flushing, headache, anxiety, agitation, vertigo, feeling of 

weakness, nausea, muscular trembling (cyanogen chloride may cause irritation of eyes, nose, and 

airways).  Prolonged exposure may lead to effects listed above. 
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Odor of bitter almonds may be detected (half of the population cannot smell this); normal pupils 

(may be dilated in terminal stage); cherry red skin (may not be present); diaphoresis; venules in 

fundus are same color as arterioles; cyanosis occurs only after circulatory collapse and apnea. 

 

Treatment 

 

For a mild exposure (conscious and breathing): observe; no antidotes, oxygen may be given to 

young or old or in presence of heart disease in a patient with mild symptoms. 

 

Severe exposure (unconscious, not breathing): Should receive 100% oxygen.  Cardiac 

monitoring and evaluation of oxygen saturation should be done when possible.  (Saturation will 

be normal even in severe casualty until terminal stage; however, additional oxygen may assist in 

therapy.)  Antidotes should be administered as soon as possible (see below).  It is important to 

note that pulse oximeter results are completely unreliable in the setting of methemoglobinemia, 

which is induced by amyl nitrate or sodium nitrate therapy. 

 

For severe exposure: ventilate using bag-valve-mask with one ampoule of amyl nitrite (crushed) 

in bag; after several minutes, add another (crushed) ampoule; keep adding an ampoule every 

several minutes.  This is a temporary measure until IV drugs can be given, but it may assist in 

recovery. 

 

Administer 300 mg (10ml) of sodium nitrite IV over 5 minutes. Flush line. (Childrenôs dose: 1.2-

1.3 ml/kg, or 6-9 mg/kg of 3% solution.  No separate recommendation for infants.  For elderly, 

use adult dose unless they are small and frail.)  Be aware: Nitrites produce orthostatic 

hypertension, but a patient who can stand does not need them. 

 

Follow with 12.5 grams (50ml) of sodium thiosulphate IV.  (Childrenôs dose: 0.4 mg/kg, or 1.65 

ml/kg of the 25% solution.  No separate recommendation for infants.  Adult dose should be used 

for elderly unless they are small and frail.  Use care giving nitrite in a patient with hypertension 

or heart disease.) (Amyl nitrite, sodium nitrite, and sodium thiosulfate are in the Pasadena 

(formerly Lilly) Cyanide Antidote Kit, the latter two in ampoules of 300 mg/10ml and 12.5 

grams/50ml.)  Use of one-half dose in 20 minutes if no improvement. See instructions on top of 

Antidote Kit box. 

 

If patient continues to remain apneic, intubate and continue oxygen through tube with assisted 

ventilation. 

 

Transfer apneic or unconscious patients to medical facility. 

 

Patients often recover rapidly unless CNS hypoxia has occurred. 
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FACT SHEET 

 

Methyl Isocyanate, Methylene Bisphenyl Isocyanate, Military design ations: none 

Methylene Dilsocyanate 

 

Description:  Methylene Bisphenyl Isocyanate (MDI) is found as a solid in white to yellow 

flakes. Various liquid solutions are used for industrial purposes.  There is no odor to the solid or 

liquid solutions.  The vapor is approximately eight times heavier than air.  This chemical is a 

strong irritant to the eyes, mucus membranes, skin, and respiratory tract.  This chemical is also a 

very potent respiratory sensitizer. 

 

Non-Military Uses:  Very large quantities of MDI are produced, transported, and used annually 

in the United States.  Various industrial processes utilize MDI in production and usage of 

polyurethane foams, lacquers, and sealants.  MDI is a commonly used precursor in the industrial 

production of insecticides and laminating materials.  Noncommercial uses of polyurethanes such 

as in isocyanate paints or in cutting of uncured urethanes may also cause exposure.  Thermal 

degradation of these substances may produce MDI as a combustion by-product. 

 

TREATMENT PROTOCO L 

 

General 

 

MDI is found as a solid, which has a melting point of 37degrees C.  Vapor exposures occur with 

liquids containing dissolved solid.  Gas exposures may occur with high-temperature 

volatilization.  Thermal decomposition produces carbon monoxide and oxides of nitrogen.  

Sensitivity to this substance (eye, nose irritation) occurs at concentrations five times higher than 

OSHA limits (0.2mg/m3); hence toxic exposures may go unrecognized. 

 

Exposures lead to:  Irritant effects: Eyes, mucous membranes and skin may be irritated, 

particularly with prolonged, repetitive, or intense exposures.  High concentrations may also 

produce cough, dyspnea, and lethal pulmonary edema. 

 

Sensitizing effects:  Respiratory sensitization may occur, particularly in individuals with known 

asthma, allergies, or recognized isocyanate sensitivity (e.g. TDI). 

 

Patient Evaluation 

 

Personnel in chemically protective clothing should immediately remove victims from the toxic 

environment.  Vapor or gas hazards should be anticipated with full (positive pressure) masks.  

Liquid/solid contamination should be corrected by clothing removal and soap and water 

decontamination.  
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Treatment 

 

Eyes: There is no specific therapy appropriate.  Liquid/solid exposures should be irrigated with 

copious quantities of water.  Subsequently, symptomatic individuals should seek medical 

attention. 

 

Skin: There is no specific therapy appropriate.  Liquid/solids should be removed with soap and 

water. Single exposures are unlikely to create rashes unless previously sensitized.  Intense 

exposure may produce dermatitis and require referral. 

 

Swallowing: Liquids/solids should be removed by induced vomiting in the conscious victim or 

by lavage otherwise. 

 

Breathing: Symptoms due to sensitivity may be delayed up to 8 hours after exposure.  

Respiratory symptoms may appear with skin, ocular, or GI exposure in previously sensitized 

individual. 

 

If apneic: CPR, may require intubation for pulmonary edema.  Consider severe bronchospasm in 

previously sensitized victim. 

 

If stridorous/hoarse: Consider intubation under direct vision. 

 

If dyspnea/cough/chest tightness: Consider intubation for impending pulmonary edema.  Also 

consider possible bronchospasm sufficiently severe to have so little air exchange that wheezes 

are absent.  Medical attention should be sought.  Codeine-containing demulcents may help.  Be 

wary of sedation. 

 

NOTE: The anatomical configuration of infants and childrenôs air ways makes wheezing a less 

reliable indicator of bronchospasm.  Severe smaller airway constriction with resultant hypoxia 

may be present.  Any apparent infant or child respiratory distress should be immediately assessed 

with oximetry. 

 

If bronchospasm: Treat as asthma with inhaled albuterol.  Bronchospasm may be particularly 

severe, especially in previously sensitized individuals. Treat aggressively: 

 

Adults:  Inhaled albuterol:  unit dose q 2 hr or continuous neb 15 g/hr. 

Steriods: methylprednisolone load 250 mg IV, then 80 mg q 6 hr. 

Theophllline: load 150 mg IV, then 30 mg/hr. 

Infants and children (0-12): Inhaled albuterol: 0.15 mg/kg per nebulized dose up to 5 

mg/20minutes for first 2 hr. 

Steriods: Methylprednisolone; 1mg/kg q 6 hr. 

Theophylline: 10 mg/kg IV/24 hr. 

Elderly:  Inhaled albuterol: unit dose q 3 hr. 

Steriods: methylprednisolone load 125 mg IV, then 60 mg q 6 hr. 

Theophylline (occasional use): load 100 mg IV, then 25 mg/hr. 
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Upper airway obstruction: This is rarely seen and only with intense exposures.  Hoarseness and 

stridor suggest impending laryngospasm; consider intubation under direct vision. 

 

If pulmonary edema (may rarely occur with intense exposures): Treat as non-cardiac pulmonary 

edema (ARDS) see Phosgene. 

 

If hypoxia (commonly from bronchospasm, rarely from pulmonary edema): Treat with above 

bronchodilation and oxygen. 

 

If cough: Codeine-containing demulcents (tissue-soothing agents) may help.  Be wary of 

sedation. 
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FACT SHEET 

 

Mustard (Sulfur Mustard)   Military Designations: H; HD; HS  

 

Description:  Mustard is a ñblister agentò that causes cell damage and destruction.  It is a 

colorless to light yellow to dark brown oily liquid with the odor of garlic, onion, or mustard.  It 

does not evaporate readily, but may pose a vapor hazard in warm weather.  It is a vapor and 

liquid hazard to skin and eyes and a vapor hazard to airways.  Its vapor is five times heavier than 

air. 

 

Non-Military Uses:  Sulfur mustard has been used as a research tool to study DNA damage and 

repair.  A related compound, nitrogen mustard, was the first cancer chemotherapeutic agent and 

is still used for some purposes. 

 

TREATMENT PROTOCOL  

 

General 

 

Mustard causes no immediate effects.  The initial clinical effects of mustard (which usually 

involve the eyes, the skin, and the airways) appear 2 to 24 hours (usually 4 to 8 hours) after 

exposure to liquid mustard or to mustard vapor.  However, liquid or vapor mustard penetrates the 

skin and mucous membranes and damages cells within minutes of exposure, so decontamination 

must be done immediately after exposure. 

 

The patient should be immediately removed from the toxic environment. 

 

If liquid contact, clothing should be removed and skin decontaminated with 0.5% hyperchlorite 

solution, soap and cool water, or thoroughly flushed with water alone, removing clothing. 

 

If there is a history of definite exposure, patient should be taken to a medical facility for 

observation. 

 

Patient Evaluation:  

 

Initial effects (2 to 24 hours after exposure) 

 

Eyes: irritation, feeling of grit in eye, redness. 

 

Skin: erythema (will progress to blisters 1 to 4 hours after exposure to large amounts). 

 

Airways: irritation of nose, voice change, sinus pain, and hacking cough.  (Very rarely a patient 

might inhale an extremely large amount and start to have these effects plus dyspnea within two 

hours.  This patient should be intubated, and assisted ventilation with oxygen.  This patient 

should be taken to the nearest appropriate hospital ASAP. 
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Treatment 

 

There is nothing to do for these patients until the effects appear except to decontaminate.  Tissue 

is damaged within minutes, so emergency field decontamination is indicated. 

 

Eyes: Any commercial eye solution may relieve the irritation from a mild exposure.  More severe 

effects: A mydriatic b.i.d. or q.i.d. (depending on the length of action of the drug): a topical 

antibiotic b.i.d.; vaseline on lid edges b.i.d.; sunglasses if photophobia is present.  Topical 

steroids within the first 24 hours only, may reduce inflammation.  Control pain with systemic, 

not topical analgesics.  Visual loss is usually due to lid edema and blepharospasm, not eye 

damage. 

 

Skin: A soothing lotion (e.g. calamine) for erythema.  Leave small blisters intact.  Unroof large 

blisters and irrigate denuded area at least t.i.d. followed by liberal application of topical 

antibiotic.  Watch for infection.  Fluid requirements are much less than those for thermal burns; 

do not over hydrate. 

 

Airways: Steam inhalation and cough suppressants will generally relieve mild symptoms.  A 

chemical (pneumonitis) increased temperature, white blood count; chest x-ray findings) may 

develop after large exposure: intubation, assisted ventilation with oxygen (and possibly with 

PEEP or CPAP); bronchodilators; watch sputum at least daily for organisms (no antibiotics until 

organism is defined). 

 

Systemic absorption of a large amount of mustard may cause bone marrow and gastrointestinal 

tract damage.  Watch WBC, Hct daily. 
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FACT SHEET 

 

Nerve Agents  Military Designations: 

Tabun, Sarin, Soman  GA, GB, GD 

Unnamed agents  GF and VX 

 

Description: Nerve agents are very toxic oraganophosphorous compounds that have biological 

activity similar to that of many insecticides.  Their volatilityôs range from that of water to that of 

motor oil; they present a hazard from vapor and liquid.  Under temperature conditions, the 

liquids are clear, colorless, and nearly odorless.  They cause biological effects by inhibiting 

acetylcholinesterase, thereby allowing acetycholine to accumulate and cause hyperactivity in 

muscles, glands, and nerves. 

 

No Non-military use 

 

TREATMENT PROTOCOL  

 

General 

 

Nerve agents are extremely toxic chemicals that cause effects by inhibiting the enzyme 

acetylcholinesterase, allowing excess acetycholine to accumulate.  This excess neurotransmitter 

then produces overstimulation and causes hyperactivity in muscles, glands and nerves.  The 

nerve agents list above have identical effects. 

 

Remove patient from contaminated atmosphere.  If exposure was to vapor, remove clothing; if 

exposure was to liquid; remove clothing and wash skin with 0.5% hypochlorite solution, soap 

and water or thoroughly flush with water alone. 

 

Patient Evaluation 

 

If patient is conscious, note ventilatory status and ask about nausea.  If unconscious, note 

ventilatory status and heart rate. 

 

Initial effects differ depending on whether exposure was to vapor or liquid. 

 

Vapor: Effects start within seconds to a minute or two. 

 

Mild to moderate: Miosis, possible redness in eye, eye pain, complaints of dim or blurred vision, 

nausea, rhinorrhea, excess secretions, dyspnea (mild to severe). 

 

Severe: Loss of consciousness, seizures, apnea, and flaccid paralysis. 

 

Liquid: Effects start in minutes (large exposure) to 18 hours (small exposure) after an 

asymptomatic interval. 
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Mild to moderate: Sweating and fasciculations at site of exposure; nausea, vomiting, diarrhea; 

weakness. 

 

Severe: Same as for vapor, but after a 1-30 minute asymptomatic interval. 

 

Treatment 

 

Initial Management 

 

Mild to moderate: Dyspnea should be treated with one or two doses of atropine IM or IV and one 

dose of pradlidoxime (IV drip) initially, depending onseverity of dyspnea.  (See paragraph B  for 

size of dose.)  This should be supplemented with oxygen, particularly in infants, young children, 

and the elderly; healthy older children and adults will usually do well without it unless they have 

pulmonary or cardiac disease.  Atropine dose should be repeated at 5-10 minute intervals until 

improvement is noted.  Failure to respond, (i.e., no dry mouth, no decrease in secretions) 

confirms the need to administer additional doses of atropine.  Gastrointestinal effects after liquid 

exposure are treated in the same manner.  Do not treat for miosis (unless eye pain is severe) or 

rhinorrhea (unless severe). 

 

Severe: Administer three doses of atropine IM (not IV in hypoxic patient) and start    

one dose of pralidoxime by slow (20 minute) IV drip.  (More rapid administration will cause 

hypertension.)  (See paragraph B for size of dose.)  Intubate and ventilate with oxygen (initial 

ventilation will be difficult because of airway resistance; atropine will relieve this).  Administer 

diazepam if convulsing.  Suction for secretions.  Repeat 1 dose of atropine (IM until hypoxia is 

improved, then IV) every 5 minutes until (a) secretions diminish or (b) airway resistance is less 

or normal.  Failure to respond, (i.e., no dry mouth, no decrease in secretions) confirms the need 

to administer additional doses of atropine.  Monitor via pulse oximeter; cardiac monitoring 

should also be done (cardiac arrhythmias are uncommon after atropine is given).  Acidosis may 

develop after seizures or after a period of hypoxia and will require therapy.  This patient should 

be transported to a hospital after stabilization (adequate drug therapy and initiation of 

ventilation). 

 

Eyes: Do not treat miosis unless eye eye/head pain is severe.  Use topical, not systemic, 

anticholingeric to relieve pain. 

 

Recommended Doses 

 

Atropine: 

 

Older child and adult: 2mg 

Infant and young child: 0.02 mg/kg 

Elderly: Use adult dose unless cardiac or pulmonary disease is present or patient is small or frail; 

in latter instances, use 1 mg as standard, but be prepared to administer additional amounts more 

frequently. 
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Pralidoxime (2-PAM) 

 

Older child and adult: 1 gram 

Infant and young child: 25-50 mg/kg 

Elderly: Adult dose unless cardiac or renal disease is present, patient has hypertension, or patient 

is small and frail: decrease dose by half in these patients, but administer the other half 1 hour 

later if patient has not improved.  Pralidoxime can cause hypertension when given rapidly IV.  

Slow administration over 20 minutes will minimize the hypertensive effect.  After rapid 

administration, hypertension can be rapidly but transiently reversed by phentolamine (adult; 5mg 

IV, Child: 1mg IV). 

 

Further Care 

 

Mild to Moderate: After vapor exposure, a patient who is breathing normally does not need to be 

hospitalized as he will not worsen.  However, miosis should be followed until eyes are normal (4 

to 6 weeks).  After liquid exposure, a patient should be observed in hospital for 18 hours until all 

agent is absorbed from the skin. 

 

Severe: Continue to ventilate and administer atropine following guidelines above.  Treat acidosis 

if present.  If patient has not had prolonged hypoxia, recovery of an unconscious patient will be 

gradual over 1 to 3 hours. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 


