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The triage process 
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3. Compare and contnr field and hospitri tnrgc opmti~~~. 

4. Erplam prmcipl roles for diasttr mlnrgmwnt in the plorpltal and hapcal phase% 
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Major, Night Surgeon 
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Fort Racker, Aiabama 
Former hbrant PTO~~JJ~~ of Surgq . 

( Emngency ~Uedicinr) 
Brown VnivnJity Fmgram in Uedicinc 
Providence, Rhode hiand 

T RIAGE IS THE process of selecting or 
sorting victims by severicy of condition 

or priority of treatment needed and available 
rransponation. This activity is fluid in its 
application and has as a fundamental principle 
the reassessment of victim condition at various 
times. The determination of invasive treatment 
to be given and transport priority to a more 
definitive care site is usually made by the most 
appropriately skilled medical personnel pres- 
ent. 

The iriage process is similar wherever it is 
done and ranges from rhe simple cacegonza- 
rion of severity of illness or injury to the 
determination of the order of application of 
definitive treatment. Many articles and books 
have addressed triage.‘-’ but most have taken a 
rather sophisticated medical approach. ie. 
triage by diagnosis or probable outcome. The 
average field medical worker does not have the 
sophistication of training or the diagnostic 
cools to make such determinations. Even more 
importantly, the situation is often chaotic, with 
darkness. noise. and even the possibility of 
further damage present. A triage system must 
be simple and clear in order to work in the 
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THE TRIAGE PROCESS 

widest varietv of circumstances. Personnel 

must be thoroughly familiar with the tasks and 
procedures in order co avoid the effects of 
disorientation and panic chat may arise during 
an emrxionalty overwhelming and physically 
exhausting event. 

In order to discuss the process clearly, a 
basic set of definitions is necessary. Much 
confusion has existed in discussions among 
members of different emergency medical ser- 
vices (EMS) systems &cause of the inconsis- 
tency of the terms used to describe similar 
functions. Most of the following definitions 
have been derived from accempts by the Amerie 
can College of Emergency Physicians’” to 
establish a uniform set of such definitions. 

DEFINITIONS 

Disdsrtr may be characterized as any 
communiiy emergency char disrupts nor- 
mal community function and causes 
concern for the safety of the citizens. 
including their lives and property. Disas- 
ters that result in injuries are also 
referred co as “mass casualty incidents.” 
Ltvtl I muu ramalty incident [MCI) is a 

localized multiple-casualty emergency 
wherein local medical resources are 
available and adequate co provide for 
held medical treatment and srabilitation, 
including triage. 
Led 2 MCI is a multiple-casualty emer- 
gency wherein the large number of 
casualties or lack of local medical care 
facilities are such chat they require multi- 
jurisdiction (regional) medical murual 
aid. 
Level 3 MCI is a mass casualty emer- 
gency wherein the capabilities of local 
and regional medical resources are 
exceeded or overwhelmed. Deficiencies 
in medical supplies and personnel are 
such that ehey require assistance from 
state or federal agencies. 

5. 
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Primu~ triage is the first sorring oi 
victims at the location of the incident 
and in the positions found. This phase of 
triage determines rhe order of evacua- 
tion from the field and includes medical 
treatments designed only co stabilize 
victims in order co minimize further loss 
of life and limb. 
Secondary triqt is the second phase of 
sorring victims, usually performed dur- 
ing evacuation from the positions of 
injury co on-scene trearment and staging 
areas. This phase matches available trear-- 
ment resources on-scene to the. numbers 
of victims and rypes of medical prob. 
lems. 
Tranrporr triage is the third phase of 

victim sorting, when partially stabilized 
vicrims are evacuated from the site of 
rhe incident to hospitals rhat have been 
selected eo receive them on the basis of 
in-house bed and physician availability. 
The medical conrrol o#ictr IMCO). also 

called rhe Chief EMS Officer, is the 
medical resource person in overall 
charge of all disaster tield medical opera. 
tions including patient care. rriage. and 

all medical and health personnel. 

The medical wiu,pc muJttr IS rhe indivtd- 

ual in charge. under the direcclon oi rhe 

MCO, of sorcmg oi parlrnrs co establish 

the priorities of treatment and care ot 

victims awairing transporrarion. 

The mcdicul ~ran~portnrinn oficcr. JISO 
called rhe loading othcer or staging 

officer, is rhe individual in charge. under 

the direction of the MCO. oi ~11 xnbu- 

lances and ocher victim rransport vehr- 

cles. including assignment oi vicrims to 

various receiving hospitals as accom- 

plished rhrough radio communicarions 

or protocol. 

Buric lifo j+?port is Ll set oi noninvasive 

medical skills mcludinp csrdiopulmo- 

nary resuscitation. hemorrhage control. 
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12. 

i. 

splinting, bandaging, immobilization. 

and extrication. In many jurisdictions. it 

also includes application of pneumatic 

antishock garments. 

Advanced life ~uppwr includes basic life 

support skills plus intravenous therapy. 

parenteral drug administration. cardiac 

monitoring. cardiac defibriilarion and 

cardioversion. endotrachrai. esophageal 

obturator airway. rnd esophageal gastric 

tube airway incubation. and any addi- 

tional skills chat are locally defined. 

OVERALL PHILOSOPHY 

The simplest overall philosophy for medical 

disaster management is the provision of the 

best possible medical care to the greatest 

number of victims. This means giving care to 
some,wRile letting others wait. Ideally chose 

needing intervention for lethal conditions chat 

are quickly and easily reversible will get care 

tirsc. Care is delayed for those whose condi- 

tions are judged co be able co tolerate waiting. 

bur some individuals who were perhaps sai- 

vageabie in optimal circumstances will die 

during a disaster. 

In chose everyday, optimal circumstances, 

each victim gets the tuii benefit of technology. 

manpower. and time. Even in J level 1 MCI. 

there is usually enough equipment. personnel. 

and rime co do rhe ucmosc for each victim. In 

level I and 3 MCIs. however. the resources may 

be oucrun. work iorce is reiacivelv scarce. and 

time is never enough co allow the heroics 
people have corn e co expect irom prehospical 

and hospicai emergency department care. The 

usual process of thorough etforcs ;LC diagnosis 

;InJ creacmenc are suspended in cavor oi muici- 

pie phases of care designed co sequentially 

eliminate life-threatening conditions and 

establish priorities for dciinicive creacment 
;Imory the victims. Most emergency physi- 

cians will recopmze the busy communicv hos- 
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pita] wirh a superimposed multivictim. severe 

motor vehicle accident as the scene of a level 2 

MCI. 

CLASSIFICATION OF SEVERIlY 

Identification of condition 

Before svscems of care delivery are dis- 

cussed, it &ill be helpful co explore the role of 

ciassihcacion systems for severity of injuries. 

As previously mentioned. many approaches are 

based on anatomical or physiological diag- 

noses. These systems are suitable for Itier 

levels of cringe. such as-determination of 

sequence co the operating suite. but are seldom 

useful co prehospicai or even emergency 

depanmenc personnel. 

The central problem is the limitation of 

resources. Each victim optimally has a pocen- 

tiai, need for an appropriate specialis! .with 

complete hospital facilities. The ‘first person co 

reach the victim. however, is likely co be an 

emergency medical technician-ambulance 

(EMT-AI or emergency medical cechnician- 

paramedic (EMT-P) at best. The equipment 

carried by these personnel usually consists of 

little more than bandages and a iew oropha- 

rvngeai airwavs. In level 1 and 3 IMCIS. there 

&ii usually be a lacer stage oi additional 

stabiiizaccon on scene. usually administered bv 

chose EMT-Ps present. The victim may receive 

available intravenous Huids. splints. pneumatic 

antishock garments iin verv limited suppiyr. 

and blankets. Aicer cransporcarion. the victim 

will be ‘received in a crowded emergency 

department wirh multiple physicians, nurses. 

and others dividing their rime Jmonp the 

victims in order co pet them scarred on the 

detinitive care they require. Lacer. victims will 

be transferred co the operating suites. intensive 

care units. and hospicai beds chev will need for 

recoverv. 

. . 

Throughout this process. there is a need co 

ciearlv decide and then mark- the prioricv chat 
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the individual viceim has in getting through 
this maze of medical care. Schemes with from 
three KO hvc possible lrvils of. priority have 
been devised. An iliuscracivr example from the 

American Academy of Orthopaedic Surgeons 
textbook is shown in the boxed material. 
“Outcome Probabii’ity Triage Criteria.“’ The 
most popular system co date comprises four 
levels bur has variations on the criteria for 

assignment ro each level. Mos; conrroversy 
centers on the tissignmeoc of vtcclms wlch 
mortal wounds ;Ind chose who appear co have 
sutfered recent cardiac Jrrest. These ISSLWS will 
be addressed below in more &ail. The scheme 
developed (see boxed material, “Primary Field 

Triage Criteria”) has been in use in New 
England for ptehospical care during the past 

several years and can be adjusted co the 
sophistication of rhe individual using ir. 

An EMT-A should be able co differentiate 

between the states of shock and no shock 
under a wide variety of clrcumscances. An 
individual wlch rhts level of training can JISO 
recognize rruly desd victims [decomposed. 
dismembered. burned beyond recognition 1 
;Ind most less-than-serious mjurles rcspeciallr 
if the vlcrlm can walk). This level ot‘ rrlage is 
rheseiore rh; one used bv rhe itrsc care$:lvrrs. 
No ocher diagnosis IS required ro Jetrrmme 
the order of evacuaclon from the injury SIW ro 
the trezmenc ;Lretis. 

The Increased level oi knowled~c c>i the 
EMT-P IS used ro rctine judsmenrs about 
condition severity. but these ;Lre relinemenrs in 
the rrcognicton of shock states dnd (heir once- 
cedencs. Thus the paramedic c;ln JISO use the 
svsrem it’ rriasr descrtbed above. Knowledge 
of the body system rhat is most probablv 
injured is helpful for rtsstgnmenc of vtcrim 
rransporcacion co Jpproprlace hospirals. but J. 
rrue diagnosis is unnecessarv. Only in rhe 
emergency deparrmcnc is ic necessarv co make 
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38 judgments based on diagnostic sophistication. 
and then usually after the shock state has been 
treated with necessary measures. 

Triage tags 

After a simple triage classification has been 
established, a method of marking victims with 
their current priorities is needed. Several sys- 
tems are available on the commercial market. 
They vary in the methods used for rag color- 
coding of severity, in visibility, in strength of 
materials, and in bulk for carrying on the field. 
There appears to be no perfect system. and 
each should be evaluated for its apphcabilicy co 
local needs. A discussion of commercial rag 
systems. with a critique of each, is available in 
the article by Cohen.’ The rag in use in New 
England is the METTAG from the Jounai of 
Civil Deftme. Starkc. Fla. Its optimal use is not 
universally agreed ‘upon. but one protocol is 

given here: the rag bottom is ripped off co- 
expose rhe col& bar corresponding co the 
severity of injuries. One dog-ear is removed by 
the initial triage person and saved to account 
for classifications later and to obtain a body 
count of chose criaged. The tag is then attached 
ro the right ankle of victims who are not 
ambularory (which keeps the tag visible to 
others even if the victim rolls over). Ambuia- 
tory victims are ragged on the right wrist. The 
victims are evacuated from the field according 
co their colgr codes. 

Criticism of the METTAG most often cites 
irs method of indicating severity by tear-off 
cabs, thus allowing less-serious patients co 
“upgrade” chemselvcs by tearing off additional 
tabs. In practice, this is not likely to be 
common behavior, but more significantly, the 
only gain would be removal from the field 
sooner. The rag determines only chat sequence. 
nor treatment at the staging area or transport 
priority. Ocher criticisms are that. because of 
its size, the tag does not show the color of the 
severity code clearly enough and chat the tag 
has not been fully waterproofed and disiate- 
grates when wet. 

ROLES OF PARTICIPANTS . 

At this point, a delineation of the potential 
roles of the prehospical and hospicai personnel 
will identify the variety of responsibilities for 
ditister medical management. . 

Prehospical roles 

Rcxucr/primar) rriaxr-These individuals. 
usually less senior EMT-As. proceed into the 
sector of the field sire assigned by the medical 
triage master with light bandages and wrap- 
around dressings, as many oropharyngeal air- 
ways as are available. and packets ot’ disaster 
rags. They locate victims. proyide minimal 
stabilization, and classify the severity of inju- 
ries. 

L’pon removal from the field co the treat. Lirrtr brurer-These individuals are often 
ment site. the victim is assigned c6 a treatment firefighters and others who have been secured 
area by a medical triage master, who tears off from initial duties or are nor needed for other 
the remaining dog-ear co provide P count of taiks. They proceed onto the field with what- 
chose removed from the !ield for treatment. 
The rrearment area co which the victim is 

ever equipment is available for victim cranspor- 
cation and search their assigned sector ior 

assigned now corresponds to the present con- .victims with the highest priority. These victims 
dition. not the tag color. The rag then becomes are then loaded and carried co rhe secondary 
a paper record for notation of treacmencs given friage point, which is located at the entrance to 
and location of injuries. It becomes secondary .the treatment area (and should be clearly 
co the hospital record in the emergency depan- marked). Of course. when the sicuacion 
ment. but it should be attached co that record demands rapid removal of victims due to 
ior later review. imminent danger. evacuation wirhouc triage 
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may come firsr, resulting in a secure assembly 
area from which vicei& will be triaged and 
reshifred to rrearment area;. 

Medical triage rnaJm (AfTX)-This senior 
EMT is in charge of triage and assigns others 
10 primary cringe or co treatment areas as 
appropriate. This EMT cakes up a position at 
the entrance 10 the treatment area in order 10 
reassess the victims being evacuated from rhe 
field and to triage them to the appropriate 
treatment areas in the staging area. 

Treatment EJIT+These individuals are 
senior EMTs who are assigned to various 
creacmenr areas. They provide stabilizing ineer- 
ventions as appropriaee to evacuated victims 
and continually reassess their conditions, shifc- 
ing patienrs among the areas as necessary when 
conditions change. 

Nedical transport rriagr oficer-This senior 
EMT with communications system skills 
assigns incoming ambulances io ‘parking areas, 
initiates the hospital network asscssmenr of 
available beds and medical sraff specialists, 
collecrs victim census information. and assigns 
patients to receiving hospitals (most often in 
consultation with medical control). 

‘lian~~o~rr~~-These individuals are assigned 
co drive vehicles and accompany vicclms dur- 
ing transport to the receiving hospitals. Drivers 
do not need medical training, but they do need 
to know vehicle handling and the routes to the 
receiving hospirals. It is desirable that the 
person accompanying victims in the back of 
the vehicle be at least as sophisticated as the 
treatments being administered to the victims 
carried if the transport time is long. Otherwise, 
EMT-As are a rational choice. 

Hospital roles 

EnrTy rriage OJficCr- This person is starioned 

at the entry (usually the emergency depart- 
menc) door and reassesses victims as they enter 
the hospieal. The victims are tagged as they are 
triaged CO various areas in the hospital that 
have been set up to receive them. This role has 
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traditionally been filled by a surgeon. but the 
diversity of conditions seen in a disaster and 

the acute need for surgeons has made this a 
role for a senior emergency physician in most 
situations. 

39 

~Mcdical recardj-This person records each 
victim at rhe entry door on arrival and starts a 
new record, which may be an abbreviated 
disaster record or a hospital chart. The census 
is continually kept and periodically forwarded 
to rhe hospital control point for distribution co 
public affairs personnel. 

P&@an-in-charge-This physician is in_ 
charge of medical operations_in rhe disaster 
treatment areas of the hospital. The position 
may be determined. by the nature of the 
disaseer or by set protocol, bur it should not be 
the same physician who is responsible for 
triage of victims. 

Admini~tratur- in- chprge-This person is in 

charge of the ancillary personnel of the hospi- 
tal who are virat to the medical efiort. There is 
a continual need for liaison to housekeeping 
and central services sraffs, as well as a require- 
ment for a focal point of information flow 
from the area to the outside world. 

Treatment ferrm-These individuals should 
be tailored to rhe nature oi rhe coydirions 
generaped by the disaster. Medical disasters do 
not need excess surgeons. md internists do not 
usuallC insert chest cubes. The call-in plan musr 
be Hexlble. The team members rake direction 
from the physician-m-charge. 

Communiccrrion fiaijon-This prson IS in 
charge oi communication in ;rnd our oi rhe 
trearmenc area. Inrerhospiral networks. dedi- 
cated lines to the hospital control senrer, VHF 
md UHF monitoring. Jnd oursrde ~41s tlow 
through this person for central ldggmg and 
control. 

TRIAGE OPERATIONS 

With an understanding ot’ the phdosophv 
a-id roles oi disaster manqement. it ts now 
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40 possible to look at the medically related tasks 
chat are co .be accomplished during a disaster. 
The list will proceed along the usual sequence 
of execution in order CO integrate the tasks into 
the basic system of disaster medical care. 

Prehospital triage 

Extrication 

The initial problem of access to the victims 
(including the handling of hazardous materials) 
and removai of any entrapments is usually the 
responsibility of firefighters acting under the 
direction of the overall scene commander and 
not the medical personnel. If. however. there 
are major delays in extrication or if surgical 
extrication is necessary, then medical teams 
fir&ding physicians) wiiI be needed. 

BASIC care 

The most common problem for field medi- 
cal personnel is the institution of roe much 
care for- individuals .too early. If time is spent 
on any one victim for care beyond that needed 
to prevent loss of life or readily reversible 
problems, then another victim may die of a 
problem that was simple to remedy, eg. hemor- 
rhage or simple airway obstruction. The psy- 
chological pressure CO stop and render more 
complete care can be countered with rraining 
and by use of mnemonic aids. One such aid 
was developed by the author for use in New 
England: the concept of BASIC care, which is 
described below. 

The Hurst level of triage most often entails 
lifesaving care of only those victims who have 
signs of life. It is the task of the personnel who 
follow ro provide more ctcfinicivr life support. 
This system does ;~llow heroic measures for 
victims if there are sufficient numbers ui 
rescuers. The cask of the’ tirst triage person is 
thus to stop ;Iny gross hemorrhage with wrap- 
around dressings or bandages. reposition vic- 
tims ;1s necessary (and appropriate) for airway 
opening (using any adjuncts available) and for 
increased venous return. cover the victims with 

available materials (including outer clothing 
from the dead) if needed, immobilize cervical 

spines and flailing limbs (using such cech- 
niques as placing rocks beside the head and 

.tying one leg to another or a wrist to a thigh). 
and place a triage tag on the victim after 
determining the proper classification of field 
evacuation priority. 

Thus the BASIC mnemonic is created: 
l Bleeding control; 
l Airway positioning; 
l Shock prevention; 
l Immobilizarion; and 
l Classification. 
The conscious repetition of this word. com- 

bined with drill experience. can help keep the 
stressed rescuer from becoming ineffective in 
this task. The execution of these steps usually 
takes less than two minutes per victim. 

Primary triage 

The medical role of the primary triage per- 
sonnel is discussed above. These rescuers are 
assigned this duty by the MTM and function 
in a designated sector of rhe disasrer site until 
all victims there are tagged. The rescuers are 
then reassigned ocher duties. such as field 
treatment or transport. by the MTM. The 
average EMT-A will make errors in ciassifica- 
rion on rhe side of increased severity, and this 
is acceptable. Conditions such as cardiac arrest 
will be classified as highest priority unless 
other factors are present chat would lead the 
average person to realize that rhe victim was 
irrevocably dead. This classification allows two 
problems to be resolved: I1 1 rhe EMT-A does 
nor have to declare victims co be terminal. and 
11) if massive reinforcements arrive quickly, 
those with cardiac arrest (or deep shock and 
poor pulse and respirations) can be identified 
and cared for rapidly. 

Victim accounting 

As the primary triage is completed fclassifi- 
carion J ior each victim. one dog-elr is removed 
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from the disaster tag. These may be collected 
or inventoried periodically for a count of 
victims found, CO compare with manifests or 
other information. The remaining dog-ear is 
removed at the secondary triage site, where a 
count of all those evacuated from the field for 
treatment is available. Victims actually in the 
treatment areas may be hand counted by the 
EMTs in charge of each area at the same time 
that inventories of victim injury types are 
compiled for hospital assignment consider- 
ation. 

Secodary triage 

At the secondary level of triage, more medi- 
cal knowledge and experience is usually avail. 
able, and diagnosis becomes more sophisti- 
cated as to the presence of conditions such as 
great risk of patient shock or rapid deteriora- 
tion. As victims are evacuated from the site by 
firefighters and others noc.actively involved in 
medical triage or treatment. the MTM reas- 
sesses their condition and assigns a creatmenr 
area. Medicai .personnel at the treatment area 
decide further about resuscitation of the “re- 
cently arrested” and the “hopelessly injured” 
patients, based on elapsed time and available 
resources. For very large numbers of victims or 
geographically large areas, this activity may be 
carried ouc in several locations under rhe 
overall direction of the MTM. 

Clearly marked areas for the treatment of 
victims of similar severity should be laid our by 
senior EMTs under the direction of rhe MTM. 
The exact method of marking is nor signih- 
cant; the clarity and visibility of the markings 
are imp&rant This activity takes place early, 
while primary triage is under way. Priority of 
assignment of arrivmg senior EMTs is to rhe 
serious-condition area. Victims who can walk, 
however, may be evacuared from rhe field early 
on for assembly, inventory. And reassessment 

by a senior EMT at their designated area. One 
novel way to accomplish rhis is to use a 
loudspeaker to announce that all victims who 
can walk should assemble at a designated area. 
This activity helps to reduce wandering and 
removal of victims from rhe scene by well- 
meaning bystanders. 

Field stabilization 

The sophistication of the treatment rendered 
in the field is dependent upon personnel and 
supplies. At rhe lowest level, stabilization oi 
injuries and treatment of shock is expected. 
Differentiation of head, chest.abdominal, and 
peripheral injuries, as well as assessment of 
medical condition. is necessary for hospital 
allocation. The presence of advanced life sup- 
port personnel allows invasive therapies with 
additional stabilization. 

Two situations are to be. avoided: (1) the. 
removal of individual victims from the site as 
they are found (unless very long delays 
between vicrims are expected); and (2) waiting 
for medical triage teams from hospitals. The 
first results in maldistribution of victims to 
hospitals and possible delays in the transport 
of seriously injured vicrims later. The second 
results in unacceptable delays and does not use 
the field experience of rhe EMTs who are 
;Ilready present. There is lirtle need for the 
presence of physicians or nurses on-site. except 
for difficult and prolonged extrication prob- 
lems. These Personnel should be assembled in 
rhe hospitals. where they can function in their 
usual environment. 

Reaswnmrnt 

It is implicit in the rreacmenr scheme rhat 
victims whose conditions change or who are 
assessed differently after a more thorough 
inspection will be transferred among the areas 
as appropriate. The person in charge of each 
area needs co be aware of personnel require- 
ment changes its rhe census changes. 

8 



TOPICS IN EMERGENCY MEDICINE /JANUARY 1986 

42 Transj& triage the scene ro take care of the remaining victims 

The EMT responsible for this function is and subsequent developments. 

designated .among the initial personnel on 
scene. The medical transportation officer 
(MTO) assigns incoming medical transport 
vehicles to parking areas. serves as a communi- 
cations liaison to the hospitals for patient 
ailocarion. and maintains the log of paricnt 
evacuation from the scene. Based on hospital 
capability inventories. the MT0 parricipares 
with the MC0 in the allocation of individual 
patients to the various hospitals; This activity 
usually does not take place until the most 
severely injured victims are accounted for. SO 

that an accurate picture of needs is given and 
so that the hospitals are allowed time co obtain 
their census information. The MTO. in consui- 
tation with the MTM. also designates crews 
for the vehicles and coordinates any supple- 
mentary transportation. such as helicopters or 
buses.. as necessary. . 

Vehicle location is critical IO the MTO. and 

Hospital triage and treatment 

Hospital capability statns 

consideration of ingress and egress is para- 
mount. Details such as access co loading doors 
and to equipment lockers are also important. 
Liaison to law enforcement personnel is neces- 
sary to secure routes of travel both on scene 
and co and from hospicals. 

A neglected element of most medical disas- 
ter plans is the allocation. if at all possible, of 
victims to hospitals that have the full resources 
CO care for them. Hospital bed capacity in 
special and general care. medical specialist 
availability, and staff backup are critical eie- 
ments in a plan to minimize retransfers and 
less-than-optimal care. A system co obtain this 
information in a rapid and accurate manner is 
central to the task. It requires the cooperation 
and support of all the hospitals in the system 
and can often be obtained through the local 
hospical association. Reporting mechanisms 
usually are based on the Hospital Emergency 
Administrative Radio (HEAR) system com- 
mon.throughouc the countr);:by using a com- 
munications person designated 3t each hospi- 
tal (often the emergency depanment secre- 
tary 1. 

With the information on census and staff 
assembled and correlated. triage of victims 
based on rheir major system of injury can be 
accomplished. This is done. in consultation 
berween the MC0 and the INTO. With patient 
medical tmnsportation triage under way (most 
serious conditions hrsr). transport begins. 

E n route care 

The care needed en route should be minimal 
in most instances so char the lowest-qualified 
EMTs may be used for this time-consuming 
cask. There IS also a nerd for minimal radio 
communication from vehicles to Jlow the 
channels co be used for other needs during 
the disaster. For transport of stable victims, 
EMT-As tire suitable; for chose with advanced 
life support interventions. emergency medical 
technicians-intermediate (EMT-Is) should be 
able to adjust and change fluids and perform 
ocher more sophiscicared monitoring tasks. 
Since chr most seriously injured patients will 
be transported tirsr. it is sricical to ensure 
maximal Advanced life &pport personnel on 

Entrr rtirrgc 

The nexr stage of triage takes place ac the 
hospital entry. The entry triage physician reas- 
sesses each victim on arrival and makes a 
system-oriented diagnosis. Treatment areas 
and teams will have been positioned in various 
areas of the hospital based on a system- or 
mechanism-oriented diagnosis. The victim is 
given a hospital disasrer medical rag at the 
door by the medical record person and is 
recorded on the entrv log with ;IS much 
information ;1s is available ior use bv the public 
relations person. The administrator-in-charge 
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remains responsible for any readjustments of 
areas or resource allocation necessary to cus- 
tomize the hospicai’s response. 

The treatment team then performs its in- 
depth assessment of each victim while making 
any interventions needed co stabilize and pre- 
pare the patient for definitive care. Retransfers 
between treatment areas may also be made 
here as appropriate, after life-sustaining mea- 
sures are instituted. With medical care already 
determined and allocated, there should be little 
mismatch between victims and capabilities of 
the hospitals co deal wirh rhem. Any mismatch 
resulting from system shortages or mi$commu- 
nication should be identified as early as possi- 
ble, and triage to ocher facilities should be 
arranged after stabilization. 

the scene of the incident is large, there may 
also be a need for multiple sites for medical 
care and overail MTMs, MTOs, and MCOs. 
Communications are critical in these situations 
since coordination among sites is necessary. A 
discussion of the expansion of medical com- 
mand and treatment elements can be found in 
the article by Morris.’ 

TAILORING 
, 

Levels I through 3 MCIs require varying 
complexities of the elements described above. 
Each incident has unique aspects that necessi- 
rate customization of the response for each 
phase. 

The prchospital response varies in general 
with the level of the MCI. In level I MCIs. 
there is usually no need for separate implemen- 
tarion of all positions discussed above. Often 
rhe senior EMT at the scene directs ambulance 
operations, assists with primary and secondary 
triage. provides victim treatment. and performs 
communications liaison as the scene MCO. In 
level 2 MCIs of minimal size, the MTM is 
often able co perform communications func- 
rions simultaneously with rhe secondary triage 
function. thus eliminating the MT0 as a sepa- 
race person. In large level 2 and all level 3 
MCIs. there will be a need for all positions. If 

Hospital-based care also needs customizing, 
but usually nor on the basis of sheer numbers 
of victims, since they will be distributed 
among hospitals. In rhis area, tailoring is based 
on the mechanisms of injury. Violent trauma 
requires one set of resources, w_hereas exposure 
co toxic gas requires a completely different ser. 
Each hospital must be prepared ;o assemble 
the necessary resources in an efficient manner. 
Personnel call lists need co be flexible and 
briec supervisors are best to call in first. 
Specialized carts of materials for disaster care 
require either duplication or mechanisms for . 
rapid disperial to secondary areas. The proper 
mix of specialists needs to be assembled rap- 
idly for assignment co treatment teams by the 
physician-in-charge. The hospital’s central con- 
rrol point must reassign staff under the direc- 
tion of the administrator-in-charge as positions 
are deleted or augmentation is required. 

Triage is a condnuing process of classifying 
victim injuries for rrearment. From the initial 
classification of field evacuation priority to the 
determination of operating room queues, med- 
ical triage facilitates increasingly sophisticated 
decisions about severity of injuries and the 
ability of the victim co withstand addirional 
periods of rime prior co detinirive therapy. One 
syseem that 40~s for rhe sophistication of the 
medical resources PC each phase of ma?s 
casualty care is presented here. 
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THE TRIAGE PROCESS 

. . 

c I Mulnple rqurics a rmglc wctlm may have 

d) Lack of agreement among physlcrans rbout the popcr 

CtlcetLL to “se 

8. The putpoy of cdleccmg infotmatlon about wrtlrble 

tmtmmt facilitin kfote tnnsponing victims 11 10:. 

aI Ensute that warns ate equally dinrtbutcd among awl- 

aMc fUllitKs 

b) Ensuw.rhrt the most wrmwlv mlured ut sent to the 

neatest hcdity 

CI Allow t~mc fw adequate stabtliarwxt m the field 

d) Achieve the closest potrlblc match of wcftms’ needs and 

hospurl rwxtc~s. 

9. Ar a Iargc~rc~lc disaster INC. rhe pcr~o'n m charge of 

arsignmg ambulance dewmrlonr II called the: 

P I Medical tranrportrtlon other 

b) 'TW,J~~J~lOft chief 

c) Ambulance urlgnmenr officer 

d) Medical triage muter 

IO. What petson IJ m chrtgc of all field medical opmc~onr m a 

disaster! 

II Hospltrl admmlstrrtot 

bi Medical control officct 

c I Trqe mutet 

d) Surgeon 
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