
Michigan 
SPECIAL OPERATIONS 

MASS CASUALTY INCIDENTS 
Initial Date: 06/2009  
Revised Date: 10/26/2018 Section: 10-6 

MCA Name: 
MCA Board Approval Date: Page 1 of 10 
MCA Implementation Date: 
MDHHS Approval: 10/26/18     MDHHS Reviewed 2023 

Mass Casualty Incidents 

The purpose of this protocol is to provide a uniform initial response to a Mass Casualty 
Incident (MCI). 

I. Definition of MCI:  For the purpose of this document, an MCI will be defined as
any incident, which because of its physical size, the number and criticality of its
victims, or its complexity, is likely to overwhelm those local resources, which
would typically be available.

II. Overall MCI Management – DISASTER Paradigm™
The DISASTER Paradigm™ is part of the National Disaster Life Support (NDLS)
Program and provides a framework for management of MCIs.  The components
may be pursued concurrently.
A. Detection: Do we have an MCI? If yes, immediately declare to dispatch.
B. Incident Command: Establish or interface with the Incident Command System

(ICS)
C. Safety and Security: Immediate action steps to immediately protect

responders, casualties, public.
D. Assess Hazards: Actively assess (initially and ongoing) for hazards that can

harm responders, casualties, public.
E. Support: Request resources needed to effectively manage incident
F. Triage and Treatment: Initiate SALT Triage and provide treatment to casualties
G. Evacuation: Transport of casualties to appropriate hospitals (avoiding

overloading individual hospitals) or alternate treatment centers
H. Recovery: Return responders and community to pre-incident status and

identify lessons learned.
III. MCI Detection

A. Actively assess the scene to determine if MCI is (or maybe) present
B. Alert dispatch and assure hospitals and other stakeholders made aware
C. For major incidents (including incidents involving multiple counties/MCA

resources) RMCC should be alerted
IV. Incident Command System

A. All incidents shall be managed in accordance with the National Incident
Management System and the National Response Framework.

B. If Incident Command (IC) has not been established, the most qualified EMS
personnel shall assume the role of IC until command is transferred.

C. The IC is responsible for all functions of the Incident Command System (ICS)
until other personnel are assigned those functions.

D. Establish EMS Branch Director/EMS Group Supervisor
1. Established by IC
2. Responsible for all EMS activities
3. Reports to IC or Operations Chief

E. Establish functional subordinate EMS ICS positions, as appropriate. Note,
positions may be combined (e.g., Treatment/Transport) when appropriate.

1. Triage Unit Leader Role
a. Report to EMS Branch Director/Group Supervisor
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b. Coordinates rapid triage process
c. Determines number/severity of casualties

2. Treatment Unit Leader Role
a. Within EMS Branch/Group Operations, establish Casualty

Collection Point (CCP)
b. Assigns personnel to treatment area(s)
c. Supervise care in treatment areas and/or establish subordinate

treatment unit leaders for selected casualty types (e.g., Red,
Yellow, Green, etc.).

3. Transportation Unit Leader Role
a. Prioritize transportation of patients from scene assuring high

priority patients transported first and departing ambulances
maximally utilized.

b. With information from coordinating resource, assigns destination
hospital or alternate care center

c. Maintains log and tracking of patients transported
V. Safety and Security

A. Responders should don appropriate personal protective equipment (PPE)
B. Identify any immediate threats to responders, patients, or the public

VI. Assess for Hazards
A. Actively assess scene for hazards
B. Ongoing assessment for new hazards

VII. Support – Request Additional Resources for Incident
A. Ambulances

1. Request additional ambulances
2. Ideally, one ambulance for every two Red/Yellow patients

B. Non-Ambulance Medical Transport
1. Non-licensed vehicles may be used for emergency transport when

licensed ambulances are not readily available.
If an ambulance operation is unable to respond to an emergency patient within a 
reasonable time, this part does not prohibit the spontaneous use of a vehicle under 
exceptional circumstances to provide, without charge or fee and as a humane 
service, transportation for the emergency patient. Emergency medical personnel who 
transport or who make the decision to transport an emergency patient under this 
section shall file a written report describing the incident with the medical control 
authority. MCL 333.20939  

2. Non-Licensed vehicles include (but are not limited to):
a. Wheelchair vans
b. Busses
c. Other public safety vehicles

C. Request specialized resources, as appropriate
1. Local/regional mass casualty resources
2. Decontamination units
3. Air medical units
4. Activate MEDDRUN/CHEMPAC per protocol
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D. For major incidents, RMCC may be appropriate for coordination of support
VIII. Triage and Treatment

A. Initiate SALT Triage - Preferred
1. Sort – Perform global assorting
2. Assess – Perform individual assessment
3. Life Saving Interventions

a. Control major hemorrhage
b. Open airway (if child, 2 rescue breaths)
c. Chest decompression, as needed (Paramedic only)
d. Auto-injector antidote (e.g., Duodote®)

4. Treatment and Transport
B. Triage other than SALT must be compliant with the Model Uniform Core

Criteria for Mass Casualty Incident Triage (MUCC)1
C. Categorize Patients

1. Immediate (Red): Unable to follow commands or make purposeful
movements, OR they do not have a peripheral pulse, OR they are in
obvious respiratory distress, OR they have a life-threatening external
hemorrhage; provided their injuries are likely to be survivable given
available resources.  Examples include:

a. Physiologic and anatomic Trauma Triage Criteria
b. Major burns (>20% BSA)
c. Moderate to severe respiratory distress

2. Delayed (Yellow): Able to follow commands or make purposeful
movements, AND they have peripheral pulse, AND they are not in
respiratory distress, AND they do not have a life-threatening external
hemorrhage, AND they have injuries that are not considered minor.
Examples include:

a. Mechanism of injury Trauma Triage Criteria
b. Isolated fractures/dislocations
c. Large and/or multiple lacerations with controlled bleeding
d. Deep burns <20% BSA

3. Minimal (Green): Able to follow commands or make purposeful
movements, AND they have peripheral pulse, AND they are not in
respiratory distress, AND they do not have a life-threatening external
hemorrhage, AND their injuries are considered minor.  Examples
include:

a. Minor wounds (abrasions, isolated laceration)
b. Contusions
c. Minor head trauma (GCS 15)

4. Expectant (Gray): unable to follow commands or make purposeful
movements OR they do not have a peripheral pulse, OR they are in
obvious respiratory distress, OR they have a life-threatening external

1 Model Uniform Core Criteria for Mass Casualty Triage. Disaster Med Public Health Preparedness.2011;5:125-128, doi: 
10.1001/dmp.2011.41. 
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hemorrhage, AND they are unlikely to survive given the available 
resources. These patients should receive resuscitation or comfort care 
when sufficient resources are available.  Examples include: 

a. Major head trauma (open skull fracture with exposed brain,
blown pupil, etc)

b. Major burns (>75% BSA)
5. Dead (Black): No spontaneous breathing after establishing a basic

airway (and 2 ventilations in a child).  Patients triaged as Dead should
be reassessed after initial triage to confirm no signs of life.

D. Establish Casualty Collection Point(s)
1. One or more sites to provide triage and treatment
2. May be subdivided into treatment areas based on triage category
3. Emphasis should be on providing lifesaving treatment and rapid

transport
4. Minimal patients can be sequestered in a designated area
5. Perform secondary triage within each treatment area as able

E. Treatment
1. Treatment should be provided in accordance with Michigan EMS

State Protocols
2. ALS should be limited to essential medical interventions, including

pain relief
IX. Evacuation

A. Transport Unit Leader should assure all departing ambulances and non-
licensed transport vehicles depart scene with highest acuity patients

1. Assure distribution of patients to appropriate hospitals (e.g., trauma
centers)

2. Maintain a tracking log of patients, acuities, and destinations
B. Non-hospital alternate care centers may be established in major incidents for

lower acuity patients
C. Licensed EMS personnel should accompany injured patients when transported

in non-licensed vehicles whenever possible
X. Recovery

A. Responder rehabilitation (e.g., hydration, nutrition)
B. Responder recovery (e.g., physical and emotional)
C. Agency recovery (e.g., resupply, workforce recovery) and completion of After

Action Review
D. Community recovery
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XI. REGIONAL MEDICAL COORDINATION CENTER (RMCC)
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The RMCC serves as a regional multi-agency coordination center entity as defined by the 
National Incident Management System (NIMS).  The RMCC serves as a single regional 
point of contact for the coordination of healthcare resources.  The RMCC is intended to 
optimize resource coordination among hospitals, EMS agencies, medical control authorities 
and other resources.  The RMCC serves as a link to the Community Health Emergency 
Coordination Center (CHECC). 

The RMCC acts as an extension and agent of the Medical Control Authority. 

A. RMCC Responsibilities include, but are not limited to:
1. Maintain communications with all involved entities

a. EMS Branch Directors
b. EMS Division/Group Supervisors
c. EMS Unit Leaders
d. Hospitals
e. Local EOCs (when activated)
f. CHECC (when activated)
g. Alternate care sites (when activated)
h. Other RMCCs (as appropriate)

2. Provide initial and update alerts via available communications
resources.

3. Provide frequent updates to on-scene EMS Branch
Directors/Group/ Supervisors (or designee) regarding hospital
casualty care capacity.

4. May relay casualty transport information to receiving facilities.
5. May relay urgent and routine communications to appropriate

entities.
6. May assist in coordination and distribution of resources.
7. Other appropriate tasks as necessary for an effective regional

medical response.
B. RMCC Immunity from Liability

It is the intent of this protocol that the Regional Medical Coordination Center and the 
personnel staffing the RMCC and performing the functions are afforded immunity from 
liability whether or not a Mass Casualty Incident has occurred, as provided through MCL 
333.20965 of Part 209 of PA 368 of 1978, as amended.  This section specifically provides 
immunity from liability protection to Medical Control Authorities in the development and 
implementation of department-approved protocols (see language below):  

Sec. 20965 (3) Unless an act or omission is the result of gross negligence or willful 
misconduct, the acts or omissions of any of the persons named below, while 
participating in the development of protocols under this part, implementation of protocols 
under this part, or holding a participant in the emergency medical services system 
accountable for department-approved protocols under this part, does not impose liability 
in the performance of those functions: 
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(a) The medical director and individuals serving on the governing board, advisory body,
or committees of the medical control authority or employees of the medical control
authority.
(b) A participating hospital or freestanding surgical outpatient facility in the medical
control authority or an officer, member of the medical staff, or other employee of the
hospital or freestanding surgical outpatient facility.
(c) A participating agency in the medical control authority or an officer, member of the
medical staff, or other employee of the participating agency.
(d) A nonprofit corporation that performs the functions of a medical control authority.

333.20965 Immunity from liability 

XII. STATE COMMUNITY HEALTH EMERGENCY COORDINATION CENTER (CHECC)
A. Operated by MDHHS Bureau of EMS, Trauma and Preparedness
B. EMS Personnel should be aware of the existence of CHECC but are not

expected to directly interface with CHECC.



Michigan 
SPECIAL OPERATIONS 

MASS CASUALTY INCIDENTS 
Initial Date: 06/2009  
Revised Date: 10/26/2018 Section: 10-6 

MCA Name: 
MCA Board Approval Date: Page 8 of 10 
MCA Implementation Date: 
MDHHS Approval: 10/26/18     MDHHS Reviewed 2023 

Appendix 1: 

Definitions: 

Incident Command System: The ICS organizational structure develops in a top-down 
fashion that is based on the size and complexity of the incident, as well as the specific 
hazard environment created by the incident.  

Unified Command:  In incidents involving multiple jurisdictions, a single jurisdiction with 
multi-agency involvement, or multiple jurisdictions with multi-agency involvement, unified 
command can be implemented.  Unified command allows agencies to work together 
effectively without affecting individual agency authority, responsibility, or accountability 

Incident Commander (IC): The IC is the individual responsible for all incident activities, 
including the development of strategies and tactics and the ordering and the release of 
resources.  The IC has overall authority and responsibility for conducting incident operations 
and is responsible for the management of all incident operations at the incident site.  EMS 
will typically fall under the IC through a subordinate Branch, Division or Group. 

Section Chief: A Section Chief may be assigned to Operations, Logistics, Planning, or 
Administration/Finance depending on the size of the incident.  Not all incidents will require 
all 4 sections to be assigned. 

Branch Director: A Branch Director may be assigned under the Operations Section Chief.  
Branch Directors are responsible for managing a specific discipline including Fire, EMS, Law 
Enforcement, Public Works, Public Health, etc. 

Division Supervisor: A Division Supervisor is assigned to an area that is separated by a 
barrier.  Examples of a Division would be a multi-level structure, include separated by a 
river, etc.  Numbers are primarily used to identify divisions. 

Group Supervisor: A Group Supervisor functions within the Operation Section and is 
assigned to a specific group.  Letters of the alphabet are primarily used to identify groups. 

Unit Leaders: Units can be assigned to the Command and General Staff or within a Group 
or Division.   

Medical Unit Officer: The Medical Unit Officer is the individual responsible for the 
management of incident responder medical treatment and rehab.   

Safety Officer: The IC shall appoint a Safety Officer who will ensure safety of responders 
and victims during the incident operations.  With the concept of Unified Incident Command 
there is valid reasoning to have Assistant Safety Officers to include all disciplines involved in 
the operation.  The Safety Officer appointed by the IC shall have the authority designed 
within the Incident Command System with the input and advice of all Assistant Safety 
Officers. 
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Deputies: Deputies are used within the Command and General Staff or Sections of the ICS.  
A Deputy may be a higher-ranking responder that assists the IC or Section Chief however 
does not assume Command. 

Coordinating Resource: the entity within the local EMS system responsible for the 
notification and coordination of the mass casualty response. Examples include: medcom, 
resource hospital, MCA, medical control, dispatch 

Regional Medical Coordination Center:  The RMCC serves as a regional multi-agency 
coordination entity as defined by the National Incident Management System (NIMS).  The 
RMCC serves as a single regional point of contact for the coordination of healthcare 
resources.  The RMCC is intended to optimize resource coordination among hospitals, EMS 
agencies, medical control authorities and other resources.  The RMCC serves as a link to 
the Community Health Emergency Coordination Center (CHECC). 

Community Health Emergency Coordination Center:  The CHECC serves as a statewide 
multi-agency coordination entity as defined by NIMS.  CHECC is intended to coordinate 
state-level healthcare and public health resources, to serve as a central point of contact for 
regional RMCC’s, and to serve as a resource to the State EOC.  CHECC is expected to be 
activated following a major disaster or other public health emergency and should be 
operational within hours of activation. 
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Appendix 2: 

Example ICS Organizational Chart for Simple Incident 

Example ICS Chart for Complex Incident 
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	10.1 GENERAL CBRNE AGENTS 5.8.23
	10.2 CHEMICAL EXPOSURE 5.9.23
	Chemical Exposure
	Purpose: To provide guidance for the treatment of chemical exposure patients.
	Assessment/Management – Chemical Agents
	If there is a confirmation of, or symptoms indicative of, a chemical incident, utilize appropriate protective suits and respirators (PAPR) with Organic Vapor/HEPA cartridges should be donned.
	I. Nerve Agents & Cyanide Compounds – refer to Nerve Agent/Organophosphate Pesticide Exposure-Special Operations Protocol and Cyanide Exposure-Special Operations Protocol.
	II. Choking Agents (e.g., Phosgene, Chlorine, Chloropicrin)
	A. Exposure Route: Inhalation
	B. Signs and symptoms:
	1. Cough, dyspnea, irritation of mucous membranes, pulmonary edema
	C. Patients should be promptly removed from the area to a clean atmosphere.
	D. Treatment
	1. Assist ventilations, as necessary.
	2. Provide 100% oxygen
	a. 4 puffs from patient’s own prescribed albuterol metered dose inhaler (with spacer if available)
	3. For severe exposure consider early interventional airway and aggressive ventilatory support (including CPAP per CPAP-Procedure Protocol)
	4. If eye exposure,
	a. Eye irrigation
	i. Remove contact lenses
	ii. Flush with 1000cc of NS each eye
	b. For eye pain, use tetracaine hydrochloride 1-2 drops in each eye, if available.
	III. Vesicant Agents (Blister agents)
	A. Examples: Sulfur Mustard (HD), Nitrogen Mustard (HN), Lewisite, Phosgene Oxime (CX) Vesicant agents are named for their tendency to cause blisters.
	B. Exposure Route: Dermal/Inhalation
	C. Decontamination is critical:
	1. Medical providers will require the proper PPE as determined by unified command before decontaminating patient.
	2. Remove patient’s clothing, if necessary.
	3. Patients may begin self-decontamination by removing clothing and using soap (if available) and water.
	4. Decontaminate by blotting and cleansing with soap (if available) and water.
	5. Remember that time is critical for effective mustard decontamination.
	D. Management/Treatment
	1. Immediate attention should be directed toward:
	a. Assisted ventilation
	b. Administration of 100 % oxygen
	2. Symptomatic treatment per protocol.
	IV. Lacrimator Agents (Tear Gas)
	A. Information:  Lacrimator (tearing) agents are widely used by law enforcement, the military, and widely available to the public.
	B. Exposure Route: Inhalation/Ocular
	C. Signs and Symptoms: The most common effects are nasal and ocular discharges, photophobia, and burning sensations in the mucous membranes.
	D. Decontamination:
	1. Patients should be decontaminated with soap and water.
	2. Medical providers require protective masks and clothing for patient management since lacrimator agents are transmitted by physical contact.
	3. Decontaminate by blotting and cleansing with soap (if available) and water.
	E. Treatment
	1. Symptomatic treatment per protocol (no specific antidote).
	2. Eye irrigation
	a. Remove contact lenses
	b. Flush with 1000cc of NS each eye
	c. Use Tetracaine hydrochloride, if available, 1-2 drops in each eye.
	Medication Protocols
	Albuterol
	Tetracaine hydrochloride

	10.3 NERVE AGENT ORGANOPHOSPHATE 3.24.23
	1. Duodote – a single device with 2 chambers.  The front chamber contains 2.1 mg atropine, the back chamber contains 600 mg pralidoxime (2-PAM).  When activated the device sequentially administers both drugs through a single needle.
	Chemical Agents
	3. Administer appropriate number of NA Antidote kits  (Duo Dote OR Mark I) kits per  Chart A. below.
	A. NOTE: For NA kit administration only:
	i. Adult is > 8 years of age
	ii.  Pediatrics is < 8 years of age
	B. NOTE:  Medical Control contact is required prior to administration for:
	i. Patients that meet  self-administration criteria
	ii. Patients that meet mild symptoms and signs criteria in chart below:
	Clinical Findings
	Signs/Symptoms
	Required


	Threshold Symptoms 
	SELF-RESCUE
	Mild Symptoms and Signs
	Severe Signs
	Clinical Findings
	Signs/Symptoms
	Required
	Mild or moderate symptoms as above
	 Severe difficulty breathing





	ADULT PATIENT > 8 years of age

	10.4 CHEMPACK MEDDRUN 12.27.22
	First

	10.5 Cyanide Exposure 3.24.23
	5. Special Considerations for Smoke Inhalation
	a. Smoke inhalation victims may have cyanide poisoning along with burns, trauma, and exposure to other toxic substances making a diagnosis of cyanide poisoning particularly difficult.
	b. Prior to administration of Cyanokit®, smoke inhalation victims should be assessed for the following:
	i. Exposure to fire or smoke in an enclosed area
	ii. Presence of soot around the mouth, nose or oropharynx
	iii. Altered mental status
	c. The Cyanokit® should be considered for all serious smoke inhalation victims (including cardiac arrest).

	10.6 MCI Protocol 10.26.18
	XII. STATE COMMUNITY HEALTH EMERGENCY COORDINATION CENTER (CHECC)
	Example ICS Chart for Complex Incident
	PIO

	10.7 PRE HOSPITAL MCA Mutual Aid 12.27.22
	10.8 Hazard CONTAMINATED PATIENT 12.27.22
	I. Identification of the Contaminated Patient
	a. Use all your senses.  Suspect hazardous material situation if you:

	Untitled

	10: 
	6n: Sanilac MCA
	6i: 03/01/2024
	6b: 11/28/2023



