
MONO COUNTY 
 

EMERGENCY MEDICAL CARE COMMITTEE 
 

Mammoth Hospital 
ED Lounge/Conference Room 

 
January 25, 2011 

9:00 a.m. 
 

A G E N D A 
 

I. CALL TO ORDER 
 

II. APPROVAL OF NOVEMBER 2, 2010 MINUTES   ACTION 
 
III. ICEMA UPDATE        INFO/ACTION 
 
IV. EMS SYSTEM MANAGEMENT REPORTS    INFO/ACTION 

A. Scantron Reports 
B. Base Hospital Report 
 

V. OLD BUSINESS        INFO/ACTION 
 A. EMTs and First Responders Update 
 B. Status of CHP Waiver 

C. Other 
 
VI. NEW BUSINESS        INFO/ACTION 

A. Burn Center Listing  
B. MCI Policy 
C. Town of Mammoth Lakes AED Program 
D. Protocols 

1. Reference # 1050 MICN Certification Requirements 
2. Reference # 1080 Flight Nurse Authorization 
3. Reference # 3020 Continuing Education Provider Requirements 
4. Reference # 3030 EMT Continuing Education Requirements 
5. Reference # 5040 Radio Communication Policy 
6. Reference # 6020 EMT AED Service Provider Policy 
7. Reference # 6090 Fireline Paramedic 
8. Reference # 10160 Axial Spinal Stabilization 
9. Reference # 11040 Bradycardias - Adult 

 E. QI Plan 
F. California Public Health and Medical Emergency Operations Plan 

    (available at www.bepreparedcalifornia.ca.gov -public comment period ends Feb 4th) 

  G. EMCC Annual Report 
  
VII. OTHER/PUBLIC COMMENT 
 
VIII. COMMITTEE MEMBER REQUEST FOR TOPICS FOR NEXT MEETING 

 
IX NEXT MEETING DATE AND LOCATION 



 
X. ADJOURNMENT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Mono County Emergency Medical Care Committee (EMCC) meeting facility is accessible to persons with disabilities.  If 
assistive listening devices or other auxiliary aids or services are needed in order to participate in the public meeting, requests 
should be made through the Inland Counties Emergency Medical Agency at least three (3) business days prior to the EMCC 
meeting.  The telephone number is (909) 388-5823, and office is located at 515 North Arrowhead Avenue, San Bernardino, CA 
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MONO COUNTY EMCC MEETING 
Mammoth Hospital  

A/B Conference Room 
Mammoth Lakes, CA 

 
MINUTES 

November 2, 2010 
 

Committee Members Affiliation 
  Mark Mikulicich Mono County Paramedic Rescue Chief 
  Dr. Rick Johnson, MD Mono County Health Officer 
  Bob Rooks Mono County Fire Chief’s Association 
  Lori Baitx, RN Mammoth Hospital 
  Rosemary Sachs, RN Mammoth Hospital 

Other Attendees Affiliation 
     Ales Tomaier Mammoth Lakes Fire Department 
     Virginia Hastings ICEMA Executive Director 
     Dr. Reza Vaezazizi ICEMA Medical Director 
     Denice Wicker-Stiles ICEMA Assistant Administrator 
     Mark Roberts ICEMA EMS MISS Technical Consultant 
     Paul Easterling ICEMA EMS Specialist 
     John Mueller ICEMA EMS Specialist 
     Sherri Shimshy ICEMA EMS Nurse Specialist 
     Chris Yoshida-McMath ICEMA EMS Nurse Specialist 

 
I. CALL TO ORDER 
 

The meeting was called to order at 9:05 a.m.  
 

II. APPROVAL OF JULY 20, 2010 MINUTES 
 

Motion to approve by Bob Rooks, second by Dr. Johnson.  All in favor w/none opposed. 
 
Quick round-table introduction of all members present, led by Dr. Vaezazizi with input 
from all in attendance. 
 

III. ICEMA UPDATE 
 

A. Medication Shortage Update 
 
Dr. Vaezazizi believes this is a temporary thing and the key is to communicate 
and order early.  Other vendors may have different options.  Mono County has not 
been adversely affected; Dr. Johnson orders controlled substances and has not run 
into difficultly.  
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B. STEMI 
 

Dr. Vaezazizi recently attended the Western States AHA conference which was 
focused on STEMI care in rural areas; urban areas have good coverage.  Rural 
area STEMI data is being studied.  Suggested timeframes from onset to STEMI 
center is about a hundred and twenty (120) minutes but still in development.  Key 
factors are rapid identification in the field and rapid transport from receiving 
facility to STEMI center.  Dr. Vaezazizi is in dialog with Nevada hospitals 
(Renown and Saint Mary’s) to develop data screen to facilitate STEMI referral.  
That information will be available to Mammoth Hospital for follow-up on cases.  
Mammoth Hospital has a STEMI volume of approximately one a month (average) 
and ICEMA wants to observe and follow Mammoth Hospital’s STEMI 
procedures and progress.  Mammoth Hospital makes a good rural hospital model 
for STEMI research; Mono Medics all read 12-leads and can identify in the field.  
A hundred and twenty (120) minutes is a relatively lofty goal for the area, but can 
be done in many instances.  Best practices will be identified and refined. 
 

C. STROKE CENTER UPDATE 
 

San Bernardino County will have four (4) Stroke Centers that can be directly 
accessed by EMS from the field.  The implementation date is July 2011.  There 
will be an on-line educational component for First Responders and ALS personnel 
to raise awareness and field identification of CVAs, with a possible target 
timeframe of three (3) to three and a half (3-3½) hours to definitive treatment at a 
Stroke Center.  This is also a reasonable timeframe for Mono County.  Statistics 
show that more lawsuits are generated from non-treatment of STEMI and Strokes 
compared to attempted treatments with definitive care.  Dr. Johnson mentioned 
that Inyo County has a significantly higher volume of CVA, and would be a good 
study source.  Dr. Vaezazizi wants to establish a data base to identify best 
practices; current treatment with thrombolytic therapy and future treatments with 
coils and other interventions. 
 

D. MCI REVIEWS 
 

Inyo MCI: local facilities absorbed most of the patients; four (4) patients 
transferred out with burns and multiple traumas.  Patient tracking was good 
because O1As were completed on each patient (not just triage tags).  NIH did 
have difficulty finding receiving facilities due to the combined burns and trauma 
suffered by the patients.  ICEMA wants to help our local hospitals get a 
standardized acceptance for these patients to the facilities that have the resources 
to deal with them.  Dr. Johnson commented that the Mono MCI plan was still in 
development.  Rosemary Sachs and Mark Mikulicich are also involved.  Virginia 
Hastings recommended that the Incident Command structure be included in the 
plan, as it is in ICEMA’s MCI plan.  Rosemary Sachs commented on the need to 
utilize Triage Tags more often with our small scale MCIs, such as the recent 
airplane down at Mammoth Airport.  Rosemary Sachs will be putting together 
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local MCI training with the Mono Medics to improve procedures along this line.  
Bob Rooks asked if the ED doctors are on board with MCI plans; both locally and 
in other ICEMA areas.  Dr. Vaezazizi said that most physicians are aware of the 
MCI plans, however there is still a need for a person (other than the physician) to 
coordinate actions.  Further discussion involved examples of proper planning, 
such as the Lucerne Valley Incident which was handled very well.  Specific to 
that event was a coordinated pre-plan by responding agencies enroute to the 
incident, as response times permitted.  There was also an existing MCI plan which 
was enacted.  Virginia Hastings also commented on the Sacramento Prison Riots 
and the importance of Hot Washes to determine best practices.  A proper 
debriefing should be built into every MCI plan to facilitate such action. 

 
IV. EMS SYSTEM MANAGEMENT REPORTS 
 

A. Scantron Data 
 

Nothing unusual or significant.  A data sheet was given to Mark Mikulicich 
showing calls with response times over fifty (50) minutes.  These calls are almost 
always a result of the Medic units being dispatched to the airport for pick-up of 
flight crews and having a longer ETA that originally communicated.  None of 
these “long response times” are inappropriate; it just appears questionable as 
“statistical data” does not tell the whole story. 

 
B. Base Hospital Report 
 

No information available at this time. 
 
C. ePCR Reporting 
 

Mammoth Fire is receiving training today.  There is no cost associated with the 
ePCR. 

 
V. OLD BUSINESS 
 

EMTs and First Responders Update 
 
ICEMA supplied a report which showed that forty-eight (48) students obtained their 
EMT as of Jan. 1, 2008, with a seventy-seven (77) percent National Registry pass rate; 
which is impressive.  Regardless, the Mono County Fire Chiefs decided to pursue the 
County sponsored EMT education funds for their own dispersal within their volunteer 
ranks, to be applied towards EMT and First Responder education.  Because of the costs 
involved with background checks related to EMT certification, Bob Rooks stated that 
many of the Volunteer Departments (that don’t provide BLS ambulance service) are 
considering pursuing First Responder status for their members.  It was mentioned that the 
National Registry will be requiring background checks for First Responders also by 2013. 
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VI. NEW BUSINESS 
 
EMCC Support for Draft Letter to DMV 
 
Mark Mikulicich drafted a letter from the Board of Supervisors (BOS) regarding an 
official request for exemption from the two EMT rule for qualifying BLS volunteer 
ambulance providers.  This draft was stimulated by similar action from the Inyo County 
EMCC and Board of Supervisors.  The request was specific for the operations of White 
Mt. Fire (Benton) and Chalfant Fire.  After limited discussion, Rosemary Sachs made a 
motion to approve with a second by Bob Rooks and the motion to approve was passed 
with a quorum of three (3) members.  Mark Mikulicich will present the letter to the Mono 
BOS for final approval. 

 
VII. OTHER/PUBLIC COMMENT 
 

None. 
 
VIII. COMMITTEE MEMBER REQUEST FOR TOPICS FOR NEXT MEETING 
 

Update on Mono MCI planning, update on BOS DMV letter approval and an update on 
EMT education within the County. 

 
IX. NEXT MEETING DATE AND LOCATION 
 

Tuesday, January 25, 2011, 9:00 a.m. at Mammoth Hospital ED break room. 
 
X. ADJOURNMENT 

 
The meeting was adjourned at 10:45 a.m. 
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MEDICAL RESPONSE TO A MULTI-CASUALTY INCIDENT 
in Mono and Inyo Counties 

PURPOSE 
 
1. To outline and coordinate the responses by EMS system participants to Multi-

Casualty Incidents (MCI) in Mono and Inyo Counties. 
 
2. To standardize definitions, as outlined in the Firescope Field Operations Guide 

(FOG) and the responsibilities of each participating entity. 
 
PRINCIPLES 
 
1. Field responses to an MCI will follow the procedures/guidelines consistent with the 

Incident Command System (ICS) as outlined in Firescope. 
 
2. Hospitals shall receive as much advanced notice as possible to prepare for arriving 

patients. 
 
SCOPE 
 
An MCI is any incident where personnel (law, fire, or medical) on scene have requested 
additional resources to care for all victims. This may include one or more of the following 
criteria: 
 

 An incident requiring three or more ambulances and/or 
involving five or more patients 

 The utilization of triage (e.g. START) tags 
 Patient distribution beyond one hospital 

 
PROCEDURE 
 
General Operational Procedures: 
 
1. First arriving resource with the appropriate communications capability shall declare 

an MCI, establish command, and name the incident.   This resource shall remain in 
command until relieved by the public safety agency having jurisdictional authority.  
 

2. Sheriff’s Office (SO) Dispatch shall alert/notify all other 911 dispatch centers (CHP 
and adjacent jurisdictions) OES Mutual Aid Coordinators (fire, law, Medical/Health 
Operational Area Coordinator (MHOAC)) of the declaration of an MCI. 
  



 
 

REFERENCE: 5050 Mono/Inyo Annex 
Page 2 of 9 

Medical Response to a Multi-Casualty Incident DRAFT 

3. The first medical personnel (e.g. ambulance crew) on scene shall: 
  Become the Medical Group Supervisor, and  
  Initiate triage. Adults shall be triaged according to START as outlined in   

Firescope. Pediatric patients shall be triaged according to JumpSTART 
developed by California Emergency Medical Services for Children. Triage and 
patient tracking and coordination with receiving hospitals shall be accomplished 
utilizing standard triage tags. 

 Assume responsibility for requesting additional resources (e.g. ambulances, 
personnel, equipment) in coordination with the base hospital, SO and/or CHP 
Dispatch, and the OES Operational Area Coordinators (fire, law, and/or 
MHOAC), as requested and available and relevant (dependent on geographical 
location and availability and communications capability), and 

 Assume responsibility for patient tracking and matching patient types/needs 
with appropriate and available transportation resources and staff and receiving 
hospitals, in coordination with the base hospital, SO and/or CHP Dispatch, and 
the OES Operational Area Coordinators (fire, law, and/or MHOAC), and 

 Contact base hospital and/or receiving hospitals and/or EMS aircraft providers 
for patient destination and coordination once the MCI has been declared. 

 
4. All operation functions and procedures on scene will be in accordance with 

Firescope and National Incident Management System (NIMS). 
 
5. The Medical Group Supervisor shall establish communications with the base 

hospital and/or receiving hospitals through available methods for situation update 
(i.e. Medical Sit Rep) and to obtain hospital bed availability/ coordination, with the 
assistance and support of SO and/or CHP Dispatch, EMS aircraft providers, and the 
OES Operational Area Coordinators (fire, law, and/or MHOAC), as requested and 
relevant (dependent on geographical location and availability and communications 
capability). 

 
6. The Medical Group Supervisor will identify and request the necessary resources 

through the IC or designee. The IC or Medical Group Supervisor will contact the 
base hospital and/or receiving hospitals and/or OES Mutual Aid Coordinators (fire, 
law, MHOAC), with the assistance and support of SO and/or CHP Dispatch, as 
available and appropriate, to fulfill medical resource requests. 

 
7. During incidents with multiple destination hospitals, the Medical Group Supervisor 

may assign a Medical Communications Coordinator (Med Comm). The Med Comm 
will provide the following information when initially communicating with Dispatch 
(SO or CHP), the base hospital and/or receiving hospitals, or OES Mutual Aid 
Coordinators (fire, law, MHOAC): 

 
 Name of incident, type, location, initial patient estimate and agency in charge. 
 Patients should be transported to the appropriate hospitals as provided to the 

Med Comm by the Medical Group Supervisor. 
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8. The Medical Group Supervisor, shall notify the base hospital and the receiving 

hospital(s) (or Med Comm shall notify Dispatch, if available and assigned, to relay 
to the hospitals) (or EMS aircraft providers shall communicate with receiving 
hospitals)of the following information for all patients departing the scene: 

 
 Transport method (e.g. air, ground, bus) 
 Transport agency and unit 
 Number of patients (adult and pediatric) 
 Identification (triage tag number) and classification of patients (i.e. 

Immediate, Delayed, Minor) 
 Destination (only when Med Comm is coordinating multiple hospital 

destinations based on base hospital, EMS aircraft providers, and/or 
Medical Group Supervisor evaluation of hospital availability) 

 
9. Transporting units shall make attempts by available means to contact the receiving 

hospital en route to provide patient(s) report using the incident name to identify the 
patient and provide the following information: 

 
 Incident name 
 Transporting name and unit number 
 Age/sex 
 Illness or mechanism of injury 
 Triage classification (immediate (red), delayed (yellow), green 

(minor)), and any significant deterioration in condition/status during 
transport 

 Chief complaint and related illness/injury that may need specialty 
services, (e.g. respiratory, neuro, vascular, decontamination, burns) 

 Glasgow Coma Scale (GCS), if relevant 
 Estimated Time of Arrival (ETA) 
 Tracking of patients and destinations is the primary joint responsibility 

of the base hospital and field medical personnel, with assistance as 
requested and available from the Dispatch. 

 
If the destination is changed en route, the transporting unit shall notify the initial receiving 

hospital, if possible, and shall make attempts to contact the new receiving hospital 
en route.  If the base hospital is coordinating patient destinations in conjunction 
with the Med Comm, the transporting unit will notify the base hospital, who will 
notify the original destination that the patient has been diverted by the base hospital 
physician or that the patient condition has deteriorated. 

 
 
 
Special Operational Procedures - Use of Non-Emergency Vehicles: 
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The Medical Group Supervisor, in coordination with the IC, may utilize non-emergency 
vehicles to transport patients triaged as Minor (green). The Medical Group Supervisor (or 
Med Comm, if assigned) will coordinate the destinations with the base hospital and/or 
receiving hospitals, if there are multiple receiving facilities.  In such cases, the following 
conditions shall apply: 
 
1.  Non-emergency vehicles may be requested through the IC, through Dispatch or by 

 special arrangement made on scene by the Medical Group Supervisor. 
 

2.  If resources allow, at least one ALS team (minimum of one paramedic and one 
 EMT-1) with appropriate equipment will accompany each non-emergency transport 
 vehicle. Generally, the ratio of patients to ALS team should not exceed 15:1. 

 
3.  When resources do not permit an ALS team to accompany a non-emergency 

 transport vehicle, a BLS team consisting of at least two EMT-1’s and/or First 
 Responders will accompany the vehicle. Generally, the ratio of patients to BLS 
 team should not exceed 9:1. 

 
4. In the event of deterioration of a patient en route, the non-emergency unit shall 

immediately call for an ALS emergency ambulance, if available, and transfer care 
for transport to the closest emergency department. 

 
Responsibilities of Dispatch: 

 
1.    SO Dispatch shall alert/notify all other 911 dispatch centers (CHP and adjacent 

jurisdictions), and County OES Mutual Aid Coordinators (fire, law, 
Medical/Health Operational Area Coordinator (MHOAC)) of the declaration of an 
MCI. 

 
2.  SO Dispatch shall assist, collaborate, and help to coordinate the filling of resource 

requests from the base hospital, IC, the Medical Group Supervisor, and/or the OES 
Mutual Aid Coordinators (fire, law, MHOAC), as available. This may include 
mutual aid resources from outside the operational area, including ground and/or air 
transportation resources and personnel. 

 
Responsibilities of the Base Hospital: 
 
1. Upon field notification of an MCI, the base hospital shall immediately notify area 

hospitals. If there is the potential for multiple patient destinations, the base hospital 
will poll area hospitals for bed availability. 

 
2.       The base hospital shall assist, collaborate, and help to coordinate the filling of all     

 resource requests from the IC, the Medical Group Supervisor, and/or the OES 
 Mutual Aid Coordinators (fire, law, MHOAC), as requested This may include 
 mutual aid medical resources from outside the operational area.  

 



 
 

REFERENCE: 5050 Mono/Inyo Annex 
Page 5 of 9 

Medical Response to a Multi-Casualty Incident DRAFT 

3. The base hospital shall coordinate with Dispatch, the IC, the Medical Group 
Supervisor or designee, and the OES Mutual Aid Coordinators, the deployment of 
all air resources for the MCI, as requested. 

 
4. The base hospital shall notify ICEMA and the MHOAC when three or more 

ambulances are requested for an incident.  
 

5. If the base hospital is coordinating patient destinations, it will confirm patient 
departure from scene with Med Comm, if assigned, by providing the departure time 
and estimated time of arrival (ETA) to the receiving hospital. 
 

6. The base hospital will advise receiving hospitals of the number/categories of 
patients en route via approved method (e.g. radio, telephone). 

 
7.  If the base hospital needs additional resources, it shall contact the MHOAC. 

 
Responsibilities of the Receiving Hospital: 
 
1. All hospitals shall respond immediately to any request from the Medical Group 

Supervisor or designee for bed availability. 
 
2. A receiving facility may not change the destination of a patient. 
 
3. If the receiving facility needs additional resources, it shall contact the MHOAC. 
 
4. Each hospital that received patients from the MCI shall participate in after action 

reports and improvement plans as necessary. 
 

 Responsibilities of the OES Mutual Aid Coordinators (fire, law, MHOAC): 
 

1.  The Medical Health Operational Area Coordinator (MHOAC) Program is 
 comprised of the personnel, facilities, and supporting entities that fulfill the 
 functions of the MHOAC role as directed by the MHOAC. The MHOAC is a 
 functional designation within the Operational Area, filled by the Health Officer and 
 the local emergency medical services agency administrator (or designee/s), that 
 shall assist the other Operational Area Coordinators (fire, law) in the coordination 
 of situational information and medical and health mutual aid during 
 emergencies.  
 

2.  The MHOAC Program is the principal point-of-contact within the Operational 
 Area for information related to the public health and medical impact of an 
 emergency. Within two hours of incident recognition, it is expected that the 
 MHOAC Program will prepare and submit the electronic Health and Medical 
 Situation Report to the activated local emergency management agency (Duty 
 Officer, IC/UC, EOC), to the RDMHC/S Program (REOC), to CDPH, and to 
 EMSA (Duty Officers or JEOC if activated).  
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3.   The Mutual Aid Coordinators (fire, law, MHOAC) are responsible for 

 coordinating the process of  requesting, obtaining, staging, tracking, using, and 
 demobilizing mutual  aid resources. If Unified Command has been established for 
 an incident, health and medical entities request resources through the 
 Operations and Logistics Section of  field-level Unified Command, which 
 coordinates the resource fulfillment within the  Operational Area, or from 
 neighboring Operational Areas where there are cooperative assistance 
 agreements or day-to-day relationships in existence.   

 
4.  If the resource cannot be obtained locally, the MHOAC Program will request health 

 and medical resources from outside of the Operational Area by working with the 
 RDMHC/S Program in preparing and submitting a Health and Medical Resource 
 Request Form to the activated local emergency management agency (Duty 
 Officer, IC/UC, EOC) and to the RDMHC/S Program (REOC). Examples include, 
 but are not limited to, additional transportation resources (ambulance strike 
 teams, EMS aircraft), accepting specialty facility beds/physicians  (multi-trauma, 
 burns,  pediatrics), and ventilators. 

 
Medical Control: 
 
1. EMS personnel shall operate within ICEMA “prior to contact” protocols for both 

medical and trauma patients. 
 
2. When base hospital consultation occurs, medical control refers to a specific patient 

and not to the incident as a whole (operational aspects). 
 
3. When multiple hospital destinations exist, medical control has the option of 

referring the resource establishing radio contact to the base hospital for bed 
availability. 

 
Field Documentation: 
 
1. The Medical Group Supervisor (or Med Comm, if established) maintains 

responsibility to ensure the following: 
 

a) Utilization of the approved ICEMA/MCI patient care report.  This form will 
include: 
 
1. Name and location of the incident 
2. Triage tag number for each patient and the hospital destination 
3. Brief description of the incident 

 
b) Completion of an individual patient care report for each deceased individual 

at the incident. 
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c) Completion of an individual patient care report for all patients with a chief 
complaint and who “refuse treatment.” As feasible, ask patients to sign a 
release of liability (e.g. Against Medical Advice (AMA) liability form). 

 
2. Each transporting unit is responsible for generating a patient care report for each 

patient transported excluding patients transported by non-emergency vehicles.  
Those transported in non-emergency vehicles will be identified by triage tags.  This 
should include patient tracking tag/number and will  indicate the incident name and 
location. 
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ADDENDUM 
 
Firescope Operations Procedures of a Multi-Casualty Incident 
 
Operational System Description 
 
The Multi-Casualty Organizational Module within the Firescope Field Operations Guide 
(ICS 420-1) is designed to provide for the necessary supervision and control of essential 
functions required during an MCI.  The primary functions will be directed by the Medical 
Group Supervisor who reports in most cases to the IC, or the Multi-Casualty Branch 
Director, if activated.  Resources having direct involvement with patients are supervised or 
coordinated by one of the functional leaders or coordinators. 
 
The Medical Branch structure in the ICS system is designed to provide the IC with a basic, 
expandable modular system for managing the incident.  The system is designed to be set up 
consistent in all incidents involving mass casualties and has the ability to expand the 
incident organization as needed. 
 
Initial Response Organization:  Initial response resources are managed by the IC, who 
will handle all Command and General Staff responsibilities.  The resources will respond 
based on the operational procedures (as outlined in this protocol). 
 
Reinforced Response Organization:  In addition to the initial response, the Medical 
Group Supervisor may establish a Triage Unit Leader, Treatment Unit Leader, Patient 
Transportation Unit Leader, Medical Communications Coordinator (Med Comm), and 
Ambulance Coordinator.  Also patient treatment areas are established, if needed. 
 
Multi-Group Response:  All positions within the Medical Group are now filled.  The Air 
Operations Branch may be designated to provide coordination between the Ambulance 
Coordinator and the Air Operations Branch.  The Extrication Group is established to free 
entrapped victims. 
 
Multi-Branch Incident Organization:  The complete incident organization shows the 
Multi-Casualty Branch and other Branches.  The Multi-Casualty Branch now has multiple 
Medical Groups (geographically separate) but only one Patient Transportation Group.  This 
is because all patient transportation must be coordinated through one point to avoid 
overloading hospitals. If necessary for span of control, the IC may appoint a Medical 
Branch Director to oversee the Medical Group and other relevant groups. 
 
Operational Principles 
 
1. First arriving resource with the appropriate communications capability shall declare 

an MCI, establish command, and name the incident.  This resource will remain in 
command until relieved by the public safety agency having jurisdictional authority. 
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2. The IC will assign the first available resource to triage.  Victims shall be triaged 
according to START/JumpSTART criteria, and ICS shall be implemented 
according to Firescope and NIMS. 

 
3. The IC will assign the resource with the appropriate communications capability to 

establish communications with the base hospital for resource requests, as needed. 
 
4. Treatment areas are set up based upon needs and available resources according to 

classification of patients (Immediate, Delayed and Minor.)  The Treatment Unit 
Leader will notify Patient Transportation Unit Leader when a patient is ready for 
transportation and of any special needs (e.g. burns, pediatrics, decontamination). If 
these positions are not assigned, the Medical Group Supervisor will retain this 
responsibility. 

 
5. Patients are transported to the appropriate facility based upon patient condition, bed 

availability, and transport resources. The Medical Group Supervisor is responsible 
for patient transportation and destination and may assign/delegate this responsibility 
to a Patient Transportation Unit Leader and a Medical Communications 
Coordinator who would work together to transport the patients using the 
appropriate methods to the most appropriate destinations. 

 
6. The Patient Transportation Unit Leader and Med Comm, if assigned, will determine 

all patient destinations in coordination with the base hospital. 
 
7. The IC will designate a staging area(s).  Transportation personnel should stay with 

their vehicles to facilitate rapid transport, unless reassigned by the IC or designee. 
 
8. The Patient Transportation Unit Leader will then call for an ambulance or other 

designated transportation vehicle to respond to the loading area. 
 
9. The Patient Transportation Unit Leader, in coordination with the IC, may put in a 

request through Dispatch for buses to transport minor or uninjured patients. 
 
10. The Patient Transportation Unit Leader will copy the information from the triage 

tag onto a Patient Transportation Log, and confirm destination with the ambulance 
crew, bus, or other driver. 

 
11. The Patient Transportation Unit Leader will notify the Med Comm, if assigned, of 

patient departure. 
 
12. The transporting unit should contact the receiving facility en route with a patient 

report, using the incident name to identify the patient. 










































































































































































