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DOCUMENT NAVIGATION  

This document utilises colour coded pages for 
ease of  navigation  

The sections relating to response 
arrangements have been aligned to the 9 Key 

tasks in order to provide a sequential 
framework which is familiar to commanders.  



2. ROLE AND PURPOSE OF THE MAJOR INCIDENT PLAN  

2.1 Aim and Objectives of the Major Incident Plan  

 . Experience in emergency management has repeatedly demonstrated the 

value of  detailed planning and preparation for dealing with emergency 

situations.  

 . The aim of this Major Incident Plan is to ensure that Hardcore Medical & 

Ambulance Services Ltd. response to a major incident is patient focused, 

clinically led and effectively managed.  

 . The objectives of  this plan are to :  
Offer guidance, direction and information to ambulance staff  and other 

HMAS personnel  
Assist in identifying roles, responsibilities and resources  
Assist in forming action plans in order that normal provision of  service may 

be maintained during a major incident as far as is reasonably practicable  
Provide a source of  reference that will assist in the integration of  plans with 

hospitals, NHS provider organisations, other emergency services and 

external agencies  
Identify related plans and capabilities.  

 . This plan provides a generic framework for operational response, however 

no plan can ever be complete against all possible contingencies and it is 

therefore essential that all staff  and Team Leaders exercise their judgment 

and initiative when confronted with such an incident utilising the principles 

outlined in this and associated plans.  

2.2 Leadership and Command  

 
 . A Commander’s ability to perform their role effectively depends on them 

being in a location where they have:  

• Knowledge of  the circumstances and the available intelligence 

• The ability to communicate effectively with others 
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• Advice available from advisors 

• A suitable environment from which to exercise their command function.  

 . Effective command and control can only be achieved by commanders who 

are capable of  making reasoned, lawful and justifiable decisions.  

 . To support this decision making there are many models available which 

provide a structured process. The Dynamic Decision Making Cycle (DDMC) 

can be applied to decision making at any emergency incident and at any 

level of  command.  

The HMAS adopted DDMC can be found below.  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2.3 Critical Success Factors  

The success of  the plan relies on:  

• All parties being familiar with and agree the plan  

• All parties exercising together  

• Accurate intelligence  

• All parties having the relevant equipment and resources  

• Effective command, control and operational communications  

• Speed and flexibility at local operational level  

• Arrangements for audit, validation and updating the plan ensuring 

achievability  

• Availability of  plan / agreements / MOUs in the event of  an incident  

2.4 Links to Associated Plans and Documents  

This document is supported by the HMAS Major Incident action cards which have 

been issued to all members of  Operations Staff  and Commanders and can be 

accessed on the StaffZone intranet. 

It is vital that this plan is read in conjunction with HMAS procedures and 

arrangements and does not represent a complete stand alone resource. Sign 

posts are provided throughout this document to relevant supporting plans and 

materials.  
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3. DEFINITIONS  

3.1 Scales of Major Incidents  

HMAS is accustomed to fluctuations in daily demand for services whilst on 

deployment. Whilst at times this may lead to facilities being stretched, such 

fluctuations are managed without activation of  special arrangements by means of  

established management procedures and escalation policies.  

3.2 Major Incidents  

Individual Ambulance Trusts and Acute Trusts are well versed in handling Major 

Incidents such as large multi-vehicle motorway crashes within long established 

major incident plans.  
The scale and complexity of  these incidents will however require special 

arrangements and processes to be enacted in order to best meet the needs of  the 

patients in the incident.  

For HMAS a Major Incident is defined as:  
“Any occurrence that presents serious threat to the health of the community, 

disruption to services or causes (or is likely to cause) such numbers or types of 

casualties as to require special arrangements to be implemented by hospitals, 

Ambulance Trusts or primary care organisations. “  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4. ROLES AND RESPONSIBILITIES  

4.1 Hardcore Medical & Ambulance Services Ltd. 

In the event of  a major incident, HMAS will call on the support of  the local NHS 

services and other Category 1 Responders as defined by the Civil Contingencies 

Act 2004. This may result in Ambulance Services and voluntary aid societies 

being dispatched to ensure sufficient ambulances and trained medical personnel 

are rapidly deployed to the incident scene.  

Key Strategic Responsibilities.  

• Save life, in conjunction with the other emergency services. 

• Instigate a command and control structure for oncoming NHS assets 

deployed to an incident. 

• Protect the health, safety and welfare of  all health service personnel on site. 

• Instigate a triage process. 

• Treat casualties. 

• Transport casualties to hospital. 

• Assist NHS Incident Commanders as they deem fit. 

4.2 Local NHS Incident Commanders 

In the event of  a major incident, oncoming NHS resources will assume command. 

It is their prerogative to assume command of  all onsite resources (HMAS). This 

may be in a written authority or verbal. 
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5.  

ACTIVATION, ESCALATION & MOBILISATION  

5.1 Plan Activation  

Any member of  HMAS staff  may declare a major incident or major incident 

standby. It is however the responsibility of  the most senior person on duty at the 

deployment  to ratify the decision and thus implement the Major Incident Plan.  

It must be remembered that it is often easier to escalate unnecessarily and 

subsequently stand down a response than it is to escalate further into an incident.  
Once a major incident or major incident standby is initiated and passed to the 

NHS for support, it can only be stood down with authority from the NHS 

Command.  

5.2 Major Incidents Declared By Other Agencies on Deployment  

Other agencies should always notify HMAS of  a declared major incident by 

informing either the Medical Team Manager or via the control room. 
An appropriate response should be made to the incident based on the information 

and intelligence available, however it must be noted that what is a major incident 

for another organisation need not necessarily be one for HMAS.  

5.3 Initial Actions  

In the initial stages of  a major incident, information can be confusing, conflicting 

and misleading. Therefore, it is vital that all Command and Control staff  think 

worst case scenario until such time as information can be substantiated and 

confirmed. It is vital that staff  rapidly identify a potential or actual major incident 

and resource it appropriately in order to fulfil HMAS’s responsibilities as an on 

site medical response agency. 

Whilst the detailed functions and tasks for Command & Control staff  are detailed 

within action cards, the key functions of  the C&C staff  can be summarised as:  

• Deployment of  the initial response  

• Initiating a cascade to the NHS and other Category 1 Responders  
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• Mobilising Commanders  

• Establishing a ESRVP 

5.4 Initial Response  

At any deployment where HMAS is the lead medical agency, there will be one of  

two types of  Initial Response to a major incident.  

  A) Event Closure -  This will be an incident that results in an entire event   

     evacuation and should leave the event empty other than   

     the incident itself. 

  B) Partial Closure -This will be an incident where a significant part of  teh   

     event is evacuated. This will result in some part of  the   

     event requiring ongoing medical cover whilst the incident 

     is dealt with. 

In order to balance the needs of  the incident against delivering an effective 

service across the whole event site, the Incident Commander MUST make and 

communicate the decision to declare a Major Incident to the NHS EOC.  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6. ARRIVAL AT SCENE  

6.1 Strategic Holding Areas  

It will be necessary to organise Strategic Holding Area(s) (SHA) to be used as a 

marshalling site for the considerable resource and mutual aid coming into the 

area. Resources not immediately required should be held here on standby until 

called forward. At this location staff  are made aware of  their commanders, 

allocated call signs and radio talk groups. This will be organised and managed by 

oncoming NHS resources. 

6.2 Rendezvous Point and Forward Control Point  

A Rendezvous Point (RVP) will be needed closer to the scene, to coordinate 

resource deployment to the Forward Control Point (FCP).  
The Rendezvous Point is the location where local resources and resources from 

the Strategic Holding Area can come together and receive a tactical briefing prior 

to being operationally deployed forward to their working areas .  

• Depending on the size and complexity of  the incident the FCP and RVP may 

be co-located.  

• The RVP and/or FCP location may also be dependant on wind direction and 

ground drainage.  

• Suggested locations for FCPs and RVPs when responding to events can be 

found Medical Ops Plan. 

• RVPs should always be searched for secondary devices and commanders 

aware of  the prospect of  deliberate targeting.  

• Multi-agency Common RVPs will be agreed dynamically at the outset of  the 

Incident with the relevant Police and Fire & Rescue Service.  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7. SCENE ASSESSMENT  

Scene assessment will occur continuously throughout the incident. It will 

commence on the initial call, continue with Initial Response and will not cease 

until the incident is resolved. What will change however is the increasing amount 

of  scene assessment information available.  
Initial responders should ensure they conduct a rapid scene assessment which 

should be communicated to the NHS EOC using the METHANE mnemonic as 

detailed below and in individual action cards:  

M Major Incident   Standby/Declared  
E Exact Location   Grid Ref  / Road Name  
T Type of  Incident.   Coach Crash, Explosion etc 
H Hazards    E.g. Fire/Chemicals etc 
A Access    Best route in and out  
N Number of  Casualties   Number and Severity 

E Emergency Services   Present & Required 

Other responding agencies may utilise the CHALETS mneumonic which can be 

found below for reference purposes.  

C Casualties    Number and Severity 
H Hazards    E.g. Fire/Chemicals etc 
A Access    Best route in and out  
L Exact Location   Grid Ref  / Road Name  
E Emergency Services   Present & Required 

T Type of  Incident    Coach Crash, Explosion etc 

S Safety / Start Log  

7.1 Commonly Recognised Information Picture (CRIP)  

It is essential that commanders at all levels develop and share a commonly 

recognised Information Picture (CRIP) so as to ensure all responders have the 

same information.  
Responding Commanders should begin to develop a CRIP in a standard format in 

order to facilitate easy sharing of  information. A suggested format for a CRIP can 

be found in Annex C.  
The use of  the CRIP in Annex C will also provide a structured approach to 

assessing how impactive a Major Incident may be.  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7.2 Scene Assessment HAZMAT/CBRN  

Should there be any concern that a CBRN release may have occurred theN STEPS 

123+ should be adopted. 

7.3 Scene Assessment Explosive Hazard  

Should there be any concern that there may be explosive hazards then 

appropriate cordons should be imposed and enforced whilst awaiting Police & Fire 

Support. 

7.4 Scene Assessment Marauding Terrorist Firearms Attacks (MTFA)  

If  firearms are involved then the actions and arrangements detailed within the 

Local Trusts Active Shooter Plan should be followed under Operation PLATO via 

the NHS EOC. 

7.5 Intelligence  

The NHS Ambulance Incident Commander will establish a method of  gathering 

intelligence from the following sources in order to determine a suitable 

measurement of  threat and to inform decision making:  

• Feed from the Inter-Agency Liaison Officer (ILO) and/or Tactical Advisor 

• ECO Duty Manager feeding intelligence as new calls are taken 

• Feed from Bronze Commanders 

• News agency reports  

• CCTV systems and police helicopter downlink feed. 
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8. COMMAND, CONTROL & CO-ORDINATION  

 

This section of  the Major Incident Plan is designed to compliment the detail 

contained within the HMAS Management Manual.  
Command and Control is defined by the Association of  Ambulance Chief  

Executives as:  
“The principles adopted by an organisation acting with full authority for the 

deployment and utilisation of its resources. (AACE.2012)"  

8.1 Framework of Command  

In order to achieve a combined and co-ordinated response to a major incident the 

response structure of  HMAS must be closely linked and dovetailed with those of  

all other responding organisations.  

The system of  command and control has been designed to provide all responding 

agencies with a clear operating framework which promotes safe and efficient 

systems of  work.  

Ambulance trusts, akin to many emergency responders employs a three tier 

command system comprising of  a Strategic (Gold) Commander, Tactical (Silver) 

Commander and an Operational (Bronze) Commander, also known as Gold-Silver-

Bronze.  

This is a hierarchical system whereby individuals are empowered through their 

role within the structure, providing them with specific authority over others for the 

duration of  the event.  

This is regardless of  an individuals rank in the organisations day to day structure. 

During an incident where the command structure is activated, the day to day rank 

of  the individual changes into that persons role within the incident.  

Command of  an agencies staff  remains with the parent or designated agency and, 

while working within the overall multi-agency structure, each agency has a vertical 

chain of  command at the scene. However, in order to achieve an effective response 
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to a Major Incident, the capabilities of  the Ambulance service, and the NHS 

overall, must be closely co-ordinated with those of  the other emergency services 

and participating agencies. Therefore, multi-agency GOLD, SILVER and BRONZE 

activities in the response phase are routinely co-ordinated by the Police.  

The command structure should be regularly reviewed to ensure that those 

performing the required roles are sufficiently trained and competent. This 

assessment must always be documented formally.  

It is important that HMAS’ command structure remains flexible enough to meet 

changes in the nature of  the threat, incident or operation without jeopardising 

clear lines of  communication or accountability. Especially after oncoming NHS 

resources have assumed control of  HMAS resources. 

Every Commander must be aware that they are at all time legally accountable for 

the actions and commands they provide.  

A pictorial diagram of  the HMAS Command Structure can be found below.  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8.2 Command Resilience  

Protracted incidents put pressure on the ability of  the command team to resolve 

an incident. Replacing Bronze, Silver and Gold Commanders with fully briefed and 

appropriately trained and competent equivalents will prevent fatigue and, 

consequently poor judgment. However this is more likely to affect the NHS 

resources rather than HMAS. 

Where a commander is replaced, the command group have a responsibility to 

ensure that:  

• The incoming commander has a full grasp of  the situation, is fully briefed 

and able to undertake the role. 

• The integrity of  the audit trail is maintained. 

• The integrity of  the individual logs is protected.  

• Others in the command structure are informed when the handover is 

complete. 

• Everyone involved in the response is aware at all times who is in command.  

The last point is especially notable within HMAS as all staff  should be advised 

that the NHS now have control of  an incident.  

8.3 Command Inter-operability  

Co-ordinated decision making between agencies and departments is necessary to 

establish proper and coherent governance and is critical to achieving 

interoperability.  

This is all covered by the Joint Emergency Services Interoperability Programme 

and the Join Decision Making Model. 

8.4 Strategic (Gold) Command  

The Gold Commander operates at the strategic level and has overall responsibility 

for the command, response and recovery from any Major Incident.  
The Gold Commander is responsible for setting an NHS Trust s strategic aims (the 

Gold strategy) for the incident, providing a framework for the Incident 

Commander to work within. 
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HMAS will have no baring at all on NHS Gold Command. 

8.5 Tactical (Silver) Command  

The Silver Commander works at the tactical level and is also known as the 

Ambulance Incident Commander (AIC). The Silver Commander has the 

responsibility for developing the Tactical Plan for the use of  resources at the 

incident.  

The Tactical Plan will be developed within the framework of  the Gold Strategy and 

any available intelligence and associated risks.  

Due to the dynamics of  a Major Incident, the Silver Commander may put a 

Tactical Plan into place before the Gold Strategy has been set. 

The Silver Commander will provide a framework and parameters for the Bronze 

Commander to operate (within the Tactical Plan).  

The Silver Commander must support the Bronze Commander to achieve their 

objectives and manage the incident effectively; however they must not get involved 

in the direct operational management of  the incident.  
It is critical that the Silver Commander can effectively manage the incident and 

co-ordinate the ambulance response. With this in mind the Silver Commander 

should locate themselves alongside the Silver Commanders of  the other 

emergency services and responding agencies in order to ensure a multi agency 

approach to the resolution of  the incident.  

The actual location of  the Silver Commander will be determined by the location of  

the Tactical Co-ordinating Group (TCG), which will usually be held at a local Police 

Station or near the incident scene.  

8.6 Operational (Bronze) Command  

The Ambulance Bronze Commander works at the operational level and has 

responsibility for the activities undertaken at the scene.  

As such they will be located at the incident scene and ideally alongside the Bronze 

Commanders of  the other responding agencies at the Forward Command Post.  
Where this is not possible, the Bronze Commander must ensure regular multi-

agency face to face briefings take place.  
As the Operational Commander they will provide leadership and management to 

the Functional Role Officers and other direct reports.  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8.7 Functional Roles  

Once the AIC has nominated a Bronze Commander, they (the Bronze) may be 

delegated the responsibility to then assign functional roles.  

Functional roles may include:  

• Ambulance Communications Officer  

• Ambulance Decontamination Officer  

• Ambulance Equipment Officer  

• Ambulance Loading Officer  

• Ambulance Casualty Clearing Officer  

• Ambulance Parking Officer  

• Ambulance Safety Officer  

• Primary Triage Officer 

• Secondary Triage Officer  

• Sector Commander  

The list above is neither exhaustive nor prescriptive and best use of  available 

resources should be made to reflect the nature of  the incident and the 

requirements of  the Tactical Plan. All available roles are detailed within the 

attached Major Incident Action Cards. 
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9. SCENE MANAGEMENT  

9.1 The Systematic Approach  

The mnemonic CSCATTT provides a useful context for the tactical priorities in the 

management of  any scene which is summarised below  

9.2 Scene Overview  

The schematic below provides a pictorial reference for the key functions within a 

major incident scene.  
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COMMAND AND 

CONTROL 

Commanders must ensure that they have command and control 

of  the incident. This is achieved through the implementation of  

the command structure.

SAFETY Commanders must ensure the safety of  all responders, patients 

and members of  the public. This is achieved through risk 

assessment and the use of  control measures. 

COMMUNICATIONS Commanders must ensure effective communications at 

incidents, internally and externally. Commanders must also 

provide information to inform the development of  a Common 

Recognised Information Picture (CRIP). 

ASSESSMENT Using information, intelligence, risk assessments and available 

policies, plans and procedures, Commanders should make an 

assessment of  the incident. From this the Commanders will 

develop the strategy and tactics for dealing with the incident. 

During the assessment phase Commanders will identify the level 

and types of  resources required to manage an incident.

TRIAGE In order that casualties can be treated in the most appropriate 

manner a triage process is required. This will consist of  an 

initial triage sieve, with a further triage SORT. During CBRN or 

active shooter incidents the triage process may need to be 

modified due to the environment and the levels of  PPE required 

for responders. 

TREATMENT Once casualty triage has taken place treatment (beyond life 

saving interventions) can commence.

TRANSPORT The availability of  transport may vary so careful consideration 

must be given to the capability and suitability of  transport 

types. 
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9.3 The Inner Cordon  

The inner cordon will surround the area considered hazardous and will be subject 

to strict entry control requirements.  
The boundary of  the inner cordon will usually be marked by red and white barrier 

tape laid out by Fire and Rescue Service (FRS). However, a degree of  flexibility will 

exist in marking the perimeter of  the inner cordon (e.g. for an incident in a 

building with restricted entry, the walls of  that building may be designated as the 

inner cordon perimeter).  
The FRS is responsible for monitoring the inner cordon for the safety of  all 

personnel. However, the Ambulance Safety Officer will support this role by 

specifically monitoring the health, safety and welfare of  all ambulance and 

medical personnel at the scene.  
The FRS will log all personnel in and out of  the inner cordon although HART 

personnel will be responsible for their own entry control.  

Access to the inner cordon will be strictly limited to personnel with a specifically 

designated task. On the completion of  the task, personnel should withdraw from 

the inner cordon unless designated a further specific task.  

9.4 The Outer Cordon  

The outer cordon will surround the entire incident and will usually encompass an 

area with a radius of  several hundred metres. Entry and exit through the outer 

cordon will be strictly controlled by Police Officers / Police Staff.  

The outer cordon may consist of  police vehicles or officers blocking streets, traffic 

cones, tape, portable metal fencing, etc  

Whilst situations do vary, the following key functions will usually be situated within 

the outer cordon but outside the inner cordon:  

• The Command Unit (as part of  the Joint Emergency Services Control 

Centre) 

• TCG and a working base for the Ambulance Incident Commander 

• The Casualty Clearing Station  

• The Ambulance Loading Point  

• The Ambulance Parking Point  
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• Any Equipment Collection Points  

The Ambulance Loading Point may need to be located on the periphery of  the 

outer cordon, with resources called forward to the Ambulance Loading Point as 

required.  
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10. TRIAGE, TREATMENT AND TRANSPORT  

10.1 Patient Triage  

In situations where demand exceeds resources available it is important that 

treatment priorities are established so that resources can be appropriately 

focused on those patients most in need.  
Complete anatomical examination is too time consuming to be used in these 

circumstances however, physiological methods are simple, quick and reproducible 

ways of  reliably identifying patients who have serious injury.  
Triage must be a dynamic and continuous process. The principles of  triage should 

therefore be used whenever the number of  casualties exceeds the number of  

skilled rescuers available.  
Triage of  casualties merely establishes order of  treatment, not which or whether 

treatment is provided. Obviously all casualties require treatment.  
However, triage is a tool that aids the medics ability to predict which casualties 

have the greatest probability of  survival or the need for a casualty to undergo a 

Life Saving Intervention (LSI), thus determining the priority and urgency of  

treatment and evacuation.  

Each deployment undertook by HMAS will carry supplies of  triage equipment. 

Patients should be reassessed and re-triaged where appropriate at regular 

intervals and where practical no less than every 15 minutes.  

During the triage process, clinicians MUST provide life saving interventions to 

maintain an airway or stem catastrophic haemorrhage.  

The range of  Triage Categories are as follows:  

Red P1 Immediate First Priority 

Yellow P2 Urgent Second Priority 

Green P3 Delayed Third Priority 

Blue P4 Expectant (special circumstances only)  
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10.2 Casualty Labelling & Patient Records  

There are three stages of  casualty labelling and documentation, namely;  

• Triage Slapper Bands  

• SMART Triage Cards  

• Patient Care Record Forms  

Triage Slap Bands  
To be used for the process of  Triage Sieve. These bands are single use and do not 

allow for any patient information to be recorded. They are an initial prioritisation 

only.  

 

SMART Triage Cards  
To be used for the Triage Sort process. These uniquely numbered cards allow for 

patient details e.g. brief  identifying information (i.e. Male, 40s) to be recorded 

along with details of  any drugs administered or interventions taken. This allows 

for the casualty to be better tracked and provides more information for further 

care.  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10.3 Patient Report Form  

All patients must have a Patient Report Form (PRF) completed during a major 

incident, even if  details have been captured within the SMART triage card.  
The PRF should be completed at the Casualty Clearing Station and during onward 

transport.  

A record of  those leaving the scene will be kept by the Ambulance Loading Officer.  

Lists of  those transported may be viewed and / or copied by the Police 

documentation teams, but the original should be held by the Ambulance Loading 

Officer.  

10.4 Triage Sieve  

This is a very rapid assessment of  casualties. This should be undertaken at the 

scene of  the incident using the slapper Bands.  

Whilst the triage Sieve includes Capillary Refill Time as an indicator, this should 

only be used in the absence of  pulse or AVPU as it can be less accurate.  
Clinicians are required to verify the absence of  signs of  life where they encounter 

victims who have already been covered by other agencies / individuals and triage 

accordingly.`  

The HMAS approved triage sieve algorithm can be found below.  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10.5 Triage Sort  

This is a more anatomically based system which makes use of  the Glasgow Coma 

Scale, Systolic Blood Pressure and Respiratory Rate. Triage Sort should be 

undertaken at the Casualty Clearing Station utilising the Triage Cards. There is the 

opportunity to also record basic patient details and treatments or drugs 

administered.  
The algorithm and assessment criteria utilised during triage Sort can be seen 

below.  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11.6 Paediatric Triage Sort  

Separate Triage algorithms exist for paediatric casualties based on height. Should 

the Triage Tape not be available, then the child should be triaged as an adult as 

this will lead to the child being over not under triaged.  
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10.7 Injured Children  

Specific arrangements apply for the management of  children in major incidents 

which take account of  the following situations:  

• Those involving only children. 

• Those which result in adult and child casualties. 

• Those in which only adults are injured, but attendant children must be 

cared for.  

Where children are present, the EOC and receiving hospitals must be notified to 

allow the receiving hospitals to prepare for their reception. Where many children 

are injured, the Ambulance Incident Commander (AIC) will advise the EOC and 

must request access to paediatric life support equipment, which may need to be 

supplemented from local paediatric units. This will be arranged by the NHS 

resources on scene. Whenever possible, the parents wish to remain with their 

children should be accommodated.  
In order to balance the needs for the treatment of  seriously injured adults and/or 

children against the availability of  hospital resources; the following model should 

be adopted within operational capabilities:  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CORE PRINCIPLE OF MAJOR INCIDENT RESPONSE  

The over riding principles of  the response at all times, and particularly 

when considering treatment regimes, are that:  

The needs of patients must always be kept at the centre of the 

response and ongoing care 

If  adults and children 
are seriously injured. 

They may need to be taken to separate facilities, but a 

balance needs to be struck between the benefits to 

children of  being kept close to their parents and their 

distress at seeing severely injured parents



              
 

             

10.8 Uninjured Children  

HMAS discharge their duties with regard to the need to safeguard the well being 

of  children. Children should not be entrusted to adults with no connection with 

the child, however well meaning, and Ambulance personnel are to ensure their 

safety until relieved by an appropriate authority. In the event of  an incident where 

children are left unaccompanied, but uninjured, the responsible authority is the 

Local Authority for the area of  the incident.  

The AIC is to advise the EOC of  the numbers and details of  uninjured and 

unaccompanied children and make arrangements for their temporary well- being. 

The EOC will make contact with the Social Services/Childrens Services 

directorates in the Local Authorities to arrange for their on-care.  

10.9 Incidents Involving Major Trauma  

It is highly likely that in any big bang Major Incident will result in casualties 

suffering from major trauma. It is therefore imperative that the existing 

mechanisms for management of  trauma are utilised during a Major Incident.  
NHS Choice defines Major Trauma as multiple, serious injuries that could result in 

disability or death. These might include serious head injuries, severe gunshot 

wounds or road traffic accidents.  

Major Trauma is defined in the scientific literature using the Injury Severity Score 

(ISS), which assigns a value to injuries in different parts of  the body and totals 

them to give a figure representing the severity of  injury. An ISS greater than 15 is 
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If  the adults are seriously 

injured but the children 

have only minor injuries 

The family should be taken to the hospital for adults 

where arrangements for the care of  children should be 

made

If  the children are seriously 

injured and the adults are 

uninjured or have only minor 

injuries 

The family should be taken to the appropriate hospital, 

where the adults can be treated and help with care of  

the children. The Ambulance Incident Commander 

should liaise with the Medical Incident Advisor to decide 

which hospital should be used.
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defined as Major Trauma. This would include serious injuries such as bleeding in 

the brain or a fracture of  the pelvis and cases of  multiple injuries.  
 
  

10.10 Patient Confidentiality  

The police will establish Documentation Teams, where casualties are being 

received, in order to provide the Police Casualty Bureau with information. While 

Ambulance personnel need to co-operate with Police, they must also bear in mind 

their duty of  confidentiality to individual patients. Staff  should not normally 

disclose personal information outside the NHS without the consent of  a patient. 

In a major incident, the duty of  confidentiality is not automatically lifted.  

Generally, patient consent is needed unless:  

• There is overriding public interest in disclosing information, or  

• It is in the patient s best interests.  

If  a patient specifically refuses consent to information being disclosed, that wish 

must be respected unless there is an overriding duty to the public. The Ambulance 

Incident Commander will provide guidance in consultation with the Police.  

10.11 Dealing With Fatalities  

The overall responsibility for all matters concerning deceased casualties lies with 

HM Coroner. The Police, acting for HM Coroner, will make arrangements for the 

temporary storage of  bodies. Where there are significant numbers of  deceased 

casualties an emergency mortuary facility (as opposed to a hospital mortuary) will 

generally be established by a Local Authority at the request of  HM Coroner.  

The dead should not be moved from scene unless that is the only way of  reaching 

a live casualty, or if  the deceased is likely to deteriorate due to environmental 

hazards such as fire. Where this is the case, every effort must be made to record 

the original location prior to movement. Dead bodies must otherwise be left in 

place until the evidence gathering stage begins.  

In addition to the black triage label attached to those confirmed dead, the police 

will attach numbered sections of  a blue National Body Label to the body.  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All Emergency Services on-scene have a legal obligation to provide evidential 

continuity of  the handling of  a deceased from its location at the incident, through 

its recovery to the post mortem examination. Deceased persons if  removed from 

scene, will be taken to a Body Holding Area, usually adjacent to the Casualty 

Clearing Station, where a Medical Body Holding Officer, if  appointed, will confirm 

death if  necessary.  

Casualties Who Die En Route to Hospital. For casualties who die en route to 

hospital, normal arrangements apply with the casualty being certified dead on 

arrival in the Emergency Department and then transferred to the hospital 

mortuary.  

10.12 Casualty Clearing  

The principle of  establishing casualty clearing stations is well established within 

major incident procedures and it is the basic principles upon which this plan 

builds.  
Where possible one larger casualty clearing station will allow limited personnel 

and equipment to be centralised and thus available to those who need it most 

rather than a multitude of  smaller setups.  
The purpose of  the casualty clearing station is to provide a safe environment 

within which to hold and treat patients for several hours prior to transport to 

definitive care.  
Establishing a CCS must be considered an early priority for Commanders due to 

the length of  time it may take to establish it.  
The scene commanders should agree with the Incident Commander how many 

CCSs should be established and what numbers they should be accommodating. It 

would be prudent to err on the side of  caution on patient numbers.  

The location for the CCS should be considered with the following factors in mind:  

• Access and Egress 

• Helicopter Landing 

• Safety 

• Topography and size of  the land (relatively flat and firm)  

A functional commander should be appointed to oversee the facility and have 

overall responsibility for identifying, establishing and managing the Casualty 
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Clearing Station (CCS) in line with the appropriate action cards.  

   

10.13 Shelters  

For HMAS there is a high possibility that our medical structure will already be in 

place. This may be commandeered by the NHS AIC or it may not. The NHS has a 

variety of  options available, and a mixture should be utilised as the capacity / 

location demands.  

Options include:  

• TM36/TM18 Tents  

• Aireshelters / Inflatable Shelters  

• Buildings 

• Mass Decontamination Units  
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10.14 Staffing a Casualty Clearing Station  

The staffing for the CCS should be on extended skills practitioners including:  

• Critical Care Team  

• Emergency Care Practitioners 

• Medical Emergency Response Incident Teams (MERIT)  

• Paramedics  

From a HMAS point of  view, our CCS will be crewed with available staff  prior to 

the NHS taking over. 
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11.TRANSPORT AND PATIENT MOVEMENT  

11.1 Use of Double Crewed Ambulances  

Additional DCAs may be sourced. However access to DCAs should be prioritised 

for those patients requiring active management en route to definitive care.  

Consideration should be given to carrying more than one patient in each DCA 

where possible, especially where journey times allow for a reduced level of  care en 

route. In order to maximise transportation space families and relatives should not 

be carried except in instances where not doing so would place a patient at risk 

and thus reduce the opportunity for crew staff  to undertake a quick turn around.  

Authority to carry next of  kin, families or carers rests with the Ambulance Loading 

Officer.  

Consideration must be given to splitting crews to maximise skill mixes and using 

double unqualified crews where this is permitted by the patients injuries.  

11.2 Patient Transport Service (PTS)  

A Trusts PTS arm will be able to provide additional resources, however it is 

important to note that PTS crews should not be deployed into hazardous 

environments.  

11.3 Public Transport  

The use of  double decker buses or similar as a form of  transport may represent a 

viable option for walking wounded/P3 patients, however their use must be pre-

agreed by Gold and the destinations notified. Ambulance /NHS personnel must 

travel with the patients.  

11.4 British Red Cross & St John Ambulance  

The British Red Cross (BRC) and St John Ambulance (SJA) will be able to provide 

a range of  Ambulances, First Aiders and Treatment Centers to support a response 

either at scene or at another centre e.g. Emergency Treatment Centre.  

Memorandums Of  Understanding are in place with both SJA and BRC which 

provide full details on the arrangements for deploying their assets with various 

NHS Trusts so expect to see them at Major Incidents. 
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If  deployed both the BRCS and SJA will provide a liaison officer too provide expert 

advice on what assets are available and how they can be best deployed.  

11.5 Air Assets  

Across the UK there is a wide variety of  Air Ambulances, Helicopter Emergency 

Medical Services(s) (HEMS) and Search and Rescue aircraft available. These 

assets may be invaluable in taking patients to receiving hospitals some distance 

away or bringing staff  /supplies to the scene.  

The Aeronautical Rescue Co-ordination Centre at RAF Kinloss has the overarching 

responsibility for co-ordinating the activities of  and mobilising UK Search and 

Rescue assets. These will be coordinated by EOCs, it must be noted that air 

ambulances are day time only but it maybe possible to arrange night capability 

for transfers.  

11.6 Transport Responsibility  

Short of  immediate life saving transfer immediately after an incident, HMAS will 

not transport to ED without being dispatched by the AIC. 
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12. SURVIVOR MANAGEMENT  

In responding to a major incident and to achieve the goal of  doing the most for 

the most it is vital to ensure that P3 patients are managed effectively without 

absorbing resource which may be better utilised elsewhere.  
At all times Commanders should ensure patients are communicated with by 

appointing an individual equipped with a loud hailer to provide direction and re-

assurance to patients.  
P3s by virtue of  the fact that they are ambulant will usually self  evacuate the area 

in search of  familiar surroundings e.g. home or healthcare, which may be the 

nearest NHS establishment, not necessarily one designed for accident and 

emergencies.  
On arrival NHS Commanders would assist the Police to identify a suitable survivor 

reception point to which all P3s can be directed. It must however be remembered 

that this remains a Police function.  

Once a survivor reception point has been established the Commander should 

consider, where feasible, allocating resource to that area. It must be remembered 

that P3 patients can rapidly deteriorate, especially once out of  immediate danger 

and fight or flight syndrome subsides.  
The additional benefit of  allocating some resource to an area containing P3s is 

that they will be able to provide intelligence for the wider NHS about how many 

P3s there are and how many of  them require what treatment.  

In the early stage of  an incident self  help should be encouraged and those with 

some medical training, e.g. first aiders identified to assist. This is where HMAS 

may come in at its most basic level. 

Depending on the size of  incident and the number of  resulting P3s clinical 

equipment may be provided by Emergency Dressings Packs, Mass Casualty 

Equipment Vehicles or other sources.  
Commanders will need to give due consideration about how best to prevent key 

NHS premises and resources being overwhelmed through the process of  triage, 

this should be done in conjunction with the Police.  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13. POST INCIDENT PROCEDURES  

13.1 Debriefing  

Commanders need to give early consideration for how debriefs at every level will 

be conducted, from hot debriefs amongst teams to more formal structured 

debriefs in line with any NHS Trusts debriefing protocol.  

Immediately following a Major Incident a Hot Debrief  should be conducted. The 

aim of  this is to identify any major gaps in response and also allows those 

involved to offload any issues or concerns. This hot debrief  will be lead by the 

Silver Commander. Followed by a Critical Incident Debrief  for HMAS members. 

Formal debriefs are essential following any Major Incident. They identify areas 

which went well, and areas for improvement. As such, anyone who is assigned an 

Action Card MUST submit a report and attend debriefs as required. Because 

operational pressures are unavoidable and on must take priority, HMAS will make 

debriefs as accessible as possible using electronic means where possible. All 

debrief  reports will be circulated amongst the relevant bodies for information and 

action where required, and will detail attendance.  

It can be expected that the events preceding and the response to a Major Incident 

may be subject to a later public enquiry. In anticipation of  this it is vital that all 

communications are timed/dated and retained with justification for action 

included. If  the response to an incident is protracted, timed and dated position 

summaries are helpful.  

13.2 Re-Supply  

In the event of  a partial evacuation major incident from a deployment, it may well 

be that HMAS have to continue in their role as event medical provider. In this 

instance stock should be checked and where necessary liaison with the Logistics 

Manager should take place to ensure re-supply. 

Resources that have utilised equipment, consumables and drugs will need to be 

brought back to normal operational standard as soon as possible. Any lost or 

faulty equipment must also be reported and logged as per normal operating 

procedures.  
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13.3 Staff Welfare  

Any major incident will invariably expose members of  HMAS staff  to sights, 

sounds and environments which may be traumatic and difficult. The organisation 

has a responsibility to ensure the welfare of  staff  during and following the 

incident.  
At the conclusion of  the incident, critical incident debriefing and buddying would 

be appropriate, a clear strategy developed for support to individuals. 
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ANNEX A 

MAJOR INCIDENT 
OPERATIONAL 
COMMAND (BRONZE) 
ACTION CARDS  
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FIRST RESOURCE ON SCENE – ATTENDANT  

1
st 

of 1 card  

FIRST RESOURCE ON SCENE - ATTENDANT 

TASK DESCRIPTION ✓ TIME

1 Park as near to the scene as safety permits, upwind and uphill of  the 

incident and adjacent to Police and Fire Controls if  possible. 

2 Assume the role of  Bronze Commander until relieved by an appropriate 

Ambulance manager.

3 Don appropriate PPE. 

4 Stay focussed on your role. DO NOT ATTEMPT RESCUE OR 

TREATMENT OF CASUALTIES. 

5 Assess the scene and if  determined safe to enter, carry out the 

reconnaissance of  the scene and report the following to Ambulance 

Control Room using METHANE 

M.   Major Incident declared or “Major Incident Standby”.  

E.    Confirm exact location of  the incident 

T.    Type of  Incident with brief  details 

H.    Identify hazards present and potential 

A.    Determine best access & egress routes & RVP  

N.    Estimate number of  casualties e.g. dead/injured 

E.    Emergency Services are on scene and what are required  

Start a log book 

6 Ascertain the requirement for specialist teams e.g. SORT, MERIT, HART, 

BASICS, Air Support and specialist equipment 

7 In liaison with the other Emergency Services, initially identify:  

• Consider RVP criteria –Avoid objects i.e. waste bins, check for suspect 
packages, rotate RVPs –don’t always have them at predetermined 

points  

• Ambulance Parking and Ambulance Control Point (normally situated 

with Police Control and Fire Control)  

• Location for a Casualty Triage, collection and clearing points  

• Ambulance Loading Point

8 On arrival of  additional staff  designate further roles as required. 

9 Prepare a “brief” for the first Ambulance Commander on scene. 

    Page �  of �       38 66



FIRST RESOURCE ON SCENE – DRIVER  

1
st 

of 1 card  

FIRST RESOURCE ON SCENE - DRIVER 

TASK DESCRIPTION ✓ TIME

1 Park as near to the scene as safety permits, upwind and uphill of  the 

incident and adjacent to Police and Fire Controls if  possible. 

2 Leave blue lights on and keys in ignition with engine running. 

3 Don appropriate PPE. 

4 Assume the role of  communications link between and the attendant. 

5 Instigate a log.

6 Remain with your vehicle.  

DO NOT ATTEMPT RESCUE OR TREATMENT OF CASUALTIES. 

7 Maintain radio contact with Ambulance Control Room. 
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BRONZE COMMANDER  

1
st 

of 2 cards  

BRONZE COMMANDER

TASK ✓ TIME

1 Don high-visibility tabard inscribed “Bronze Commander” or 

“Operational Commander” and protective helmet. 

2 Check communications/radio Talkgroup and start a log. Deliver updated 

METHANE report.

3 In liaison with, and under the direction of  the Ambulance Incident 

Commander, manage and coordinate the medical activities of  all 

ambulance and medical personnel at the forward site, or if  directed, at a 

specific area of  the site (Sector).

4 Stay focussed on your role. DO NOT ATTEMPT RESCUE OR 

TREATMENT OF CASUALTIES. 

5 Identify any hazards and assess risk – present/potential and in liaison 

with Ambulance Incident Commander assign a Safety Officer if  not 

already appointed. Using the National Dynamic Decision Making Cycle 

(DDMC), develop an operational plan (within the given tactical 

parameters).

6 Direct ambulance personnel as needed and continually monitor the 

numbers of  staff  and resources at the incident site.

7 Liaise closely with representatives of  the other Emergency Services at 

the forward site as soon as possible.

8 Liaise where required with all functional roles and Forward Medical 

Advisor (FMA) to monitor and manage initial triage sieve and eventual 

treatment of  patients. Appoint further triage officers if  required.

9 Establish the need for other specialists assets e.g. BASICS, SORT, Mass 

Casualty Vehicle, HART, MERIT, Air assets at the incident site.

DESCRIPTION 
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10 In liaison with the Ambulance Incident Commander ensure action has 

been undertaken to organise:  

• Access and egress routes (sterile route)  

• Forward Control Point (and appropriate sector commanders)   

• Casualty Clearing Station  

• Loading Point  

• Parking Point 

11 Continually monitor and manage the performance of  ambulance staff  in 

respect of  signs of  fatigue and traumatic stress. 

12 Regularly liaise with and brief  the Ambulance Incident Commander 

about the situation at scene. Establish regular briefings with other 

agency commanders.

13 Compile a debrief  report of  the incident. 

BRONZE COMMANDER
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PARKING OFFICER  

1
st 

of 2 cards  

PARKING OFFICER

TASK ✓ TIME

1 Don “Parking Officer” tabard and protective helmet. 

2 Check communications/radio talk group and start a log. 

3 Establish an appropriate safe location to park further resources likely to 

arrive at the incident and inform Ambulance Control Room and Bronze 

Commander.

4 Remember that ambulances will leave scene and response cars and 

other specialist units will probably remain at scene. 

5 Liaise with police officers to ensure that the parking location is secure 

and access and egress is maintained, escalate to Bronze commander if  

required.

6 Manage the arrival and safe parking of  incoming vehicles and brief  

ambulance crews on any specific routes to and from the Casualty 

Clearing Station (Sterile Route). 

7 Brief  staff  regarding the key locations and any hazards. 

8 Ensure that all staff  attending are wearing the appropriate PPE. 

9 Maintain records of  attending staff  and call signs including: 

• Qualification level – Paramedic/Technician etc  

• Vehicles – e.g. type and capacity  

• Mobile teams, BASICS, HART, MERITs, SORT, VAS

10 Ensure that blue lights are turned off  and vehicles are left unlocked with 

keys in the ignition.

11 Direct staff  from the parking point to the Sector Commander or Bronze 

Commander for tasking as required

12 Facilitate the transportation of  equipment from the vehicles as required. 

DESCRIPTION 
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13 Compile a debrief  report of  the incident. 

PARKING OFFICER
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MARSHALLING / PARKING POINT LOG

TO BE USED BY THE MARSHALLING/PARKING OFFICER ON ARRIVAL OF VEHICLES 

NAME & ORGANISATION VEHICLE 
CALLSIGN

TIME OF 
ARRIVAL

QUALIFICATION DEPLOYED TO TIME 
DEPLOYED
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SUBSEQUENT AMBULANCE RESCOURCES  

1
st 

of 1 card 

SUBSEQUENT AMBULANCE RESCOURCES 

TASK DESCRIPTION ✓ TIME

1 If  tasked to do so by Ambulance Control Room, change to a designated 

Airwave Talkgroup. 

2 Don appropriate PPE.

3 Switch off  all blue lights; ensure keys are left in the ignition. 

4 Proceed as instructed to the Parking Point Officer for briefing and 

tasking. (if  not established – contact Bronze Commander) 

5 Take a functional role as tasked by the Bronze Commander in the initial 

stages of  the incident and don appropriate tabard. 

6 Perform role that you are assigned 

• Do not deviate from this role unless otherwise directed by the Bronze 

Commander 

7 On leaving the scene:  

• Advise the Ambulance Loading Officer of  departure  

• Tear off  strip from SMART triage card and hand to Ambulance Loading 

Officer 

• Confirm the receiving hospital 

8 Remain on allocated Airwave Talkgroup until instructed by the 

Ambulance Control Room. 
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PATIENT LIAISON OFFICER  

1
st 

of 2 cards 

PATIENT LIAISON OFFICER 

TASK ✓ TIME

1 Book on scene with Ambulance Control Room (use designated channel 

or talk group (if  established).

2 Don the appropriate high visibility jacket - marked “Patient Liaison” and 

safety helmet. Collect hand portable radio and use call sign “Bronze 

Patients”.

3 Collect a Loud Hailer. 

4 Start your own log.

5 Liaise with Ambulance Incident Commander and agree messages to be 

communicated to patients.

6 At a CBRNE incident seek advice from the Tactical Advisor/NILO to 

ensure consistent messaging with staff  working in the dirty area of  the 

incident. 

7 Proceed to the incident site and in consultation with Bronze 

Commander/Forward Medical Advisor begin issuing information to 

patients. 

8 Maintain a high degree of  liaison with representatives from the other 

emergency services to ensure consistent messaging between all 

agencies.

9 Ensure emergency dressing pack is available for patients to use if  

required. 

10 Continue messaging until all patients have left scene. 

DESCRIPTION 
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PATIENT LIAISON OFFICER  
2nd of 2 cards 

COMMON MESSAGE SCRIPTS

Use short and concise messages, speak clearly and slowly  

Always use “this is the ********* Ambulance Service”  

Message Options:  

• Help is on the way  

• If  you are not injured please move towards “Location”  

• Please use dressings provided to cover any minor injuries  

Encourage conscious casualties to:  

• If  bleeding severely, apply direct pressure to the wound  

• Assist any other casualties  

CBRNE / HAZMAT Incidents  

• Remain where you are  

• Face into the wind  

• Remove your contaminated clothing 
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PRIMARY TRIAGE OFFICER  

1
st 

of 2 cards 

PRIMARY TRIAGE OFFICER 

TASK ✓ TIME

1 Don high visibility tabard inscribed “Primary Triage Officer” and 

protective helmet. 

2 Check communications/radio talk group. 

3 In liaison with the Bronze Commander and/or the Forward Medical 

Advisor identify sectors containing patients requiring triage. 

4 Primary Triage Officer is responsible for the coordination of  triage by all 

resources on scene.

5 Obtain all triage packs and use priority selection using triage sieve (best 

practice work in pairs - 1 person to carry out clinical triage 1 person to 

record).

6 Liaise with the Fire and Rescue Service and HART team leader regarding 

triage in the inner cordon.

7 Stay focussed on your role. DO NOT ATTEMPT RESCUE OR 
TREATMENT OF CASUALTIES, with the exception of 
opening an airway (with adjunct) or stemming catastrophic 
haemorrhage. 

8 Place unconscious patients into the recovery position. 

9 Encourage P3 patients to move to an identified holding area. 

10 If  the incident involves multiple children use the paediatric triage tape. 

11 Ensure the Bronze Commander/Sector Commander is notified regularly 

about the number of  casualties remaining, triage categories and those 

that have been removed. 

DESCRIPTION 

  
Best practice is to carry out TRIAGE SIEVE in pairs 
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THE TRIAGE SIEVE  

 

12 Coordinate the triaged removal of  casualties to the Casualty Clearing 

Station(s) as appropriate. Remind all Triage staff  that they only move the 

deceased to access a live patient and if  possible in the presence of  a 

Police Officer. 

13 Re-triage each patient at least every 15 minutes. 

14 As casualty numbers reduce, re-deploy your staff  in liaison with the 

Casualty Clearing Officer. 

15 Compile a debrief  report of  the incident. 

PRIMARY TRIAGE OFFICER 
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CASUALTY CLEARING OFFICER  

1
st 

of 2 cards 

CASUALTY CLEARING OFFICER

TASK ✓ TIME

1 Don high visibility tabard inscribed “Casualty Clearing Officer” and 

protective helmet. 

2 Check communications/radio talk group and start a log.

3 In liaison with the Bronze Commander, establish an appropriate safe 

location for the Casualty Clearing Station and Ambulance Loading Point.

4 Stay focussed on your role. DO NOT ATTEMPT RESCUE OR 
TREATMENT OF CASUALTIES.

5 In liaison with the Parking Officer consider that the Casualty Clearing 

Station is:  

• Close to the ambulance circuit (access, egress)  

• On hard standing  

• Safe from hazards  

• Making use of  existing buildings or shelter 

6 If  not already on scene or mobile to scene consider requesting 

temporary shelter. 

7 Request the appropriate medical assistance within the Casualty Clearing 

Station and ensure that there is an appropriate level of  healthcare 

professionals for the station. 

8 In liaison with the Medical Incident Advisor, brief  and manage the 

medical/ambulance staff  in the Casualty Clearing Station. 

DESCRIPTION 
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9 Ensure that:  

• Adequate protection exists. Liaise with Safety Officer.  

• Separate triage area is marked out.  

• Transportation needs are prioritised.  

• Records (Patient ID) are kept on patient movements (Casualty Clearing 

Log) via the Loading Officer 

10 Request the Primary Triage Officer to report how many patients are 

present and number of  each triage category present. 

11 Appoint a Secondary Triage Officer to coordinate the triage sort and re-

triage each patient every 15 minutes within the Casualty Clearing Station

12 Maintain regular communication with the Bronze Commander, Medical 

Advisor and Secondary Triage Officer.

13 Ensure medical supplies are available. Allocate an Equipment Officer.

14 In liaison with the Secondary Triage Officer provide separate identifiable 

areas or sectors for triage categories and ensure the categories are 

segregated appropriately:  

• Red - Immediate First Priority (P1) 

• Yellow - Urgent Second Priority (P2) 

• Green - Delayed Third Priority (P3) 

• White/Black - Dead 

15 As patients arrive from the forward incident site to the Casualty Clearing 

Station ensure that they have been triage sieved and have a triage label 

attached to them

16 Ensure that patient documentation is initiated and maintained even if  

limited details are obtained. 

17 In liaison with the Loading Officer, Air Support Officer and Medical 

Advisor agree effective patient transportation to hospital.

18 Ensure an effective handover of  patients to Loading Officer for allocation 

of  transportation to hospital. 

19 Ensure appropriate skill levels are available as required for each casualty 

en-route to hospital. 

20 Compile a debrief  report of  the incident. 

CASUALTY CLEARING OFFICER
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CASUALTY CLEARING LOG

TO BE USED BY THE CASUALTY CLEARING OFFICER TO TRACK PATIENTS 

CASUALTY NAME OR NUMBER

ADULT CHILD CONTAM TRIAGE 
CAT 
123D

TIME 
IN 

CCS

TIME 
OUT 
CCS

VEH 
CALL
SIGN

DESTIN
ATION 
HOSPM F M F Y N
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SECONDARY TRIAGE OFFICER  

1
st 

of 1 cards 

SECONDARY TRIAGE OFFICER 

TASK ✓ TIME

1 Don high-visibility tabard inscribed “Secondary Triage Officer” and 

protective helmet.

2 Check communications/radio talk group.

3 In liaison with the Bronze Commander and/or the Medical Advisor 

undertake the identification of  group(s) of  patients requiring triage at 

the casualty clearing station. 

4 Stay focussed on your role. DO NOT ATTEMPT RESCUE OR 
TREATMENT OF CASUALTIES, with the exception of 
opening an airway (with adjunct) or stemming catastrophic 
haemorrhage. 

5 Ensure every patient has a triage card attached and is re- triaged using 

triage sort. 

6 If  the incident involves multiple children use the paediatric triage tape. 

7 Treatment of  patients will be performed by medical and ambulance staff  

– your role is to continually manage the effective triage sort of  the 

casualties.

8 In the event of  a large number of  casualties, segregate into triage areas 

(Priority 1, 2, 3) if  practicable 

9 Liaise with the Medical Advisor to ensure that patients that are delayed 

on scene are triaged regularly to include injury pattern.  
Ensure that all patients are re-triaged at least every 15 minutes. 

10 Keep a tally of  the number of  each priority and report this to the 

Casualty Clearing Officer. 

11 As casualty numbers reduce, re-deploy your staff  in liaison with the 

Casualty Clearing Officer. 

DESCRIPTION 
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SAFETY OFFICER  

1
st 

of 1 cards 

SAFETY OFFICER 

TASK ✓ TIME

1 Don high-visibility tabard inscribed “Safety Officer” and protective 

helmet. 

2 Check communications/radio talk group and start a log.

3 The Safety Officer is responsible for ensuring that the environment and 

working practices of  the ambulance staff, NHS and any support staff  are 

not placed at undue risk. (Eliminate, Reduce, Isolate, Control, PPE, 

Discipline). 

4 Liaise with Safety Officers from the other agencies, particularly the Fire 

and Rescue Service. 

5 Identify specific hazards and/or dangers and advise the Bronze 

Commander as to the protective measures required. 

6 Ensure all personnel are wearing appropriate PPE for the incident. 

7 In consultation with the Parking Officer, assist with the briefing of  staff  

prior to deployment to the incident site. 

8 Manage and record the access and egress of  all medical personnel to 

the inner cordon by using the Safety and Inner Cordon Log.

9 Monitor staff  for signs of  fatigue and/or stress and ensure all staff  

receive adequate rest and refreshments. Inform the Bronze Commander 

or Sector Commander to take the appropriate actions.

10 Advise the Bronze Commander and Sector Commanders of  the need to 

evacuate the site or sector if  required and the agreed signal

11 Seek appropriate advice from the Tactical Advisor/NILO on correct 

procedures and treatment in cases of  contamination of  casualties, 

ambulance/medical personnel, vehicles and equipment. 

12 Compile a debrief  report of  the incident. 

DESCRIPTION 
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LOADING OFFICER  

1
st 

of 1 cards

LOADING OFFICER

TASK ✓ TIME

1 Don high-visibility tabard inscribed “Loading Officer” and protective 

helmet. 

2 Check communications/radio talk group.

3 The Loading Officer is responsible for the management of  vehicles and 

the controlled onward transportation of  patients from the Casualty 

Clearing Station to definitive care. 

4 Establish a Loading Point with consideration to access, egress, hard 

standing and turning circle – seek Police assistance if  required

5 In liaison with Ambulance Control Room and Parking Officer ensure an 

adequate supply of  ambulances to the Loading Point.

6 In liaison with Casualty Clearing Officer organise the packaging, loading 

and dispatch of  casualties in priority order.

7 In liaison with the Casualty Clearing Officer and Medical Advisor (consult 

Trauma Network Coordinator), identify suitable patients for evacuation 

by air assets. 

8 Ensure that all patients have been triaged and labelled prior to leaving 

scene. 

9 Ensure a record of  patients leaving the Casualty Clearing Station is 

maintained using the Loading Point Log and triage tags.

10 Arrange for the collection of  ambulance/medical equipment used on site 

and ensure the return of  such equipment to its source.

11 Compile a debrief  report of  the incident. 

DESCRIPTION 
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LOADING POINT LOG

TO BE USED BY THE CASUALTY CLEARING OFFICER TO TRACK PATIENTS 

VEHICLE CALLSIGN

ADULT CHILD CONTAM TRIAGE 
CAT 

123D

TIME 
OUT 
CCS

TIME 
VEH 

DEPART
CAS 

NAME

DESTIN
ATION 
HOSPM F M F Y N
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SECTOR COMMANDER 

1
st 

of 1 cards 

SECTOR COMMANDER

TASK ✓ TIME

1 Don high-visibility tabard inscribed “Sector Commander” and protective 

helmet. 

2 Check communications/radio talk group and start a log.

3 In liaison with and under the direction of  the Bronze Commander, 

directly manage and coordinate the medical activities of  all ambulance 

and medical personnel at the designated sector. 

4 Stay focussed on your role. DO NOT ATTEMPT RESCUE OR 
TREATMENT OF CASUALTIES.

5 Identify any hazards and risks present, and inform the Ambulance Safety 

Officer. 

6 Direct ambulance personnel as needed and continually monitor the 

numbers of  staff  and resources at the sector. 

7 Maintain liaison with other agencies sector commanders. 

8 Liaise where required with Primary Triage Officer and Forward Medical 

Advisor to monitor and manage initial triage sieve and eventual 

treatment of  patients. Appoint further triage officers if  required.

9 Consider the need for specialists assets to be assigned to a specific 

sector and communicate to Bronze Commander. 

10 Compile a debrief  report of  the incident. 

DESCRIPTION 
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ANNEX B 

MAJOR INCIDENT 
INITIAL ACTION 
CARDS 
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INCIDENT INITIATION FORM  

Time of call:     Date:  
Name of Caller:     Organisation:   Tel No:  

Signature (once completed) :  

Major Incident Declared or Stand-by 
(Inc Date & Time of  
Declaration) 

Exact location Exact location / 
geographical area of  
incident 

Type of Incident Flooding / Fire / Utility 
failure / HazMat / 
Disease outbreak etc 

Hazards Present and potential 

Access Effective routes for 
access and egress / 
Inaccessible routes/ 
RVPs 

Number of 

Casualties 

Numbers and Types (P1, 
P2, P3 and dead)  

Emergency 

Services

Required / On-scene 

Start a log Intentions / Actions 

Support / Mutual Aid 
required 
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BRIEFING TOOL 

Signature (once completed) :  

INITIAL ITEM ACTION

I

Information – where/
what/how many? 

I

Intent – why are we here?  

M

Method – how are we 
going to do it? 

A

Administration – decision 
logs/welfare/food/
individual tasking/timing 

R

Risk Assessment – 
specific threat areas/
PPE/filter changes 

C

Communications – 
confirm radio call signs, 
indicate other means of  
communications if  
required, ensure staff  
understand interagency 
communications 

H

Hazards
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STRUCTURED APPROACH TO MAJOR INCIDENT MANAGEMENT  

C - COMMAND:  

• Ambulance Incident Commander (Silver) will appoint a Bronze Commander, Primary Triage Officer, 
Ambulance Parking and Loading Officer as quickly as possible  

• Issue Action Cards, Ensure tabards are worn and roles are understood.  

S - SAFETY   

• Ensure the safety of yourself – don personal protective equipment  

• Ensure the safety of the scene – use cordons/barrier tape  

• The survivors - remove to place of safety  

• Remember STEP 1 2 3  

C - COMMUNICATIONS  

• Instigate early communications including METHANE Report and make use of Airwave Incident 
Ground and Interoperable Talkgroups  

• Remember to Start a Log  

A - ASSESSMENT  

• Carry out an assessment of the incident – requesting resources through a METHANE report to ACR 
duty manager as soon as possible  

T - TRIAGE 

• Instigate primary triage (sieve) BEST PRACTICE WORK IN PAIRS using triage cards as soon as 
possible Note the numbers of casualties within each priority group  

• Consider encouraging self help to control major haemorrhage and basic airway management (NP or 
OP airways)  

• Establish a Casualty Clearing Station (with Medical Incident Advisor)  

T - TREATMENT  

• Commence extended treatment / stabilisation of patients as soon as the triage sieve is complete  

T - TRANSPORTATION  

• Consider the capability, availability and suitability of types of transport as well as the capacity and 
capability of receiving units  



ANNEX C 

MAJOR INCIDENT 
COMMON 
RECOGNISED 
INFORMATION 
PICTURE (CRIP) CARD 

    Page �  of �       62 66



ANNEX C 
COMMON RECOGNISED INFORMATION PICTURE (CRIP)  
Incident 

Location

CRIP Number CAD NUMBER

DATE TIME

COMPLETED BY ROLE

LOCAL NHS TRUST COMMAND TIER

TRUST:

GOLD COMMANDER

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

ON CALL DIRECTOR

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

STRATEGIC ADVISOR

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

STRATEGIC CO-ORDINATING GROUP LIAISON OFFICER ________________________

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

STRATEGIC CO-ORDINATING GROUP LIAISON OFFICER ________________________

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT
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STRATEGIC CO-ORDINATING GROUP LIAISON OFFICER ________________________

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

STRATEGIC CO-ORDINATING GROUP LIAISON OFFICER ________________________

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

TACTICAL / SILVER COMMANDER 

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

TACTICAL ADVISOR

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

NATIONAL INTER-AGENCY LIAISON OFFICER (NILO)

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

MEDICAL INCIDENT ADVISOR

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT

OPERATIONAL / BRONZE COMMANDER 

NAME LANDLINE

MOBILE EMAIL

ISSI SECURE CONTACT
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MAJOR INCIDENT DETAILS

STANDBY TIME DECLARED TIME

TYPE OF INCIDENT

INCIDENT DETAILS

CLINICAL ISSUES 
(Types of injuries 
etc) 

PATIENT DETAILS 

P1 P2

P3 DEAD

EXPECTANT CATEGORY

CONSIDERED BY TIME & DATE

ACTIVATED CANCELLED

WEATHER

CURRENT WEATHER

WIND DIRECTION

4 HOUR FORECAST

RESPONSE LOCATION DETAILS

RVP LOCATION 

STRATEGIC 
HOLDING AREA 
LOCATION
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CASUALTY 
CLEARING STATION

EMERGENCY 
TREATMENT 
CENTRES

SURVIVOR 
RECEPTION 
CENTRE

RESPONSE DETAILS

RVP LOCATION 

STRATEGIC 
HOLDING AREA 
LOCATION

CLINICAL ISSUES 
(Types of injuries 
etc) 
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