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Triage 

• “To Sort” 

• Look at medical needs and 

urgency of each individual patient 

• Triage in Daily Emergencies 

– Do the best for each individual 

• Disaster Triage 

– Do the greatest good for the greatest 

number 

– Make an impossible task manageable 



 The triage is a very important but difficult, 
long and dynamic process. 

this is a sorting activity, developed originally 
to classify the victims of war and disaster, 
according to the urgency of their medical 
needs and their likelihood of survival, if 
treated. 

the word triage comes from French word for 
"sort out". 

 various systems of triage have been 
developed, some of which have been in use 
for several decades. 

 



 Triage should be understood as a complex 
process which includes: 

 A  sorting, classification/categorization, selection 

 B initiating life-saving measures 

 C re-evaluation 

 D adaptive process (medical care/criteria) according to 
the evolution of: 

 needs 

 condition of the victim 

 treatment capacity at field level, during evacuation 
and at hospital   

 



  

The triage is based on the clinical 

impression of the existing and expected 

condition of the injured person. 

 



Considerations During an MCI Response 

• Supply vs. Demand 

• Resource Allocation 

• Coordination 

• Medical Management 

• Ethics 

 



  The Problem 

Casualties Resources 



 

The triage process aims to: 
•  Ensure care to casualties according to: 

1. severity of injury 

2. need for treatment 

3. possibility of good quality survival 

4. availability of medical care 

•  Determine priority for evacuation. 

•  Organize the dispatching and evacuation 
of patients to hospital. 

•  Decide priority for surgical and other specific 
treatment. 

 



Casualties Resources 

  The Objective 



 

There are two major types of triage: 

Primary (first), pre-hospital triage; 

rescuer’s triage; On scene prior to 

movement or at hospital.  

Secondary (second), incident dependent, 

probably prior to or during transport or 

upon arrival to hospital;  medical triage 

made by specially trained physicians at an 

Advanced  Medical Post (CCP) or at the 

receiving Hospital. 







Why Triage and Tag? 

•Sorting of patients to provide for the 
survival of the most patients 

•Assignment of resources in the most 
efficient method 

•Most severe survivable injuries receive 
rapid treatment 

•Accountability of patients 
•Family reunification 





Triage Categories 

• RED - Immediate/emergent 
 

• YELLOW -  Urgent   
 

• GREEN - Nonurgent  
 

• BLACK- Dead/little to no hope of 

survival   
RED YELLOW GREEN 

BLACK 





Adult 
 

 Respirations > 30 BPM 
(breaths/min, RR (respiratory 

rate) 
CR (capillary refill time) > 2 

seconds or 
  no palpable radial pulse 

Cannot follow simple 
   commands 

 
Pneumothorax 

Hemorrhagic Shock 
Closed Head Injury  

 
 

Pediatric 
 

 Respirations < 15 or > 45 
 CR > 2 seconds or no palpable 

radial or brachial pulse 
Inappropriate “Pain”  
   (e.g., posturing) or 

“Unresponsive” 

 Triage Category (Immediate) 



RED - Immediate 

• Severely injured but treatable injuries 
and able to be saved with relatively 
quick treatment and transport 

• Examples 

– Severe bleeding 

– Shock 

– Open chest or abdominal                                  
wounds 



Capillary nail refill test 

 
The capillary nail refill test is a quick test done on the nail beds. It 

is used to monitor dehydration and the amount of blood flow to 

tissue.  

Pressure is applied to the nail bed until it turns white. This 

indicates that the blood has been forced from the tissue. Once the 

tissue has blanched, pressure is removed. Return of blood is 

indicated by the nail turning back to a pink color. This test 

measures how well the vascular system works in hands and feet. 

If there is good blood flow to the nail bed, a pink color should 

return in less than 2 seconds after pressure is removed. Blanch 

times that are greater than 2 seconds may indicate: 

Dehydration, SHOCK, Peripheral vascular disease 

(PVD), Hypothermia 



Triage Category 

(Delayed) 
Adult: respirations, capillary refill, and mentation are 

normal   
 

• Isolated burns 
 

• Extremity fractures 
 

• Stable other trauma 
 

• Most patients with 

medical complaints 
 

 



Yellow - Delayed 

Injured and unable to walk on 

their own. Potentially serious 

injuries but stable enough to 

wait a short while for medical 

treatment 

• Examples 

– Burns with no respiratory 
distress 

– Spinal injuries 

– Moderate blood loss 

– Conscious with head 
injuries 

 

 

 

 
 



Triage Category (Minor) 

• “Walking 

wounded” 

• Psychological 

casualties 

• Always look for 

children being 

carried and 

assess them 

 

 



Green – Non-Urgent 

• Minor injuries that can wait for a longer 

period of time for treatment. 

• May or may not be able to ambulate 

• Examples 

– Minor fractures 

– Minor bleeding 

– Minor lacerations 

 

 



Triage Category (Expectant) 

•  This category is not currently in use and must 

not be utilized until approved by MIEMSS 

 

•  It is included on the paper tags in anticipation 

of national recognition and acceptance in the 

future 

 

 is for the patient that is not likely to 

survive even with emergent interventions  
 



• Obvious mortality or death  

(pulseless and apneic) 

• Decapitation 

• Blunt trauma arrest 

• Injuries incompatible with life  

(future ) 

• Brain matter visible  

(future ) 

BLACK Triage Category (Deceased) 



Blunt trauma arrest (Agonal) 

• Severely injured patients (Class IV Shock) who 

are  non- responders to fluid resuscitation.  

Markers 

• Heart rate less than 60  

• Systolic blood pressure less than 80  

• Any ventricular fibrillation, ventricular 

tachycardia , or pulseless 

• Loss of signs of life – absent respirations, absent 

pupil response, GCS 3 - 4 



Black - Deceased 

• Dead or obviously dying.  May have signs of 

life but injuries are incompatible with survival.  

• Handle based on local protocols 

• Examples 

– Cardiac arrest 

– Respiratory arrest with a pulse 

– Massive head injury 

• Can be psychologically difficult to tag a child as 

black 

 





Triage Coding 

 

 

Immediate    1      
     

Urgent          2  
  

Delayed        3               
  

Dead             0
   

  

RED 

Yellow 

Green 

Black 

Color Priority  treatment 



Simple Triage And Rapid Treatment 

Triage: A rapid approach to prioritizing  
     a large number of patients 

JumpSTART 

 

Incident Site 
 

 

Triage Unit 

Leader 
 

Casualty 

Collection 

Point 



Triage 

• Triage should be 

performed RAPIDLY 

 

• Utilize START/ 

JumpSTART Triage to 

determine priority  

 

• 30–60 seconds per patient  

 

• Affix tag on left upper arm 

or leg 
 











START/JumpSTART 

Categorize the patients by assessing 

each patient’s RPMs… 

Respirations 

 

Pulse/perfusion 

 

Mental Status 





Mnemonic 

R 

P 

M 

30 

2 

Can do 





START – JumpSTART Triage 

•Clear the “walking wounded” with verbal 

instruction: 

If you can hear me and you can move, walk to… 

•Direct patients to the casualty collection point 

(CCP)    or treatment area for detailed 

assessment and medical care  

•Assign a Green Minor Manager to the area to 

control patients and manage area 

•Tag will be issued at the CCP 

•These patients may be classified as MINOR 



START/JumpSTART 

Now use 

START/JumpSTART to 

assess and categorize 

the remaining patients… 
 

USE COLORED 

RIBBONS ONLY  

 
 

 







START First Step 

Can the Patient Walk? 

YES NO 

Green  

(Minor) 

Evaluate 
Ventilation 

(Step-2) 



START/JumpSTART—RPM 

RESPIRATIONS 
Is the patient breathing? 

Yes 
 

   Adult – respirations > 30 = Red/Immediate  
 

   Pediatric – respirations < 15 or > 45 = Red/Immediate  
 

   Adult – respirations < 30 = check perfusion  
 

   Pediatric – respirations > 15 and < 45 = check perfusion   



No 
Reposition the airway… 
 

Respirations begin =  IMMEDIATE/RED 
 

If patient is APNEIC  
 

 Adult – deceased = BLACK 
 

 Pediatric: Pulse Present – give 5 
rescue breaths 
 respirations begin = 

IMMEDIATE/RED 
 absent respirations – 

deceased = BLACK 

START/JumpSTART—RPM 

RESPIRATIONS 
Is the patient breathing? 

http://www.google.com/url?sa=i&source=images&cd=&cad=rja&docid=MmJ9rUYkCWQBjM&tbnid=cSTiBGQeB3vxRM:&ved=0CAgQjRwwAA&url=http://chemm.nlm.nih.gov/startadult.htm&ei=Kgi6Uf7VGejV0QGpioHYDA&psig=AFQjCNHsE9Dd4uHQ9k1pCT_kIWVcyi5XVw&ust=1371232682451308




START Step-2 

Ventilation Present? 

YES NO 

> 30/Min < 30/min 

Evaluate Circulation 

(Step-3) 

Open Airway 

Ventilation Present? 

NO YES 

Black 
Red/ Immediate 

Red/ Immediate 



PULSE/PERFUSION 
 

Is the RADIAL pulse present? 

 

Is capillary refill (CR) LESS than < 2 
seconds? 

Yes 
Check mental status 

  
No 

Adult: Pulse absent or 
CR  > 2 seconds patient 

= IMMEDIATE/RED 
Pediatric: No palpable 

pulse patient = 
IMMEDIATE/RED 

 

START/JumpSTART—RPM 





START Step-3 

Circulation 

Absent Radial Pulse 

Control Hemorrhage 

Present Radial Pulse 

Evaluate Level of 

Consciousness 
Red/Immediate 



START Step-4 

Can’t Follow Simple  

Commands 

Level of Consciousness 

Can Follow Simple  

Commands 

Yellow/ Delayed Red/ Immediate 



MENTAL STATUS… 
 

Can the patient follow simple 

commands? 
Yes 

 

Adult = 
 

Pediatric: alert, verbal, or pain response is 
appropriate 

= 

No 
 

Adult = IMMEDIATE / RED 
 

Pediatric – “P” pain causes inappropriate 
posturing or “U” unresponsive to noxious  

stimuli = IMMEDIATE/ RED 

START/JumpSTART—RPM 



If the patient is IMMEDIATE/RED upon initial 

assessment…then, before moving the patient to 

the treatment area, attempt  only life-saving 

interventions: 
 

Airway, Needle Decompression, Tourniquet, 

Antidote 

 

DO NOT ATTEMPT ANY OTHER  

TREATMENT AT THIS TIME 

 

START/JumpSTART 



JumpStart 
• In children, 

circulatory failure 
usually follows 
respiratory failure. 

 

• Apnea may occur 
relatively rapidly, 
rather than after a 
prolonged period of 
hypoxia. 

 

• There may be a 
brief period when 
the child is apneic 
but not yet 
pulseless since the 
heart has not yet 
experienced 
prolonged hypoxia. 
It is felt that 
providing a brief 
trial of ventilations 
may help 
“jumpstart” their 
respirations. 

 



JumpSTART: Age 

The ages of “tweens and teens” can                         

be hard to determine so the current 

recommendation is: 

. 

 

 

If a victim appears to be a child,  

use JumpSTART. 
 

If a victim appears to be a young  

adult, use START 



CAN YOU  

WALK ? 

Breathing ? 

Respiratory 
Rate ? 

5 Rescue Breaths 

IMMEDIATE 

IMMEDIATE 

IMMEDIATE 

Expected / 

Deceased 

DELAYED 

MINOR SECONDARY TRIAGE ** 
** Using the JS algorithm 

evaluate all children first  

who did not walk under  

their own power. 

Evaluate infants first in  

secondary triage using  

entire JS algorithm ! 

BREATHING 
Position Upper Airway 

APNEIC 

NO 

YES 

HAS A  
PULSE 

NO PULSE 

APNEIC 

ADULT 

NO 

YES 

YES 

BREATHING 

< 30  ADULT 

15  - 45  PEDI 

> 30  ADULT 

  45 > OR < 15  PEDI 

ADULT  

CR >2 Sec or NO PALPABLE PULSE  

PEDI - NO PALPABLE PULSE  
IMMEDIATE 

“P” INAPPROPRIATE POSTURING OR “U” 

( PEDIATRIC ) 
IMMEDIATE 

Perfusion ? 

DOESN’T OBEY COMMANDS 

ADULT 

Mental  
Status ? 

PEDIATRIC 

OBEY COMMANDS  - ADULT 

“A” ,  “V” ,  OR “P”  ( APPROPRIATE )  - PEDIATRIC 

PEDI Neurological Assessment 

A Alert 

V Responds to 
Verbal Stimuli 

P 
Responds to 

Painful Stimuli 

Unresponsive 
To Noxious 

Stimuli 

U 

Combined START/JumpSTART Triage  





AVPU 

• Alert/awake – not necessarily oriented 

• Verbal – responds to verbal stimuli before tactile/touch  
stimuli 
– You shout for the patients to open their eyes and their 

eyelids flicker or they open their eyes 

– In non-verbal children, evaluate the cry 

• Painful – responds to tactile stimuli; does not have to 
be painful stimuli but can be to touch 
– A flicker of the eyelids is a positive response 

• Unresponsive – there is absolutely no response large 
or small 



Primary Triage 

The first attempt at balancing resources and   

casualties/injured 



Primary Triage 

Determining whether there is an  

airway and breathing 



Primary Triage 

If breathing, at what rate & is it good enough? 



Primary Triage 

They have an airway, are breathing.  

Are they circulating blood sufficiently?  



Circulatory Check 

   If you are unable to obtain a capillary refill, 

check the radial pulse. If absent then control 

any bleeding and prioritize the patient 

PRIORITY 1 



Primary Triage 

A 

B 

C 

  D 

Mental 

Status 



PRIORITY 3 

• Not injured or “Walking wounded” 

• Have motor, respiratory, mental function 

DELAYED  



Example 

Patient walks over to you and 

has an obvious broken arm 

 

Respirations are 22 

 

Pulse is 124 (Radial) 

 

He is awake, alert, and crying 

 

 



PRIORITY 1 

Immediate  

• Opening airway, starts to breathe 

• Breathing is greater than 30 or less than 10 

• Delayed capillary refill time (> 2 seconds)  

• Absent radial pulses 

• Bleeding that needs to be controlled  

• Does not follow instructions 

 



Example 

Patient has an open head 
Wound, bleeding controlled 
  
 
Respirations are 16 
 
Pulse is 88 (Radial) 
 
 He is unconscious 

 



PRIORITY 2 

Urgent  

• Did not move out, when asked 

• Airway OK 

• Breathing within 11 and 29 

• Capillary refill less than 2 seconds or radial pulses present             

• Can follow instructions to move unaffected limb 

 

 



Example 

Patient states he can’t 

move or feel his legs 

 

Respirations are 26 

 

Pulse is 110 (Radial) 

 

He is awake and oriented 

 

 



EXPECTANT/DEAD 

• Still require resources 

 

• Focus of care is comfort 

 

• Psychologically most challenging for healthcare 

providers 

 



Examples 

Patient gurgles but can’t 
maintain an open airway 
 and Is not breathing  
  
Weak Carotid Pulse 
 
She is unresponsive 

 
 



• Patient 
information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

 

 

 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 
 

 

 

 

Triage Tag Sections 

* Triage tags should be used in all MCI scenarios, even when 
handheld device is employed 



Revised Paper Triage Tag 

FRONT 

BACK 



• PATIENT 
INFORMATION 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 



• Patient information 

• TRIAGE STATUS 
• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 

The paper triage 
tag includes a 
GREY category for 
future use based 
on anticipated 
national 
acceptance.  
 
IT WILL  NOT BE 
USED IN THE 
TRIAGE OF 
PATIENTS UNTIL 
APPROVED BY 
MIEMSS. 



• Patient information 

• Triage status 

• CHIEF COMPLAINT 
• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 



• Patient information 

• Triage status 

• Chief complaint 

• TRANSPORTING UNIT 
• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 



• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• PEEL-OFF BAR CODES 
• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 



• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• TRANSPORT RECORD 
• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• Wrist band 

• Detachable as a 

tear-off and as a 

peel-off sticky label 

 

• Used to document 

patient movement 

 

• Must be affixed to 

Transport Tactical 

Worksheet with the 

unit, priority, and 

destination marked 

and initialed. 

 

Commonly called 

the “Ticket” 



• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• VITAL SIGNS 
• Medical history 

• Treatment 

• Family contact 

• Wrist band 



• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• MEDICAL HISTORY 
• Treatment 

• Family contact 

• Wrist band 



• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• TREATMENT 
• Family contact 

• Wrist band 



• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• FAMILY CONTACT 
• Wrist band 



            
 

 

 

 

 

 

     

Removable 

wrist band has 

been added 

 with an area 

for DOB and 

name

• Patient information 

• Triage status 

• Chief complaint 

• Transporting unit 

• Peel-off bar codes 

• Transport record 

• Vital signs 

• Medical history 

• Treatment 

• Family contact 

• WRIST BAND 



Secondary Triage 

• Generally used when there is an extended duration 

event 

• After initial color coding triage 

• Healthcare professionals who respond to the scene or 

PH/Hospital response teams may be utilized to further 

determine who gets transported from scene first 



Secondary Triage 

























Incident Command System 

Emergency Dept. 

Treatment Triage Transport 

Immediate Delayed Minimal Expectant 



Triage Protocol (START)  



































Contaminated Patients 

• Patients with exposure (potential or real) 

to contaminants should be tagged as 

BLUE 

• This category will continue to stay until 

patient is adequately decontaminated 

then follow START as usual 

• Some recommend a “double tagging” 

with blue and the standard START color 


