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Transition to SALT Triage



START vs SMART

• START is a method of triage

• SMART is a series of proprietary products
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https://kingfishermedical.com/product/smart-

triage-pack/
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Bleeding Control (TCCC)
• How long does it take to bleed to death from a complete femoral artery and vein 

disruption?

• Answer:

• Casualties with such an injury can bleed to death in as little as 3 minutes

• 10% of animals in lab studies died within 3 minutes without hemorrhage control 
measures. 
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Now do this in 
addition to that but 
don’t forget that 
respirations are now 
15-45 and not 30.



MUCC and SALT Workgroups

• In 2006, National Association of EMS Physicians (NAEMSP), with funding from CDC, 
convened workgroup (eventually called SALT workgroup) of experts from national 
organizations, to examine science supporting existing mass casualty triage systems 
and make recommendation for adoption of single system as national standard.

• Workgroup concluded that no existing triage system had enough evidence for 
universal adoption and many had shortcomings.

• Workgroup instead developed SALT (Sort-Assess-Lifesaving Interventions-
Triage/Treatment) Triage system- based on expert opinion and limited research 
available and incorporated the widely accepted best practices of existing triage 
systems.
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• No national guideline for mass casualty triage existed in US. 

• Lack of national guideline has resulted in variability in triage processes, tags, and 
nomenclature which has the potential to inject confusion and miscommunication 
into the disaster incident, particularly when multiple jurisdictions are involved. 
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Development of Model Uniform Core 
Criteria (MUCC)

•Endorsed by:  American Academy of Pediatrics; American College of Emergency Physicians; American 
College of Surgeons–Committee on Trauma; American Trauma Society; Children's National Medical 
Center, Child Health Advocacy Institute, Emergency Medical Services for Children National Resource 
Center; International Association of Emergency Medical Services Chiefs; National Association of County 
and City Health Officials; National Association of Emergency Medical Technicians; National Association of 
EMS Physicians; National Association of State EMS Officials; National Disaster Life Support Education 
ConsortiumTM; National EMS Management Association; Society for the Advancement of Violence and 
Injury Research Concurrence by Health Resources and Services Administration/Maternal and Child Health 
Bureau Emergency Medical Services for Children Program; American Trauma Center Association 
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SALT Triage Endorsements

• American College of Emergency Physicians

• American College of Surgeons Committee on Trauma

• American Trauma Society

• National Association of EMS Physicians

• National Disaster Life Support Education Consortium

• State and Territorial Injury Prevention Directors Association

• Mayo Clinic

• Dayton MMRS
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SALT Triage Endorsements

• Mayo Clinic Statement (5/8/2021):

• “SALT as straightforward and easy to grasp.”

• "Alternatively, START had gaps," says Juntunen, "even categorizing a victim 
with a penetrating or life-threatening injury as minimally injured. In theory, 
you could have someone with their arm chopped off, but as long as they could 
respond to you and walk across a parking lot, they would be categorized as 
green," he says. "You could also have a gunshot wound to the chest and be 
green."
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https://www.mayoclinic.org/medical-

professionals/trauma/news/mass-casualty-triage-

guidelines-revised/mac-20512735
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Global Sorting: Action 1

• Action:
• “Everyone who can hear me please WALK to [designated area] and we will 

help you”

• Use loud speaker if available

• Goal:
• Group ambulatory patients using voice commands

• Result:
• Those who follow this command - last priority for individual assessment
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Global Sorting: Action 2

• Action:
• “If you need help, WAVE your arm or move your leg and we will be there to 

help you in a few minutes”

• Goal:
• Identify non-ambulatory patients who can follow commands or make 

purposeful movements

• Result:
• Those who follow this command - second priority for individual assessment



Global Sorting Result

◼Casualties now prioritized for individual assessment
❑Priority 1:  Still, and those with obvious life threat

❑Priority 2:  Waving/purposeful movements

❑Priority 3:  Walking
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Step 2: Assessment-Life Saving 
Interventions (LSI)

• Control major hemorrhage with tourniquets

• Open the airway through positioning or basic airway adjuncts (no advanced 
airway devices should be used)

• If the patient is a child, consider giving 2 rescue breaths

• Chest decompression

• Autoinjector antidotes
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Step 2: Assessment
♦ If the answers are NO and the patient IS likely to survive given current 

resources, tag them as IMMEDIATE (red)

♦ If the answers are NO and the patient is NOT likely to survive given current 
resources, tag them as EXPECTANT (gray)

♦ If the answers are YES, but injuries are not minor and require care, tag 
patient as DELAYED (yellow)

♦ If the answers to all of those questions is YES and the injuries are minor, tag 
patient as MINIMAL (green)
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Dead

◼Patient is not breathing after opening airway
❑In Children, consider giving two rescue breaths 

❑If still not breathing must tag as dead

◼Tag dead patients to prevent re-triage

◼Do not move
❑Except to obtain access to live patients

❑Avoid destruction of evidence

◼If breathing conduct the next assessment
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Immediate

◼Serious injuries

◼Immediately life threatening 
problems

◼High potential for survival

◼Examples
❑Tension pneumothorax

❑Exposure to nerve agent

◼Severe shortness of breath 
or seizures
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Immediate

◼No to any of the following
❑Has a peripheral pulse?

❑Not in respiratory distress?

❑Hemorrhage is controlled?

❑Follows commands or makes purposeful movements?

◼Likely to survive given available resources



Step 2: Assessment
♦A mnemonic for the four Assessment Questions is CRAP:

♦C – Follows Commands

♦R – No Respiratory Distress

♦A – No (uncontrolled) Arterial bleeding

♦P – Peripheral Pulse Present
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Expectant
◼No to any of the following

❑Has a peripheral pulse?

❑Not in respiratory distress?

❑Hemorrhage is controlled?

❑Follows commands or makes purposeful movements?

◼Unlikely to survive given available resources
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Expectant

◼DOES NOT MEAN DEAD!

◼Important for preservation of resources
❑Should receive comfort care or resuscitation when resources are available

◼Serious injuries
❑Very poor survivability even with maximal care in hospital or pre-hospital 

setting

◼Examples
❑90% body surface area burn

❑Multiple trauma with exposed brain matter
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Delayed

◼Serious injuries 
❑Require care but management can be 

delayed without increasing morbidity 
or mortality

◼Examples  
❑Long bone fractures 

❑40% BSA exposure to Mustard gas

Photo Source: Phillip L. Coule, MD (from SALT 

Triage https://www.ndlsf.org/salt)
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Delayed

◼Yes to all of the following
❑Has a peripheral pulse?

❑Not in respiratory distress?

❑Hemorrhage is controlled?

❑Follows commands or makes purposeful movements?

◼Injuries are not Minor and require care
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Minimal

◼Yes to all of the following
❑Has a peripheral pulse?

❑Not in respiratory distress?

❑Hemorrhage is controlled?

❑Follows commands or makes purposeful movements?

◼Injuries are Minor
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Minimal

◼Injuries require minor care or no 
care 

◼Examples
❑Abrasions

❑Minor lacerations

❑Nerve agent exposure with mild 
runny nose



Transport

♦Transport priority is determined in the Treatment Area or by the 
Transport Group

♦Do not overload any hospital, regardless of transport distance to 
other hospitals.

♦ In an MCI, many trauma patients will need to be transported to non-Trauma 
Centers. 

♦ All hospitals will accept and stabilize trauma patients during MCIs.



Current Events and Literature

• What does the current literature say 
about Mass Casualty Response?

• Is triage category the most important 
outcome measure?

• Can we go beyond a PowerPoint lecture 
as training module for this?
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https://news.wosu.org/news/2022-11-30/ohio-state-doctors-using-
virtual-reality-to-provide-disaster-response-training-to-first-responders
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I’ll come back to this!
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• Hemorrhage is the leading preventable cause of death in trauma.

• The primary principle of the Hartford Consensus was that nobody 
should die from uncontrolled bleeding.

• Prehospital medical management at mass shootings is addressed in 
military settings by Tactical Casualty Combat Care (TCCC) guidelines 
prioritizing the control of catastrophic hemorrhage.
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Is the best method to “Scoop and Run”?
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“It is clear from this attack and other disasters that local hospitals will rapidly be swamped by 

anyone that can get there on their own. Communications will be unreliable and expected transport 

routes and methods may be unavailable. Without guidance, EMS crews will bring the injured to 

the closest hospital, further stressing existing resources. The triage of  patients in urban and rural 

disasters is different and needs to be re-examined.”



Should we triage based on anatomical location?

• Shuman M, Wright RK. Evaluation of clinician accuracy in describing gunshot 
wound injuries. J Forensic Sci. 1999 Mar;44(2):339-42. PubMed PMID: 
10097358.

• When greater than 2 wounds were present (14), the clinicians were wrong 93% 
of the time. 

• This study demonstrates that clinicians responsible for treating gunshot-
wounded persons do not adequately document or interpret these wounds.
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Final Pearls

• SALT triage
• Global sorting of patients using voice commands allows providers to start with the 

presumed sickest patients (not just the first person you come to!).

• Life-saving interventions are considered first during individual assessment (Stop 
the Bleed).

• Expectant category is included, but retriage is certainly necessary. 

• Assessment must not require counting or timing vital signs and instead use yes–
or-no criteria.
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Summary Thoughts

• The literature around this topic is shaky at best and more study needs to be 
done.

• Expert consensus favors SALT.

• SALT allows for early hemorrhage control.

• New training tools will allow for better accuracy from first responders.

• https://go.osu.edu/mcivr_video
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https://go.osu.edu/mcivr_video
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Questions?


