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Incident Overview 
 
County:  Winnebago 
 
Type of Incident: Multi-vehicle crash 
 
Incident Time/Date/Location: 

February 24, 2019 from 1108 to 0245 on February 25, 2019 
I-41 Southbound near CTH G in the Town of Neenah, Winnebago County, WI 

 

Purpose of After-Action Report: 

 

On February 24, 2019 a multi-vehicle crash occurred in Winnebago County and was later 
determined to be the largest traffic collision in Wisconsin history.   

Due to the scale of the incident and the many partners involved, Winnebago County contracted with 
a consultant to conduct an after-action review and facilitate discussion about what was expected to 
occur; what really occurred; and to do a root-cause analysis on areas of success and areas of needed 
improvement.  Prior to this meeting, individual agencies were asked to hold an internal review with 
participating staff to assess their own performance and to bring those comments to the after-action 
review meeting.  

Hazards:    
P=Primary, S=Secondary 
    Natural P or 

S 
Technological                              P or 

S 
National 
Security/Terrorism   

P or 
S 

Tornado / 
Severe 
Weather  

 
 

Dam Failure   Biological   

Drought   Hazardous Materials – Fixed 
Facility 

   Chemical   

Flood    Hazardous Materials – 
Transportation 

    Civil Disorder  

Winter 
Storm  

 P Power Failure   Cyber   

Wild Fire    Radiological – Fixed Facility   Explosive   

Landslide   Radiological – 
Transportation 

  Hostage   

Subsidence   Structural Fires   Nuclear/Radiological   

   Transportation Accidents 
(Air/Rail/Highway/Water) 

 S  Active Shooter   
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Core Capabilities /Incident Objectives: 

 

Core Capability Incident Objectives 

Operational Communications Continually gather information to create and 
communicate a common operating picture of the incident 

between incident stakeholders. 

Operational Coordination Create a response organization that coordinates between 
multiple stakeholders. 

Threats and Hazard Identification Determine threats and hazards; communicate internally, 
externally, to the public. 

Situational Assessment Enact information sharing procedures that allow 
stakeholder agencies to form a common operating 

picture and to provide expertise needed for the 
resolution of the emergency. 

On-Scene Security, Protection and Law 
Enforcement 

Traffic management, resource staging management, 
documentation/investigation, scene clearance 

operations, return of personal property. 

Mass Search and Rescue Operations Search operations and victim rescue. 

Public Health and Medical Services Field medical operations; field-to-hospital 
communications and coordination; hospital operations. 

Public Information  Coordinate public information messages to ensure that 
they are accurate and timely; ensure message approval 

protocols are followed. 

Mass Care Services Notification to and activation of off-site support 
agencies; ensure adequate off-site facilities are available 
and are able to provide support for victim reception, 
incident information and family reunification; ensure 

victim accountability is adequate to provide the needed 
information to point families to the proper facility for 

reunification. 

Critical Transportation Ensure adequate transportation services are available and 
that those resources have access to the scene. 

Fatality Management Services Timely notification to the Coroner's office; access and 
information provided to Coroner's staff; adequate 

communications with the investigative team; ensure 
family notifications are done according to best practices. 

 
Incident Focus: Response and Recovery 
 
For EPCRA Credit Provide EHS/HS:        N/A                 
 
Participating Organizations (Incident): 

 
Local:  Town of Vinland Fire Department, Fox Crossing Fire Department, Oshkosh Fire 

Department, Gold Cross Ambulance, Ripon Guardian Ambulance, Fox Crossing 
Police Department, Oshkosh Police Department, Neenah Police Department, Town 
of Oshkosh Fire Department, Neenah-Menasha Fire Rescue, Town of Algoma Fire 
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Department/Rescue, Town of Neenah Fire Department, Appleton Police 
Department, Green Bay Police Department, Centralia (Illinois) Police Department, 
Fremont Ambulance, Kaukauna Fire Department / Ambulance, North Fond du Lac 
Ambulance, City of Neenah   

 

County:  Winnebago County Sheriff's Office, 9-1-1 Center, and Chaplains; Emergency 
Management; Highway Department; Coroner’s Office  

 

State: Wisconsin Department of Transportation, Wisconsin State Patrol, Wisconsin 
Department of Natural Resources 

 

Federal: National Weather Service - Green Bay 

 

Other: American Red Cross, Fox Valley Regional Trauma Advisory Council (RTAC), Fox 
Valley Healthcare Emergency Readiness Coalition (FVHERC), Ascension Mercy – 
Oshkosh, Ascension St. Elizabeth – Appleton, Aurora Hospital – Oshkosh, 
ThedaCare Medical – Neenah, ThedaCare Medical – Appleton AMC, St. Vincent 
Hospital – Green Bay, Star’s Cabaret, Keller Coach, Kobussen Buses, Kwik Trip, 
Gloria Dei Lutheran Church, Oshkosh City Cab, Expert Towing, Nolte’s Towing, 
Felix Towing, Wilson’s Towing, Loren’s Towing, many area hotels 

 

Participating Organizations (After-Action Review): 

 
Local:  Town of Vinland Fire Department, Fox Crossing Fire Department, Kaukauna Fire 

Department, Oshkosh Fire Department, Gold Cross Ambulance, Ripon EMS, Fox 
Crossing Police Department, Oshkosh Police Department, Neenah Police 
Department, Town of Oshkosh Fire Department, Neenah-Menasha Fire and 
Rescue, Town of Algoma Fire Department/Rescue, Town of Neenah Fire 
Department 

 

County:  Winnebago County Sheriff's Office, 9-1-1 Center, and Chaplains; Emergency 
Management; Highway Department; Coroner’s Office; Outagamie County Highway 
Department 

 

State: Wisconsin Department of Transportation, Wisconsin State Patrol 

 

Federal: National Weather Service - Green Bay 

 

Other: American Red Cross, Ascension, Theda Care, Kobussen Buses, Expert Towing, Fox 
Valley Regional Trauma Advisory Council (RTAC), Fox Valley Healthcare 
Emergency Readiness Coalition (FVHERC), EPTEC, Inc. 

 

Total Number of Review Participants: 49 
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Scenario 
On Saturday, February 23, 2019 the National Weather Service (NWS) issued a high-wind warning which was 
in effect from 9:00 a.m. until 9:00 p.m. the following day.  Winds were expected to be 25 to 40 miles per 
hour (mph) with gusts to 60 mph possible.  The strongest winds were to occur Sunday afternoon and 
evening with driving on north-south roads being especially difficult and with near-zero visibility. 

 

At 9:16 a.m. on Sunday, February 24 the NWS issued a Special Weather Statement: 

Roads in the eastern portions of the state that had considerably less snow overnight can expect conditions to deteriorate 
rapidly this morning as bands of light to moderate snow shift through the area before noon. Although temperatures in 
east-central Wisconsin will hover near freezing throughout the remainder of the morning, the increasing winds are likely 
to generate some blowing and drifting snow in open areas. 

 

They later issued another Special Weather Statement 
that travel conditions were dangerous across much of 
the area with the winds causing considerable blowing 
and drifting snow, especially across north-south roads 
in the Fox Valley, including I-41. 

 

At 11:08 a.m. the Winnebago County Dispatch Center 
received a call regarding a multiple-vehicle crash on 
Interstate 41 southbound in the area of County Road G 
with white-out conditions reported.  Within eight 
minutes the number of vehicles involved in the crash grew from two to 40.  Eight dispatchers worked to 
handle the 212% increase in call volume, over the next 24 hours. 

 

Responders worked quickly and diligently to access those involved in the crash and to reroute an estimated 
800 to 1,000 vehicles that were stuck behind the crash.  In just over two hours, all injured vehicle occupants 
were extracted and transported.  At 6:38 p.m. the last vehicle was removed from the highway with I-41 
being fully reopened at 2:45 a.m. on Monday, February 25th.1   

 

It was later determined that this incident was the largest traffic collision in Wisconsin history. 

 

  

                                                 
1 For a video summary of this incident please go to the following link: https://www.youtube.com/watch?v=P-XZRalcSnQ 
 

https://www.youtube.com/watch?v=P-XZRalcSnQ
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Appendix A-Improvement Plan (IP) 
 
This IP has been developed for Winnebago County and its response partners for the multi-vehicle crash which occurred on February 24, 
2019.  
 

Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Operational 
Communications 
 
Ensure the 
capacity for 
timely 
communications 
in support of 
security, 
situational 
awareness, and 
operations by any 
and all means 
available, among 
and between 
affected 
communities in 
the impact area 
and all response 
forces. 
 
 

Objective:  Continually gather information to create and communicate a common operating picture of the incident between 
incident stakeholders. 

Observation:  During the incident and subsequent 24 hours, eight dispatchers handled a 212% increase in volume of calls and it was generally 
agreed that they did an excellent job.  Communications among response agencies was challenging and it was noted during the after-action 
review that instituting a formal Unified Command (UC) structure would likely have helped with these issues.  For example, communication 
with Neenah Police Department about road closures was a struggle and traffic was sent to the area of closed roads.  Gold Cross Ambulance 
operates on one UHF frequency, which creates a "silo" effect and prohibits communication with public safety (i.e., governmental) fire and 
EMS agencies, which are have frequencies on the 800 MHz band. Because of this, Gold Cross stood side-by-side with a designated EMS 
Branch Director (from the City of Oshkosh Fire/EMS Department) which helped but, because of the extent of the operations, did not 
resolve all difficulties.  The agencies have already met and are working to make corrective actions to include Gold Cross obtaining a second 
UHF frequency which can be patched to the public safety network without normal operating calls being patched to the disaster scene.  The 
Dispatch Center has already reached out to other counties and has a plan in place that can do a patch. It should be noted that the dispatch 
center had the patches ready to go in this incident but no on-scene staff requested them.    
 
Hospitals noted that they had issues reaching the American Red Cross (ARC) at the church to reunite people.  They also stated that they need 
a better way to communicate simultaneously.  ARC was not called until after 1:00 p.m. and stated that the sooner they are called, the sooner 
they are able to help with reception/reunification centers to assist those affected by emergency incidents.  The call from the Sheriff's Office to 
have the Wisconsin Department of Transportation (WisDOT) come to the Sheriff's Office from the beginning was very important.  
Communications between ARC, Emergency Management, and Fox Valley Healthcare Emergency Readiness Coalition (FVHERC) went well. 

Continue working on interagency communications to ensure there is the ability to communicate 
among and across various entities. Consider establishing an emergency planning radio channel 
plan (ICS 205) for disaster operations.  

All Agencies 6/30/2019 and 
Ongoing 

Emergency Management should be added to the MABAS cards for notification. Fire Chief’s 
Association 

6/30/2019 

Add a county-wide life safety card for MABAS and discuss the addition of American Red Cross 
and FVHERC/hospitals to the response. 
 

Fire Chief’s 
Association 

6/30/2019 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Consider having a functional exercise which focuses on communications and patching outside 
agencies. 

Sheriff’s Office 
Dispatch 

12/31/2019 

Plans and procedures should be reviewed and updated as necessary regarding interagency 
communications, patches and determining how the patches relate to the life safety cards.  The 
plans should be reviewed at least annually and as communications equipment/technology evolves. 

All Agencies 6/30/2019 and 
Ongoing 

Training on the countywide radio plan should be held on a regular basis and whenever changes 
are made to the plan. 

All Agencies 9/30/2019 and 
Ongoing 

Update phone lists to include a phone number(s) for hospitals to reach American Red Cross at 
reception/reunification centers and shelters as well as the number for the FVHREC regional 
medical coordination center (RMCC) 

Emergency 
Management / 

Dispatch Center 

6/30/2019 and 
Ongoing 

Hospitals should consider technologies or systems to better communicate among one another.  
For example, some type of chat room or internet-based incident management system. 

All Hospitals / 
FVHERC 

6/30/2019  

Hospitals should consider adding a single base hospital for communications which will not 
interfere with taking patients to closest hospital.  

All Hospitals / 
FVHERC  

6/30/2019  
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Core  

Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Operational 
Coordination 
 
Establish and 
maintain a unified 
and coordinated 
operational 
structure and 
process that 
appropriately 
integrates all 
critical 
stakeholders and 
supports the 
execution of core 
capabilities 

Objective:  Create a response organization that coordinates between multiple stakeholders.   

Observation:  A Wisconsin Department of Natural Resources (DNR) Warden was the first person on-scene with two Sheriff's Office 
Deputies immediately following and other first responders arriving quickly afterwards.  Those arriving on-scene initially noted that it was very 
difficult to see how big/long the incident extended on the highway.   
 
Unified Command (UC) was never formalized and contributed to difficulties with communication between and/or within response functions.  
Although the Mobile Command Post (MCP) would have been very beneficial for the response, weather conditions prevented it from being 
deployed safely.  It was suggested that an alternate location to group together and provide UC, such as the back of a squad car or someplace 
indoors, would have been helpful.  Although it was stated during the after-action review that everybody knew what had to be done, and that 
overall the response was very successful, the inability to communicate across a wide range of responders and the lack of face-to-face 
conversation did cause some disconnect between law enforcement, fire service, and Emergency Medical Service (EMS) personnel.  Response 
resources had to respond from both directions of the highway and communications from the north end to the south end of the scene were 
difficult, causing a disconnect in overall operations.  Because the Fire Incident Commander was engaged in tactical activities, attention to 
wider duties such as resource management (staging, activation, in-briefing) and activation of and on-going communication with the off-site 
partners (e.g., base hospital, RMCC, emergency management, American Red Cross, transportation, reception/reunification facilities) was 
delayed and eventually managed by law enforcement.  This was also noticed in EMS patient care, particularly as patients were transferred from 
on-scene to off-scene care (see the Public Health, Healthcare, and EMS core capability for more details). 
 
Several opportunities for improvement with Mutual Aid Box Alarm System (MABAS) cards were discussed and are listed in the 
improvements below and in other sections of this Improvement Plan (IP).  The Dispatch Center initiated calls out to area ambulances using 
the life safety card; they also called the hospital and informed them of a "mass casualty incident" which set plans in motion to handle the 
larger influx of people.   

Explore options for how to fulfill a request for the Mobile Command Post quickly in large scale 
operations.  One option for consideration is including it onto MABAS cards but that should 
occur only after the logistics of deployment are worked out. 

Fire Chief’s 
Association 

6/30/2019 

Consider adding a MABAS card for search & rescue to cover extrication and other incidents 
requiring specialized heavy-duty rescue equipment and trained staff. 

Fire Chief’s 
Association 

6/30/2019 

Determine alternate locations or ways to provide a space for UC to confer and manage incidents. Fire Chief’s 
Association 

6/30/2019 

The Winnebago County Fire Chiefs Association should be involved in planning for the new MCP 
and MABAS card changes.   

Fire Chief’s 
Association 

6/30/2019 
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Core  

Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Threats and 
Hazard 
Identification 
 
Identify the 
threats and 
hazards that 
occur in the 
geographic area; 
determine the 
frequency and 
magnitude; and 
incorporate this 
into analysis and 
planning 
processes so as to 
clearly 
understand the 
needs of a 
community or 
entity. 

Objective:  Determine threats and hazards; communicate internally, externally, to the public. 

Observation:  The National Weather Service (NWS) Green Bay Field Office issued a high-wind warning the evening prior to the incident.  
Special Weather Statements were issued the morning of the incident to include visibility/driving difficulties and were updated as needed.  
These updates were disseminated to Emergency Management (EM) and other partner agencies via various methods including email, weather 
radio and social media.  EM reviews and then distributes the information to their list of partners.  The Sheriff's Office monitored the weather 
conditions and posted a travel advisory at 10:15 a.m.  They were aware of blizzard conditions which were occurring in the western part of the 
state and moving towards the Fox Valley.   
 
Hospital staff noted during the after-action review that they will alter their staffing and preparedness levels based on the language provided by 
the NWS warnings and advisories.  It was discussed that a blizzard warning versus a high wind warning may trigger a more cautious response 
with travelers; and hospitals stated that the difference in language would have prompted them to staff their facilities differently.  NWS staff 
stated that they use "ground truth" to enhance their messaging and fine-tune, even as they are repeating the same information.  They only 
became aware of the incident via a scanner that they just happened to monitor minutes before the crash. 

To enhance their service area, the NWS should look for ways to keep informed of the potential 
for incidents. 

National Weather 
Service 

6/30/2019 

NWS should consider re-examining the headlines they issued the morning of the incident 
(blizzard versus high wind warning) with respect to increasing public response to deteriorating 
weather conditions. 

National Weather 
Service 

6/30/2019 
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Core  

Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Situational 
Assessment 
 
Provide all 
decision makers 
with decision-
relevant 
information 
regarding the 
nature and extent 
of the hazard, any 
cascading effects, 
and the status of 
the response. 

Objective:  Enact information sharing procedures that allow stakeholder agencies to form a common operating picture and to 
provide expertise needed for the resolution of the emergency. 

Observation:  As stated previously, Unified Command (UC) was never formalized.  This was due in part to the logistics and the size of the 
scene.  The Chief from Town of Neenah did a quick assessment and quickly ordered additional response assets.   The initial approach from 
the north side made it difficult to see the scope of the incident; the south approach was slower.  The use of "mass casualty" by those on-scene 
increased the intensity of response and resources.  Engine and heavy rescue resources were identified very quickly as a necessity.  Information 
to the Wisconsin Department of Transportation (WisDOT) was sufficient and timely.   
 
The Dispatch Center used the City of Oshkosh Life Safety Mutual Aid Box Alarm System (MABAS) card unofficially to call in ambulance 
resources.  The hospital closest to the scene was not notified early by Emergency Medical Services (EMS).  WI-TRAC was used to make 
hospitals aware of the incident. There was a lot of misinformation being distributed regarding hospitals and patients; some patients with more 
minor injuries were turned away because the hospitals were waiting for more serious patients.  Information for the hospital must come from 
the scene.  This could have been aided by UC being formed and a liaison assigned to brief off-site partners. 

The hospital coalition should consider establishing a regional or county base hospital for 
situational awareness instead of trying to figure out which is the closest hospital.  

FVHERC 6/30/2019 

Consider development of a platform to relay real time communication to hospitals.  FVHERC 6/30/2019 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

On-Scene 
Security, 
Protection and 
Law 
Enforcement 
 
Ensure a safe and 
secure 
environment 
through law 
enforcement and 
related security 
and protection 
operations for 
people and 
communities 
located within 
affected areas and 
also for response 
personnel 
engaged in 
lifesaving and 
life-sustaining 
operations. 

Objective:  Traffic management, resource staging management, documentation/investigation, scene clearance operations, return 
of personal property. 

Observation:  I-41 was closed down almost immediately and re-routed at Breezewood which minimized the queue.  An estimated 800 to 
1,000 vehicles were stuck on the interstate behind the crash but law enforcement was able to clear this in about two hours by turning 
everyone around and escorting vehicles off the highway. The day of the week and time of the day was helpful, as there were fewer people 
traveling.  
 
Life safety and scene stabilization were addressed immediately.  Primary traffic issues involved setting up a long-term detour and clearing the 
queue. Traffic congestion became a secondary issue later as a result of drivers self-detouring.    
 
A highway department snow plow driver utilized his vehicle by doing a serpentine move to slow down/stop traffic behind the accident.  With 
poor visibility conditions this prevented the crash from being much worse.  This unique stretch of highway also has dual median barrier walls 
which was a great way to offer additional protection to victims who were out of their vehicles and walked to waiting service vehicles for 
warmth and transportation to shelters.  The median barrier wall also prevented rubber-necking from northbound lanes.  
 
As in any incident when victims are evacuated (e.g., airplane crashes), life safety best practices dictate that victims do not take their personal 
belongings when leaving the scene.  They were unable to retrieve these items for several days, since it is all evidence until released by law 
enforcement, which caused some consternation. 
 
Five area tow companies and 25 trucks were on scene, working together to pull vehicles apart to give fire departments and Emergency 
Medical Services (EMS) access to patients.  The tow association identified someone to act as "Director" to help organize their efforts.  The 
trucks then towed 110 of the 119 vehicles involved to the City of Neenah Tullar Road garage.  Just under eight hours after the onset of this 
incident, all vehicles had been removed from the scene.   

With an incident of this scope, Unified Command is required to manage all aspects. All Agencies Ongoing 

Alternate route guides need to be updated noting that alternate routes may be adjusted as 
necessary. 

WI DOT 6/30/2019 

Update and/or create MABAS cards to include bus companies and other relevant partners to 
assist with this aspect of response. 

Fire Chief’s 
Association 

6/30/2019 

Provide training on any plans, procedures or other actions taken/developed as a result of this 
incident and after-action report. 

All Agencies Ongoing 

Consider having functional and/or full-scale exercises to train all response partners. All Agencies 6/30/2019 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Mass Search 
and Rescue 
Operations 
 
Deliver 
traditional and 
atypical search 
and rescue 
capabilities, 
including 
personnel, 
services, animals, 
and assets to 
survivors in need, 
with the goal of 
saving the 
greatest number 
of endangered 
lives in the 
shortest time 
possible. 

Objective:  Search operations and victim rescue. 

Observation:  Within 30 minutes after the initial call about this massive crash, fire department personnel declared it to be a mass casualty 
incident.  For 2.5 hours, emergency responders tended to 232 people in 119 vehicles in 10-degree wind chills.  Six Emergency Medical 
Services (EMS) agencies contributed 9 ambulances, 15 paramedics and four Emergency Medical Technicians (EMTs) to assist the injured.  
Dozens of firefighters and first responders were also on-site.  Ultimately, 71 patients were transported to local hospitals.  144 crash-related 
injuries were reported, with one fatality. 
 
Fire department and law enforcement personnel marked empty vehicles with crime scene tape during their primary search to identify those 
vehicles which had been checked.  They performed three searches before vehicles were removed by the towing companies.  No injuries were 
reported from responders and they credit training for the ability to respond safely.   
 
Law enforcement officers were acting in a life safety role despite this not being their primary function, so they did the best they could while 
moving the injured.  They were frustrated at times with the use of "red, yellow, green” patient triage color-coding terms as this means nothing 
to them.  It was agreed that the dual median barrier walls were really beneficial for safety, as most of the victims did not feel safe and some 
people had to be moved before a location was identified to transport them to.  It was estimated that only five of the 110 cars taken to the City 
of Neenah garage were not totaled. 
 
Some victims should have been decontaminated prior to being treated at hospitals due to being contaminated with fuel and other vehicle 
fluids.  Hospitals need to be notified prior to arrival so that they can prepare for decontamination of patients who could not be cleaned at the 
scene.  Thankfully, the wind was strong and dispersed fuel vapors at the scene. 

Continue providing extrication training. Fire Chief’s 
Association 

Ongoing 

Review plans and include a safety officer to watch over responders.  Training should be provided 
to those who would have this responsibility.  

Fire Chief’s 
Association 

6/30/2019 and 
Ongoing 

Continue creation of a MABAS card for extrication.  This was being worked on by Town of 
Neenah Fire Department in conjunction with Fond do Lac County. 

Fire Chief’s 
Association 

6/30/2019 

Update and/or create MABAS cards to include relevant partners to assist with this aspect of 
response. 

Fire Chief’s 
Association 

6/30/2019 

Update plans to include decontamination of patients exposed to vehicle fluids AND to notify 
hospitals - either directly or through Incident Command - so they can prepare for 
decontamination. 

Fire Chief’s 
Association 

6/30/2019 

Develop and/or update any plans or procedures relating to patient tracking systems.  This is 
important for both reunification purposes and if there is a need for further 
questions/investigations after the incident. 

EMS Agencies 6/30/2019 
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Core  

Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Public Health, 
Healthcare and 
Emergency 
Medical 
Services  
 
Provide lifesaving 
medical treatment 
via Emergency 
Medical Services 
and related 
operations and 
avoid additional 
disease and injury 
by providing 
targeted public 
health, medical, 
and behavioral 
health support, 
and products to 
all affected 
populations. 

Objective:  Field medical operations; field-to-hospital communications and coordination; hospital operations. 

Observation:  Some people left the scene on their own, including a few that went to Kwik Trip and law enforcement officers went to that 
location to evaluate those people.  Before their arrival, a few people had self-dispersed and were not medically evaluated.  Triage was 
conducted on-scene as well as when victims arrived at the shelters (e.g., Gold Cross and other medical personnel did a second triage when the 
walking wounded were getting off the bus). 
 
On-scene, patients were found, extricated, and loaded for transport quickly but there was little coordination with the hospital on the 
transports.  The EMS Branch Director was generally not informed regarding which patients were being extricated or their hospital destination 
because there was little coordination between the north and the south scenes.  This led to the hospitals not being fully prepared for the 
patients they were getting.  This led to the patient load being distributed unevenly, the hospitals unable to forecast their staffing needs, not 
knowing when all of the patients had been transported (and that they could stand-down), and they were unprepared for special situations such 
as patients doused in gasoline, etc.  If a Unified Command structure had been in-place to funnel information through and a command post 
had been designated to support the administrative/management-style work required for best practice patient tracking and on-scene to off-
scene coordination, there could have been a more organized "textbook" EMS operation that managed patient care more efficiently and 
effectively.   
 
There were communication issues regarding notification to hospitals about this incident, as hospitals and other health-related personnel found 
out from media.  Despite the Dispatch Center contacting Theda ER at 1127 hours, the Fox Valley Healthcare Emergency Readiness Coalition 
(FVHERC), reported that they found out about the incident via media, put out a WI-TRAC alert and initiated calling the base hospital and 
other key players in the region. Factual updates were then sent out in 15-minute intervals to hospitals via WI-TRAC. The hospital system had 
practiced their plan one month prior and will continue to do so. 
 
Please refer to the Operational Communications section of this report for more details regarding medical services response and suggested 
areas for improvement. 

The hospitals should review their plans to ensure that a call to one facility is appropriately routed 
to the hospital network (i.e., all facilities, the FVHERC, and all stakeholders with a need to know) 
are contacted.  

FVHERC 6/30/2019 

MABAS cards need to be updated to include notifications to hospitals. Fire Chief’s 
Association 

6/30/2019 

Revise hospital plans with improvements from this report and other lessons learned from this 
incident. 

FVHERC 6/30/2019 

FVHERC should consider identifying a single hospital to be the base hospital in all incidents to 
eliminate confusion. 

FVHERC 6/30/2019 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Public 
Information  
 
Deliver 
coordinated, 
prompt, reliable, 
and actionable 
information to 
the whole 
community 
through the use 
of clear, 
consistent, 
accessible, and 
culturally and 
linguistically 
appropriate 
methods to 
effectively relay 
information 
regarding any 
threat or hazard, 
as well as the 
actions being 
taken and the 
assistance being 
made available, as 
appropriate. 

Objective:  Coordinate public information messages to ensure that they are accurate and timely; ensure message approval 
protocols are followed. 

Observation:  The Sheriff's Office provided several press releases on the day of the incident and for four days afterwards to keep the public 
informed.  Press conferences were also held.  Information provided was shared by multiple agencies; those agencies let the Sheriff's Office 
take the lead and then shared the same information for consistency.   
 
County Emergency Management identified early on that a call center was going to be necessary, which they staffed.  About 80 calls were 
received the first two days and calls were then forwarded to the Dispatch Center.  Information provided included detours and how to get 
vehicles and belongings.   
 
There were issues with detours being changed and that information not being updated or shared.  A report was received from someone who 
had heard "mass casualty" on the scanner and this caused a misconception that there were multiple fatalities.  This may be a good opportunity 
to better educate the public.  
 
As noted previously in this report, the National Weather Service (NWS) has identified some improvements that could be made regarding 
language used in their warnings and weather statements.   

Consider the use of pre-scripted messages to ensure all necessary information is being provided to 
the public.  

All Agencies 6/30/2019 

Develop consistent plans for sharing of public information, to include procedures for updating 
the information across all platforms and with whomever the information was initially shared with.  
For example, if 20 agencies and media outlets are provided detour routes, and if those routes 
change, all 20 agencies and media outlets must be given those updates.  This will help ensure 
consistent and accurate information. 

All Agencies 6/30/2019 

For large-scale events, consider activation of a Joint Information Center (JIC) to more easily 
disseminate accurate and consistent public information.  

All Agencies Ongoing 

Continue providing information to the public about plans, what to expect and what they can do.  All Agencies Ongoing 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Mass Care 
Services 
 
Provide life-
sustaining and 
human services to 
the affected 
population, to 
include hydration, 
feeding, 
sheltering, 
temporary 
housing, evacuee 
support, 
reunification, and 
distribution of 
emergency 
supplies. 

Objective:  Notification to and activation of off-site support agencies; ensure adequate off-site facilities are available and are able 
to provide support for victim reception, incident information and family reunification; ensure victim accountability is adequate to 
provide the needed information to point families to the proper facility for reunification. 

Observation:  Within two hours of the incident, essentially all of the people involved in the crash were safely removed from the highway and 
transported to temporary warming shelters. While deemed a success, operational strategies to accomplish these goals were made 
independently and on an ad-hoc basis by command representatives from law, EMS, and fire. The lack of combined decision making resulted 
in disjointed transportation of affected people from the scene and multiple temporary warming shelters were used which made the process of 
reunification more challenging. Establishment of Unified Command (UC) would have been useful for coordinating and sharing information 
regarding shelter locations, bus services, and other aspects of the response. Notification challenges also existed as contacts for some bus 
services and churches were not current. Activation of the American Red Cross (ARC) sooner would have facilitated better communication 
and logistics in regards to these functions as the ARC has service agreements in place with providers throughout the community to supply 
these services.       
  
The call center staffed by Emergency Management (EM) was useful in directing people to hospitals, as they could not release specific 
information about patients. Law enforcement asked hospitals to retain patients for interview purposes but unfortunately some patients had 
already been treated and released.  The hospitals were generally helpful in assisting law enforcement with identification of patients, however 
one refused to provide any information whatsoever.  Chaplains were used at the hospitals to work on reunifying people.       
  
The City of Neenah provided a lot of help in dealing with the aftermath of this incident, as vehicles had been towed to their Tullar Street 
garage. Clinics opened for minor injuries so that the hospitals were not inundated with more minor cases.  Volunteers were available and able 
to respond quickly.   

Plans, procedures and MABAS cards should be updated/created to include contacting ARC as 
soon as possible in an incident. 

Fire Chief’s 
Association 

8/31/2019 

Consider the use of pre-scripted messages which would be helpful in providing information 
related to reunification. 

All Agencies 6/30/2019 

Identify locations to be used for mass care services and include this information in plans.  Work 
with ARC, as they may have contracts/agreements and have these facilities in place already. 

All Agencies 6/30/2019 

Continually update contact information for shelters and any agency/organization that would be 
used for mass care services. 

All Agencies 6/30/2019 and 
Ongoing 

Ensure that training is provided to all response partners on reunification procedures and 
requirements. 

Emergency 
Management 

12/31/2019 

Hospitals and ARC should work together - perhaps have some training - regarding HIPAA 
guidance in times of disaster/emergency.  Can these regulations be more flexible during certain 
times? 

Hospitals and 
American Red Cross 

9/30/2019 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Consider utilizing the ARC Safe and Well website/system.  Education to the public should be 
provided.  https://safeandwell.communityos.org/cms/index.php 

All Agencies 6/30/2019 and 
Ongoing 

Develop procedures to better communicate between multiple reunification facilities.  Review 
and/or update plans as necessary.  Ensure there is communications equipment available at all 
shelter/reunification facilities. 

Winnebago Co. 
Emergency Mgmt. 

9/30/2019 

Develop a tracking system that will make it easier to assist families and patients in the 
reunification process. 

County EMS agencies 
and hospitals, 

FVHERC 

12/31/2019 

 
 

 

https://safeandwell.communityos.org/cms/index.php
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Core  

Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Critical 
Transportation 
 
Provide 
transportation 
(including 
infrastructure 
access and 
accessible 
transportation 
services) for 
response priority 
objectives, 
including the 
evacuation of 
people and 
animals, and the 
delivery of vital 
response 
personnel, 
equipment, and 
services into the 

affected areas. 

Objective:  Ensure adequate transportation services are available and that those resources have access to the scene. 

Observation:  Busses were called to transport those involved in the crash.  The Town of Vinland contacted one bus company; the Dispatch 
Center attempted to contact the city bus but the phone number(s) they had were not valid.  There were issues with the ultimate destination of 
those being transported, which is addressed earlier in this report.  Overall, coordination to get busses to different locations went well. 
 
Transportation aspects of the incident can be found in other sections of this report. 

Continually update contact information for busses that would be used for mass care services. All Agencies 6/30/2019 and 
Ongoing 

Coordinate planning efforts among jurisdictions so that a consistent approach is taken when 
contacting transportation partners.  Duplication of efforts or assuming that another jurisdiction or 
agency has already made contact will delay response. Include pre-planned responses for bussing 
services on MABAS life cards.  

All Agencies Ongoing 
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Core  
Capability & 
Description 

Objective 

Observation 

Improvement Action Action POC End Date 

Fatality 
Management 
Services 
 
Provide fatality 
management 
services, 
including 
decedent remains 
recovery and 
victim 
identification, 
working with 
local, state, tribal, 
territorial, insular 
area, and federal 
authorities to 
provide mortuary 
processes, 
temporary storage 
or permanent 
internment 
solutions, sharing 
information with 
mass care services 
for the purpose 
of reunifying 
family members 
and caregivers 
with missing 
persons/remains, 
and providing 
counseling to the 
bereaved. 

Objective:  Timely notification to the Coroner's office; access and information provided to Coroner's staff; adequate 
communications with the investigative team; ensure family notifications are done according to best practices. 

Observation:  Notification to the family of the deceased was handled well.  One member of the Town of Neenah Fire Department stayed 
with the deceased the entire time.  Notification to the deceased individual's employer was good and allowed for grief management planning.  
Chaplains were utilized to provide support to those people were struggling emotionally with what had happened. 

Consider having a tabletop exercise focusing on social services support to families and 
notifications. 

 9/30/2019 

Plans should carefully address mass fatality notifications. All Agencies 6/30/2019 and 
Ongoing 
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Appendix B - Acronyms 

 
AAR    After Action Report 
ARC     American Red Cross 
CTH    County Highway 
EHS    Extremely Hazardous Substance 
EM    Emergency Management 
EMS    Emergency Medical Services 
EMT    Emergency Medical Technician 
EPCRA   Emergency Planning and Community Right-To-Know Act 
ER    Emergency Room 
FVHERC   Fox Valley Healthcare Emergency Readiness Coalition 
HIPAA   Health Insurance Portability and Accountability Act 
HS    Hazardous Substance 
ICS    Incident Command System 
IP    Improvement Plan 
JIC                          Joint Information Center 
MABAS   Mutual Aid Box Alarm System 
MCP    Mobile Command Post 
MHz    Megahertz 
MPH    Miles Per Hour 
NWS    National Weather Service 
N/A    Not Applicable 
RMCC Regional Medical Coordination Center 
RTAC Regional Trauma Advisory Council 
UC Unified Command 
UHF Ultra High Frequency 
WisDOT Wisconsin Department of Transportation 
WI-TRAC Wisconsin Tracking, Resources, Alerts and Communication 
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Appendix C – Sign-In Sheets 
After-Action Review March 27, 2019 
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Appendix D – Participant Feedback 
After-Action Review March 27, 2019 

 
 

1. Thinking first about interagency issues (e.g., communication, coordination, planning, 
resource management), is there anything that went particularly well or could be 
improved? 

• From NWS perspective, we only became aware of incident via scanner that we just happened 
to monitor just minutes before crash.  To enhance our service area on I-41 perhaps need to 
look for ways to keep informed on I-41 following crash. 

• The call from the Sheriff's Department to have WisDOT come to the Sheriff's Department 
from the beginning was very important! 

• Communication between ARC/EM/Fox Valley FVHERC went well. 

• Coordination to get busses to different locations - drivers initially went so we could get them 
all to one location - was well-coordinated. 

• There were people at Kwik Trip at 76/41 that were found when picking up coffee, that no 
one seemed to know was there.  

• People were taken to three different locations, which made reunification challenging. 
 

2. Are there agency-specific issues that went well or could be improved? 

• We will re-examine the headlines we issued that morning (blizzard vs. high wind 
warning) with respect to increasing public response to deteriorating weather conditions. 

• Median barrier wall - prevented rubber-necking NB. 

• Alternate route guide needs to be updated. 

• Alternate route adjusted as necessary. 

• Volunteers were available and able to respond quickly. 

• Better communication between volunteers at different sites (didn't know there were 
multiple sites until we arrived on scene). 

 
3. Are there plans, procedures, forms, etc. that can be improved?  Are there equipment 

and supply needs that are not being met or could be improved? 

• More work with hospitals and Red Cross on HIPAA guidance in times of a disaster/ 
emergency that make those regulations a little more flexible for ARC. 

• Need to work more on reunification procedures with Red Cross and hospitals. 

 

4. Are there any other concerns (training, logistics, etc.) that you would like to have 
addressed? 

• Red Cross was not called until after 1:00pm.  Think to call Red Cross sooner to assist 
with people needing a reception center/reunification center.  The sooner Red Cross is 
called, the sooner we are able to be there. 

 


