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NOTE: This document was developed with input from a broad group of stakeholders representing
constituent organizations with diverse perspectives and technical expertise. The purpose of
eliciting a wide range of input was to ensure the information contained in this document was as
comprehensive and as sound as possible.

Although the individuals referenced and the organizations they represent have provided many

constructive comments, information and suggestions, they were neither asked nor did they agree
to endorse the conclusions or recommendations represented here or in subsequent iterations.
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Background

Providing healthcare during a large scale public health emergency presents significant challenges for
healthcare facilities, licensed healthcare professionals, and communities. During emergency events,
healthcare systems must convert quickly from their existing patient capacity to “surge capacity” - a
significant increase beyond usual capacity - to rapidly respond to the needs of affected individuals. The
demands of the emergency may prevent compliance with the existing healthcare standards. Just as
California has healthcare standards for use with a normal operations, it is essential that California provide
guidelines that identify the extent to which existing standards can be flexed or waived for healthcare
delivery during emergencies.

Surge planning for the healthcare system is a substantial and complex challenge. In a time of significant
disaster, a successful plan must provide flexibility to address capacity (volumes of patients) and
capabilities that emerge above baseline requirements. The issues addressed are diverse and include
standards of practice during an emergency, liability of hospitals and licensed healthcare professionals,
reimbursement of care provided during an emergency, operating alternate care sites, and planning
considerations for surge operations at individual hospitals.

Upon completion of this project, stakeholders will have access to a Standards and Guidelines Manual that
will serve as a reference manual on existing statutory and regulatory requirements identifying what will be
flexed or modified under different emergencies; Operational Tools that include forms, checklists and
templates to facilitate and guide the adoption and implementation of statutory and regulatory
requirements outlined in the Standards and Guidelines Manual; and a Training Curriculum outlining
intended audience, means of delivery and frequency of training that will enable adherence to the policies
and overall readiness of the healthcare delivery system.

The deliverables will serve as the basis for planning and operations of healthcare facilities, providers and
communities during an unexpected increase in demand for healthcare services. The deliverable will
focus on eight areas: (1) Declaration and Triggers; (2) Existing Facilities; (3) Alternate Care Sites; (4)
Personnel; (5) Supplies, Pharmaceuticals and Equipment; (6) Funding Sources; (7) Administrative; and
(8) Population Rights.
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Executive Summary

Designing a healthcare delivery system to care for thousands or even hundreds of thousands of patients
or victims when the local healthcare system is overwhelmed poses a daunting task for community or
regional planners. America's healthcare system, in both urban and rural areas, is at or near capacity, with
little ability to expand to respond to an unusually large mass casualty or surge event. Hospitals in many
cities not only are at virtually 100% capacity but also must frequently close their emergency departments
to new patients." The State of California is no exception.

Under expected patient surge associated with pandemic influenza, California may require the ability to
treat 58,723 patients above existing daily staffed bed capacity, with the majority requiring intensive care.?
Given this gap, it is important that the California Healthcare System have a coordinated plan to convert
quickly from their current patient capacity to surge capacity.

Existing healthcare facilities will need to expand to accommodate as many patients as possible to
respond to population needs during a catastrophic event. At some point, the patient demand may exceed
the existing healthcare facility capacity. Such patient demand will require a change in the healthcare
delivery system and as a last resort may include the establishment of an alternate care site (ACS)
contracted under government authority to mitigate the effects of the event.

Existing literature defines an ACS broadly as "a site to provide event-specific management of unique
considerations that might arise in the context of catastrophic mass casualty events, including the delivery
of chronic care; the distribution of vaccines or medical countermeasures; or the quarantine, cohorting, or
sequestration of potentially infected patients in the context of an easily transmissible infectious disease."
For purposes of this document, ACS(s) have been separated into two types: 1) the expansion under the
license of an existing healthcare facility (see Existing Facility Work Group Output) and 2) ACS(s)
contracted under local or state government authority. The focus of this document is on the government
contracted ACS(s), as depicted below in red.

Alternate Care Sites
Alternate locations for providing
healthcare services outside the

normal operating healthcare

delivery system

EXISt":lg i Ambulatory Care Centers
Facility Assets Skilled Nursing Facilities
Locations outside an existing Medical Office Building
general acute care facility under Mobile Field Hospitals
the authority of a healthcare Urgent Care Centers
organization

An Alternate Care Site is a location that is not currently providing healthcare services and will be
converted to enable the provisions of healthcare services to support, at a minimum, outpatient and
inpatient care required during a surge event. Outpatient and inpatient care will vary based on resource
availability and event-specific patient needs and may be structured differently than typically seen in
existing facilities. These specific sites are not part of the assets of an existing facility (i.e. extensions of a
general acute care hospitals), but rather are contracted under the authority of the local and state
government.

! http.www.bu.edu/bridge/archive/2002/01-18/in-the-news.html

? State of California Medical Care and Public Health Surge Plan, All Hazards Response to Disasters, DRAFT REPORT:
November 2006
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The California Emergency Services Act recognizes the role of the State and its political subdivisions to
mitigate the effects of an emergency. Under this authority, local governments can contract with local
public and private entities to establish an ACS in efforts to mitigate the effects of man-made or natural
catastrophic disasters. Further, under the CDHS Pandemic Influenza Response Plan, local health
departments (LHD) are responsible for identifying and planning for the operations of government
contracted ACS(s). CDHS acknowledges that most local health departments are not currently providing
direct patient care, and that successful planning for and operation of government contracted ACS(s) is a
community planning responsibility dependent on the expertise of existing healthcare providers, local law
enforcement, and other government and private resources.

The Alternate Care Site (ACS) model in this document was developed to assist current local community
healthcare systems and local health departments in better preparing for and responding to a surge event.
The ACS model described in following pages focuses specifically on government contracted ACS(s)
under the authority of the local health department. The model includes recommended considerations for
the planning, organization, operational execution, and the logistical requirements that must be evaluated
when establishing an ACS.

The objective of this document is to provide a basic understanding of the core considerations for
establishing and operating a government contracted ACS. As such, the document is divided into four
sections:

» Section I. Definition and Description of an ACS. This section gives the definition of an
alternate care sites, and outlines criteria for consideration when describing three types of
alternate care sites: Medical Shelters, Outpatient/Inpatient Facilities, and Mobile Field Hospitals.

* Section Il. Planning for Healthcare Surge. This section outlines the authority for establishing a
government contracted ACS(s) and considerations for planners as they develop a plan to
establish an ACS in a local community.

e Section Ill. Execution during Surge. This section provides a framework for understanding the
facility continuum for patient flow once a surge event is declared within a local community and the
considerations for "ramp up" and operations of a government contracted ACS.

e Section IV. Post Surge Considerations. This section describes considerations for the closure
of an ACS.

NOTE: This document is intended as a starting point for local planning and can be tailored for individual
community application. Current local healthcare delivery systems and local health departments should
coordinate to develop plans, relationships, and procedures specific to community needs with the
overarching objective of providing a caring and safe environment for patients during a surge event. In
truth, there is no "one size fits all" model for alternate care sites. It is recommended that local health
departments in conjunction with community healthcare leaders develop plans for the establishment of
alternate care sites that use available resources to meet patient needs during a declared surge event.

The ACS Work Group has adopted a great deal of the thought leadership put forward forth in the AHRQ
publication Reopening Shuttered Hospitals to Expand Surge Capacity. (AHRQ Publication No. 06-0029,
February 2006). As such, the recommendations put forth by the publication are cited throughout this
document.
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1 Definition and Description of Alternate Care Sites

Definition of an ACS - An Alternate Care Site is a location that is not currently providing healthcare
services and will be converted to enable the provisions of healthcare services to support, at a minimum,
outpatient and inpatient care required during a surge event. These specific sites are not part of the
assets of an existing facility (i.e. extensions of a general acute care hospitals), but rather are government
contracted assets, under the authority of the local and state government.

An ACS can further be described by its medical surge capability, which is descriptive of the types of
services that can be offered/provided to patients during times when the health care system is
experiencing a surge of patients.® Medical surge capability encompasses the ability to manage patients
requiring care in light of the supplies, resources and personnel available at the time.

Although the target patient populations and scope of care to be delivered at an ACS may be event
specific, there is one common objective for establishing a government contracted ACS: absorb the
patient load until the local healthcare system recovers from a surge. During planning, it is important to
consider event-specific needs for patient care to understand the types of ACS(s) that will need to be
established. There are three basic criteria to consider that will drive the medical surge capability of an
ACS: patient types, scope of care and facility type.

While it is simply impossible to predict the types of patients that will be presenting at an ACS, general
assumptions can be made based on the type of mass casualty event. A biological event may result in
patients that present at an ACS with isolation requirements; a chemical, radiological, or a nuclear event
may result in patients that require decontamination. However, in either scenario, there will be basic
patient care requirements of an ACS based on the types of patients that present. These requirements
can be classified by three patient types:

» Outpatient/Inpatient: Patient presents with general outpatient care requirements or with
inpatient care requirements and is not well enough to go home.

e Supportive: Patient presents with palliative care requirements or an existing condition with
maintenance care requirements (e.g. renal failure, diabetes, etc.)

» Critical Complex: Patient presents complex critical care requirements, such as surgery or
ICU needs.

The scope of care in an ACS will be driven by resource availability and event-specific patient needs. It is
recommended that ACS(s), at a minimum, have the ability to provide outpatient and inpatient healthcare
services in order to alleviate the increase in patient demand in the existing healthcare system during a
surge. By providing basic inpatient and outpatient services, existing facilities can offload less ill patients
from nearby hospitals creating capacity for the more critical. However, it is important to distinguish that
the outpatient and inpatient care services at an ACS will be structured differently than typically seen in
existing facilities.

ACS(s) can also be established to care for patients with supportive and critical complex needs. The
ACS(s) established to treat these types of patients will have specific scopes of care and will need to be
assessed based on patient need during a surge. Some considerations for scope of care for supportive
patients are dialysis care and palliative care; for critical complex patients considerations for scope of care
include surgery and ICU services.

The selection of a potential facility to use as an ACS is an imprecise science and may vary based on the
nature of the event.* When selecting an ACS facility, it is essential to consider the patient type and scope

3 Virginia Jury Instructions, Civil Instruction No. 35.000. Steven D. Gravely, Troutman Sanders LLP. Altered Standards of Care:
An Overview. http://www.vdh.state.va.us/EPR/pdf/Health_and Medical Subpanel.pdf

4 AHRQ. Pub No. 07-0001,"Mass Medical Care with Scarce Resources. A Community Planning Guide." Feb 2007
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of care as this will drive the facility requirements for providing care. For purposes of government
contracted ACS(s), suggested facilities for ACS(s) providing care for outpatients and inpatients include,
but are not limited to arenas, football fields, churches, gyms, community centers, parking lots and county
fairgrounds. Suggested facilities for providing care to supportive patients are medical shelters, and
suggested facilities for providing care for critical complex patients are mobile field hospitals. (For more
information on mobile field hospital, please contact the California Emergency Medical Service Authoristy.)

Patient Type Scope of Care ACS Facility Type
Patient presents with general
outpatient care requirements or

Outpatient/ : . . Parking lot, football fields, Gym,
Inpatient patlgnt presents W.'th Inpatient care Churches, Community Center
requirements and is not well enough
to go home
Patient presents with palliative care
Supportive requirements or an existing condition Medical Shelters

with maintenance care requirements
(e.g. renal failure, diabetes, etc.)

Patient presents complex critical care

Critical Complex .
requirements

Mobile Field Hospitals
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2 Planning for Healthcare Surge

Mass casualty events create demand for healthcare services, or a healthcare surge, that often exceed the
infrastructure of the affected community. The concept of a surge forms the basis of preparedness and
planning efforts for mass casualty events. It is important, therefore, to define Surge Event and Surge
Capacity as referenced in this guide.

A Surge Event is proclaimed in a local health jurisdiction when an authorized local official, such as a local
health officer or other appropriate designee®, using professional judgment determines, subsequent to a
significant event or circumstances, that the healthcare delivery system has been impacted, resulting in an
excess in demand over capacity and/or capability in hospitals, community care clinics, public health
departments, other primary and secondary care providers, resources, and/or emergency medical
services. The local official uses the situation assessment information provided from the healthcare
delivery system partners to determine overall local healthcare jurisdiction/operational area medical and
health status.

Surge Capacity: is the patient care capacity under the control of existing healthcare organizational asset
base which can be flexed to comply with the Standard of Care for a Healthcare Surge arising out of
emergencies. "Healthcare Emergency consists of an unpredictable or unavoidable occurrence at
unscheduled intervals relating to healthcare delivery, requiring immediate action"® (Industrial Welfare
Commission Order).

Healthcare surge is not the frequent emergency department overcrowding experienced by healthcare
facilities (for example, Friday/Saturday night emergencies). Itis also not a Local casualty event that
might overcrowd nearby facilities but have little to no impact on the healthcare delivery system.
Healthcare surge as referenced in this guide specifically relates to mass casualty or catastrophic events
that overwhelm the healthcare delivery system.

To respond effectively to a mass casualty event, advance planning is critical. A collaborative planning
effort between the local health department and community planners (from municipal agencies, including
public safety, and emergency management as well as representatives from local health care
organizations or institutions) must conceive a plan for how the government contracted ACS(s) would
deliver wide-ranging medical services to the population in need. This planning must be done with existing
healthcare facilities and home care entities. Planners must delineate the specific medical functions and
treatment objectives that the ACS facility would need to accomplish.’

Successful establishment of an ACS will require planners to consider the type of mass casualty event and
ensure that an ACS has adequate medical surge capabilities to meet the event-specific patient care
needs. The planning considerations in this document take an ‘all-hazards' approach, outlining the basic
considerations for the establishment and execution of an ACS. These include:

» Basic human needs (shelter, heat, food, water)

® Depending upon the jurisdiction, the designated official may be the director of emergency services,
the director or medical director of the local emergency medical services agency, or medical health
operational area coordinator. A description of these officials is provided later in this document.

6 Industrial Welfare Commission Order No. 5-2001 Regulating Wages, Hours And Working Conditions In The Public
Housekeeping Industry (Definitions): http://www.dir.ca.gov/IWC/WageOrder5 010102.html

! Hassol A, Zane R. Reopening Shuttered Hospitals to Expand Surge Capacity. Prepared by Abt Associates Inc., under IDSRN
Task Order No. 8. AHRQ Publication No. 06-0029. Rockville, MD: Agency for Healthcare Research and Quality. February 2006.
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» Basic medical care (beds, medical staff (at least one physician and two nurses), medical
equipment and supplies, medications, electricity)
» Maintenance of sanitary conditions and management of wastes (plumbing, sanitizable surfaces,
linens, means of waste disposal)
» Ancillary patient needs (social services, family waiting areas)
» Communications, safety, and security (fixed and portable communication devices, site and
building access control devices, security staff)’
It is recommended that event specific considerations are built into the ACS plans to ensure that in
addition to the basic considerations for establishment, the event-specific considerations are included for
the implementing the establishment of an ACS.

In the AHRQ Publication No. 06-0029, "Reopening Shuttered Hospitals to Expand Surge Capacity" the
following planning considerations for a generic mass casualty event scenario and an infectious agent or
communicable disease epidemic (e.g. smallpox, flu, SARS) scenario are suggested.

Scenario One: A generic mass casualty event (conventional terrorism or war, weapon of mass
destruction, or natural disaster) in which hundreds of ambulatory medical/surgical patients need
to be transferred from tertiary care hospital to make capacity for mass casualty victims. In this
scenario, every possible patient at the major tertiary hospitals would be transferred to other settings of
care and all elective non-urgent admissions and procedures would be delayed; if this still did not reduce
demand sufficiently, the surge facility would be open. The most critically ill patients would remain in the
tertiary care facilities, and the most medically stable patients would be relocated to the surge facility. Itis
also conceivable that there would be a domino effect, in which patients from tertiary care setting would be
transferred to community hospital and then less acutely ill patients in the community hospital would be
transferred to the surge facility.*

Scenario Two: An infection agent or communicable disease epidemic (e.g., small pox, flu, SARS)
that requires the creation of an infectious-disease/isolation or quarantine hospital as the surge
facility. Special considerations for a surge facility under an isolation scenario such as this include:
willingness of facility owners to allow this use at their facility, prophylaxis of staff working at the surge
facility, security and perimeter control, infectious waste removal and treatment, isolation air handling,
negative pressure room wards, laundering and contaminated linens, and (possibly) body disposal.*

General Planning Assumptions®

The successful establishment and operations of an ACS is, by its very nature, a complex undertaking with
a variety of issues to be addressed. As is the case with all aspects of emergency preparedness, these
issues are best vetted and investigated well before an event that necessitates their implementation. As
such, the following general planning assumptions should be considered by planners, regardless of the
type of mass casualty event, when developing initial plans for establishing a government contracted ACS:

1. Community planning requires significant cross service planning to establish a government contracted
ACS based on an all-hazards approach.

2. Lifesaving response will be performed by local emergency responders and citizens in the impacted
area regardless of the efficiency of state and federal response systems.

3. Seriously injured victims will require medical care quickly.

4. Government contracted ACS(s) will operate in an uncertain environment:

*  The number, type and location of casualties; the status of roads and the emergency
transportation system; and other factors such as weather, day of the week, time of day, etc.
cannot be predicted. These factors will strongly influence not only the demand for medical
care but also the availability of medical resources.

* The magnitude of the disaster and disruptions to communications systems will require
decision-makers to act without complete information about the number, type, and location of
casualties and impact on health facilities.

8 Adapted from The California Emergency Medical Services Authority (EMSA)
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5. Affected populations will adopt strategies that appear most effective for obtaining medical care. This
will result in convergence to known medical facilities, such as hospitals and clinics regardless of their
operational status. Affected populations will also converge on government contracted ACS(s) if their
location is known to the public.

6. Government contracted ACS(s) require significant logistic and personnel support from the Public
Health DOC, and the City or OA EOC for support from law enforcement, fire, public works,
purchasing, and social services. Medical, hospital, public health personnel, volunteers and disaster
service workers cannot set up and operate a government contracted ACS without this assistance.

7. Government contracted ACS(s) should be viewed as a last resort in the medical response to a
disaster because:

* Government contracted ACS(s) require large numbers of personnel and material resources to
establish and operate.

* Government contracted ACS(s) are not part of the usual health care system and their
operation is not routinely practiced and refined.

* Government contracted ACS(s) require a high-degree of interagency function and cooperation

8. Local existing healthcare facilities have plans in place to cope with dramatically increased capacity for
to 72 hours. Therefore, it is assumed that a government contracted ACS would need to open within
3-7 days after a declared surge event. Government contracted ACS(s) would need to operate for a
range of 2-8 weeks, depending on the nature of the surge event and the patient needs. There is no
maximum operational period.

2.2.1 Authority

Currently, patient care during emergencies or disasters is provided primarily at community-based
hospitals, integrated healthcare systems, private physician offices, and other point-of-service medical
facilities. The delivery of care is based on individual facility's preparedness, capacity and capability.
However, this approach to response during a healthcare surge is sub-optimal from a population outcome
perspective and a scarce resource utilization perspective. In a mass casualty incident, healthcare
facilities may lack the necessary resources and/or information to individually provide optimal patient care.

Therefore, community healthcare assets must collaboratively develop community surge capacity and
capability plans. This does not, however, preclude or diminish the need for individual healthcare facilities
to have a comprehensive emergency management plan that addresses mitigation, preparedness,
response, and recovery activities. However, efforts must extend beyond optimizing internal emergency
management plans and focus on integrating with other healthcare and non-healthcare assets in the
community, public and private.

Under the CDHS Pandemic Influenza Response Plan, responsibility for identifying and planning for
government contracted ACS(s) resides with the local health department (LHD). However, this task
cannot be completed without local, regional and state collaboration. A recommended structure for the
government authority and responsibility for the establishment an ACS using the Standardized Emergency
Management System (SEMS) emergency response structure is depicted below.

10
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Federal Agencies Emergency Support

!

State Operations Center
Medical and Health Branch Coordinator
Joint Emergency Operations Center (JEOC)

A

Y
Regional Emergency Operations Center (REOC)
Medical and Health Branch Coordinators
Regional Disaster Medical and Health Coordinators and Specialists (RDMHC/S)

i

Operational Area Emergency Operations Center (OA EOC)
Medical Health Operational Area Coordinator (MHOAC)
Medical and Health Branch Coordinator
(Charged with the responsibility to assist LHD’s with identification of resources for the operations of ACS(s))

1

Local Health Department
(Charged with the authority and ibility for the i of ACS(s))

Although the LHD has the authorization to set up and operate an ACS, it is expected that the Operational
Area Emergency Operations Center (OA EOC) will provide support for the operational requirements for
the establishment of an ACS. The medical/health branch of the OA EOC is led by the Medical Health
Operational Area Coordinator (MHOAC) and has the resources to support the operations of an ACS. As
such, it is recommended that the OA EOC assist the LHD to identify resources for the management and
operations of an ACS.

A substantial amount of advance preparation must take place before a disaster arises that necessitates
the opening of an ACS. If LHD(s) choose to pursue the use of a location as an ACS, key local authorities
will need to come together to ensure the individuals responsible for the operations of an ACS are clearly
identified. LHD(s) should consider identifying who will be responsible for the ACS and for getting it up and
running; and who will be in charge of operating the ACS when it is needed.”

It is recommended that LHD(s) formalize an ACS Planning and Management Team to establish the
minimum planning and operational requirements for establishing an ACS in a local community. The team
should have a designated team leader with responsibility for maintaining contact with the team, arranging
meetings, and representing the team as needed to take on the responsibility for establishing an ACS.
Expertise in the following areas is heeded, with preference for those with knowledge about operating
under emergency conditions:

* Disaster response/emergency management coordination (management, coordination of work

with involvement of multiple entities).

* Hospital staffing

*  Facilities

*  Security

e Patient transport

e Patient information management

*  Coordination of supplies, equipment and pharmaceuticals

The ACS Planning and Management Team should engage in community based planning efforts in the
preparation for the establishment of a government contracted ACS. The inclusion and integration of non-
healthcare entities in the community is an important element of the community based capacity and
capability. Below is a checklist of community members for consideration as the ACS Planning and
Management Team begin to plan for the establishment and execution of government contracted ACS.

Community Participant Role
0 Local Emergency Medical Local implementing arm of the Emergency Medical Systems
Services Authority Authority.

11
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Community Participant Role
Law Enforcement and Fire Emergency first responders
Public works & Local Utility . .
: Essential services
Companies
a Communication Companies | Communication needs
Major employers and
d business community, Essential supplies and services
especially big-box retailers
a Area Airports Transportation
Red Cross / Salvation Army
(] and other non-profit Volunteers and Supplies Aid
organizations
National Guard and Military . .
(] Establishments Transportation and infrastructure support
a Chamber of Commerce Business community support
a Board of Realtors Help coordinate additional space for healthcare facilities
0 City Unified S_chool District Alternate Care Sites
and Community Colleges
a Public transportation Transportation
a Faith based organizations Translation and funeral services
a Private security firms Security services
a Mortuaries Funeral services
o Neighborhood emergency Volunteers
response centers

2.2.2 Contract Considerations

Facility

The first and foremost contract requirement for a government contracted ACS is the contract for securing
premises and operating an ACS on a private, public or tribal property. The ACS Planning and
Management Team should enter into contractual agreements for the acquisition of facility locations to be
under the authority of local or state government in the event of a declared surge. A sample Memorandum
for Use of Facilities in the Event of a Mass Medical Emergency is included in Appendix A.

Non-Clinical/Clinical Supplies & Equipment and Pharmaceuticals

In addition to facility contracts, the ACS Planning and Management Team should decide which items or
services will be contracted for or outsourced and which will not. Planners should examine the potential
for borrowing from other hospitals in the operational area, and also consider goods and services that
many be available under a disaster declaration from State and Federal authorities, including the Strategic
National Stockpile. Once the ACS location has been secured, the ACS Planning and Management Team
should undertake a detailed analysis of available services in the area.”

National equipment and supply vendors provide a host of services. Regional vendors may be more
specialized and only provide one or two necessary services. Some contracting arrangements can be
made in advance on a 'contingency' basis so that contracts can be implemented rapidly when an
emergency occurs. In the preplanning stages, it is possible to develop contracts, purchase orders,
vendor relationships and inventory reallocation plans. Not everything needs to be contracted for in
advance, however, as many vendors report being able to meet the new demand at virtually any time. If
the entire equipment and supply process is to be arranged under a comprehensive service contract, the
facility assessment itself could perhaps include someone from the selected contractor who will be
responsible for so much of the time-sensitive ramp-up during the week prior to opening. Using an
existing contract at a major medical center as the contractual 'vehicle' would promote even faster
procurement.*

12
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(See also Supplies, Pharmaceuticals and Equipment work group output document for licensing of
dispensing at an ACS.)

Security Services - Personnel and Equipment
In some cases, private security personnel may need to be contracted for services at an ACS. A contract
would have to be set up in advance with a firm, to specify the following:

*  Number of security personnel needed and by when. (It should be readily feasible to get up to

10 security personnel from a private firm within 24 hours.)

*  Security protocols to be followed and exact parameters of responsibility.

* Level of training needed.

* Gear and equipment specifications.

*  Number of personnel who need to be armed.

e Chain of command guidance.
The firm under contract should specify how (and how quickly) personnel will be made available given the
needs of their permanent client list and should assess if they can truly deliver the needed staff.

(See also Personnel work group output document for augmenting workforce at an ACS.)

Environmental Services - Personnel and Equipment
Environmental service personnel and equipment may need to be contracted for an ACS. Planners may
choose to pre-establish executable contracts for disaster remediation and pest control, general waste
management, hazardous waste disposal, and laundry services. Many organizations provide these
services and they tend to be local. Waste disposal is almost always outsourced, and, in the absence of
on-site laundry machines, it would be wise to outsource laundry services as well. Environmental services
personnel contracts should include specific language around the following tasks:
* General cleaning of surfaces and walls within patient areas, including wet/dry methods,
timing to repetition, appropriate materials, and detergents/disinfectants.
*  Mitigation of the use of mists, aerosols, and fumigants in patient areas and cleaning methods
that disturb and distribute dust into patient areas.
* Cleaning areas with immunocompromised patients.
*  Cleaning spills of bodily fluids.
*  Special care of carpeting and other cloth furnishings.

(See also Personnel work group output document for augmenting workforce at an ACS.)

Food Services - Personnel and Meals
Food service personnel and meals may need to be contracted for an ACS. Planners may choose to pre-
establish executable contracts for food service personnel and meal supply.

(See also Personnel work group output document for augmenting workforce at an ACS.)

2.2.3 Facility Assessment

The selection of the ACS location is critical for the successful operations of the ACS. A thorough facility
assessment should be conducted early to select the proper facility for ACS operations. The ACS Planning
and Management Team should determine the appropriate individuals to participate in the facility
assessment. Some considerations include, but are not limited to security professionals, supply and
equipment contractor and environmental engineers.

The following are considerations for the planners as they assess potential ACS locations.’

Location Selection

% ACS site Criteria adapted from Federal Medical Station Site Selection and Support Requirements. (From D. Boyd, ACS Work
Team Member)
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Optimally, ACS planners should locate and determine the suitability of an existing facility or structure that
can be utilized to support the ACS, consistent with its intended purpose for the specific incident.

Roadway Access and Security

ACS(s) should have access to at least two-roadways. This would provide continued access to the ACS in
the event that one roadway became blocked or inaccessible. These roadways should connect directly to
the ACS property. This would allow for easy set up of traffic stop points to limit access and check
personnel identification or vehicles if needed during surge use.

Building Size Considerations

The building size is also a very important factor when selecting an ACS structure. The building should be
large enough to effectively care for the patients. The exact allocation of space will be largely determined
by the facility design; however, for reference the minimum building size of a functional ACS that can
incorporate the 250-bed capacity is approximately 40,000 square feet. The minimum sized building
required for either a 50-bed Quarantine and Shelter ACS or a 50-bed Non-Acute Care ACS is
approximately 9,000 square feet. An open area of approximately 50,000 sq ft is considered optimum for
an 250 bed ACS; 40 sq. ft per bed, per person.6 The total size and number of beds will be directly
influenced by factors such as facility layout (should not let the building dictate the support requirement),
number of patients, patient acuity, and the medical logistics support.

Building Security

ACS(s) should have a limited number of building entranceways (approximately a half dozen or fewer) that
are readily controllable for security purposes. In addition, it should be capable of being secured and
providing secure storage for controlled substances and other sensitive medical materials.

14
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Additional Facility Selection Consideration
Below are additional suggested considerations for facility selection that can assist planners in selecting
an ACS facility.

Close proximity to its supporting hospital for ease of transferring patients and sharing of
resources, such as laboratories and diagnostic capabilities

Sufficient number and types of existing communications (hard wire telephones and high
speed internet ports)

Adequate parking and loading ramps

Utilities: electrical power (back-up generator capability is highly desirable);ventilation; heating;
air conditioning; water and plumbing systems

Separate rooms with large floor space for patient care or ability to partition open space to
create private patient care rooms

Nursing stations

Bathrooms with shower capabilities for patients

Kitchen facilities

Rooms for registration and family waiting area

Climate control

Waste removal capabilities

Area for hand-washing stations and other safe hygiene techniques

Staff support / rest break areas

Adequate staging areas for supplies and storage

Isolation areas for mental health patients

Adequate HVAC for proper ventilation throughout facility

Wheelchair access

Fire protection safety and equipment (e.g., fire extinguishers, fire alarms, etc)
Refrigeration capabilities for safe storage of medical supplies and food, if needed

Clinical Considerations
When selecting an ACS, it is important to evaluate the clinical care requirements for treating patients.
Listed below are considerations for providing care at the ACS:

Triage focused areas for patients requiring various levels of care
Pharmacy area that provides pharmaceuticals necessary for patient care
Laboratory / blood testing capabilities

Isolation and decontamination capabilities

Sufficient equipment support for clinical care, including medical gases
On-site imaging capabilities

Oxygen supply and cylinder refill capability

Mortuary support

Recommended Facilities

Recommended existing structures suitable for use as an ACS include: National Guard armories,
gymnasiums, civic sports centers, schools, hotel conference rooms, health clubs, convention centers, and
community centers. Large tents or similar “soft” structures can also be used. One factor that makes
National Guard armories and schools attractive is the fact that they are generally publicly owned
structures, making it easier for emergency coordinators to rapidly secure them in the event of a disaster.

An Alternate Care Site Assessment Tool is included in Appendix B to assist planners in identifying
potential locations that can serve as an ACS and the minimum physical requirements for operations of an
ACS. The tool will assist in determining the criteria/requirements/standards for a particular ACS location
as it relates to:
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Location considerations for an ACS: airports/hangers, non-operating hospitals, arenas &
stadiums, fairgrounds/parks, schools, churches, gyms, community centers, football fields,
government buildings, hotels/motels, meeting halls and warehouses

Clinical Care Requirements: What are the minimum clinical requirements to provide patient
care?

Infrastructure: Is there sufficient square footage to provide space for patient cots or mats and
space for work area for healthcare providers, ancillary workers and support staff? Is there
space to store supplies? Can access to the building be safely controlled? Is the building
environmentally safe for patients and workers?

Total space and layout: Is there an area where patients can easily be transferred from
ambulances into the building? Is there ample parking for workers and patient families? Is there
adequate space to safely store contaminated waste until pick up?

Utilities: Does the building have a system of back up power? Electrical outlets? Sanitary
facilities? Running water?

Communication: Can multiple phone lines and internet connections quickly be activated at the
site? Who do they need to serve? Is the wiring sufficient to support phone lines and internet
connections?

Other services: Is there an area where food can be prepared safely or received from a
catering service?

2.2.4 Non-Clinical Operational Considerations

Security Services®

Safety and security is the most essential operational requirement of an ACS. Without proper safety and
security measures at an ACS, the lives of patients and personnel will be in jeopardy.

It is recommended that an ACS be open to the public ONLY IF an armed guard is present at the time of

opening.

Security needs and goals at the ACS would be comparable to those at any hospital under normal
conditions of operations. These include general safety of patients, staff, and visitors, and protection of
pharmaceuticals and other assets. However, typical measures to achieve security would be more
complex for an ACS due to the following reasons:*

Since this is a temporary ACS facility; the facility itself and security procedures will be
unfamiliar and not yet routine to the security staff. Therefore, protocols will be more difficult to
maintain and unusual events will be more difficult to identify

ACS personnel will not be known to security staff or to one another, therefore unauthorized
persons will be more difficult to identify

Mechanical and electronic security controls would be quickly retrofitted onto the ACS structure
and may not be of optimal design and function for this facility

All personnel, patients, and visitors will be under heightened stress due to the catastrophic
event that necessitated opening of the ACS

Protestors and demonstrators (for example, animal rights activists) may target the ACS

During an infectious agent or communicable disease epidemic scenario, there are significant additional
security concerns and risks beyond those mentioned above. If the ACS is to serve as an
isolation/quarantine facility for infectious patients, there could be a strong not-in-my-backyard reaction
from the community surrounding the surge facility, generated by fear of the infectious agent. This could
cause community members to object and try to prevent the facility from opening and receiving patients,
and might lead to disruption of facility operations. If there is widespread perceived risk from the infectious
agent, and if vaccinations and medical prevention and treatment are in short supply, there could be
aggressive attempts to obtain or steal medications from the surge facility. These are serious and real
security risks, and they will be difficult to manage under the conditions of a quickly opened temporary
surge facility. The following additional measures should be considered:

Providing security for incoming and outgoing vehicles (for roadways between site perimeter
and major corridors through the community), in particular those transporting infected patients.
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*  Controlling access to the grounds.
* Heightened access control into and around the building.
*  More stringent identification and tracking of patients, staff, and visitors.

Access Control

Control of access to the site and the building would be achieved through security personnel, physical
barriers such as fencing and Jersey knees, and mechanical and electronic devices such as locks, card
reader systems on doors, and security cameras. There is a strong interplay between these security
methods. As an example, if doorways cannot be locked or secured with electronic card readers,
additional security staff will be needed at each doorway.

Controlling Site Access

ACS(s) should have access to at least two-roadways. This would provide continued access to the ACS in
the event that one roadway became blocked or inaccessible. These roadways should connect directly to
the ACS property. This would allow for easy set up of traffic stop points to limit access and check
personnel identification or vehicles if needed during surge use. In particularly difficult security situations,
roadways except one could be blocked with Jersey knees or other barriers, and traffic access could be
limited to one checkpoint using physical traffic barriers plus security staff. Facility access roadways are
also wide enough to create zigzag pathways to prevent a hostile vehicle from approaching the facility at
high enough speeds to cause damage. For ACS(s) with large, open land areas with no fencing or other
barriers, significant installation of physical barriers as well as security staff would be needed to control
access onto the site.

Controlling Building Access

The exterior windows, doors, and other structural components of the ACS building should be in place with
no breach in the building envelope allowing for building access other than in normal doorway entrances.
Locks on doors and windows should be in place and functional. A limited number of building
entranceways (approximately a half dozen or fewer) should be established. Exterior doorways should be
controlled with locks and if possible electronic card readers. If not, security experts estimate that three to
four security personnel would be needed per shift to control building access and monitor the building. If
doorways could not be secured via use of such technology, additional security personnel would be
needed to control these doorways.

Securing Pharmaceuticals

ACS(s) should have a lockable pharmacy area. Aside from the lockable doors, there should be security
personnel and if possible, alarms and cameras. Installation of some of these additional security controls
may be needed to protect the pharmacy area under the isolation/quarantine scenario if there is a general
shortage of vaccines or preventive or curative medications as described in the introduction.

(Also see Supplies, Pharmaceutical and Equipment work group document for additional information on
considerations for securing pharmaceuticals.)

Identification and Tracking of Patients, Staff and Visitors

Comprehensive identification and tracking efforts will be needed and security experts recommend
issuance of staff identification badges, use of security personnel for identification and tracking or limitation
of visitors. This identification and tracking would be conducted in concert with other access control
measures as described above.

(See Adminstrative work group output document for additional patient and valuables tracking
considerations.)

Monitoring and Prevention

Regular patrols by security personnel would be needed to continually identify and de-escalate potential
security problems. In an infectious agent or communicable disease epidemic scenario, significant
monitoring efforts would be needed as the security risks are much greater. Ideally, remote security
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monitoring devices such as door alarms and security cameras would be used in combination with
patrolling security personnel. If remote monitoring is not feasible, a significantly higher number of security
personnel will be needed.

Security Communications

Effective execution of security protocols will require that on-site security personnel be able communicate
with one another and be able to call in outside emergency personnel if needed. During surge, security
teams will need to communicate with each other, possibly with existing facilities and with the local police
department.

Security Management and Protocols
It is recommended that a comprehensive security management plan and action protocols be developed
by security experts for any planned government contracted ACS use.

Security Staffing

In a generic mass casualty event (conventional terrorism or war, weapon of mass destruction, or natural
disaster), approximately four to six security staff per shift would be needed, and perhaps more at a larger
facility. This includes three to four staff for building access control and security, and one to two staff for
site access control and security. This level of staffing assumes that a reasonable level of physical barriers
and mechanical and electronic security controls can be installed so that doors can all be locked and that
physical traffic barriers are in place. If this is not the case, additional staffing will be needed. For example,
an additional security staff person would be needed at each entrance door that could not be locked or
otherwise secured.

In an infectious agent or communicable disease epidemic scenario, a higher level of staffing will be
needed as security risks are greater. Approximately 8 to 12 security staff would be needed, 4 to 6 each
for both building access control and security and site access control and security. Again, this level of
staffing assumes that physical and mechanical controls can be installed for site and building access
control. If these controls cannot be put in place, a higher level of staffing would be needed, including two
to four additional security staff per shift to patrol and secure the site perimeter.

Sources of Security Staff

A possible option for security staff would be to contract with a private security firm; these exist in every
city. Some of these firms specialize in the types of emergencies that would necessitate opening a surge
facility. A contract would have to be set up in advance with a firm. In addition, it may be possible to hire
officers from the local community police department in the town where the surge facility is located to serve
as paid police details. This cannot be set up in advance or guaranteed. Depending on what else is
happening in the community, all officers may be fully utilized conducting their regular duties and will only
be available to respond to active security or civil unrest situations.

Security personnel may also be called in from public police or military entities such as: local police, State
police, National Guard, military police, or security members of Federal DMATs or DMRTSs (only under a
Federal emergency). Personnel from these organizations cannot be arranged for in advance, but can only
be called in to respond to an existing emergency situation.

In an infectious agent or communicable disease epidemic scenario it may be more difficult to obtain
security personnel, as many will not wish to serve at an isolation/quarantine facility. Armed security staff
may be needed under this scenario if civil unrest threatens to disrupt facility operations. Staff might also
need protective gear against the infectious agent, such as respirators for which medical screening,
training, and fit testing are required. Private security firms and/or their staff will likely be unwilling to serve
at the isolation/quarantine surge facility. Local police officers might have the necessary skills and training
and are likely to be fitted with respirators under DHS preparedness efforts (powered air-purifying
respirator or air-purifying respirator fitted with HEPA cartridges at a minimum are recommended) but may
be unwilling to serve at the isolation/quarantine surge facility.
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Environmental Services*
With hazardous and infectious materials and exceptionally strict occupational and facility cleanliness
standards for patient safety, environmental engineering at an ACS is a science in itself. The several
hundred page Guidelines for Environmental Infection Control in Health Care Facilities by the Centers for
Disease Control and Prevention document is specifically aimed at environmental controls that decrease
patient illness from common hospital infections at all phases of care, and can be used as guidance for the
environmental service requirements at an ACS. Staff and/or contractors will be needed for the following
functions:
* Cleaning the surge facility to bring it to sanitary standards before admitting patients
*  Maintaining sanitary water, air, and other environment throughout the course of surge facility
operation
* Laundering uniforms, bedding, and other cloth goods
* Disposing of hazardous materials under strict Environmental Protection Agency (EPA)
guidelines
* Disposing of medical and other waste (both solid and liquid)

In addition to staffing, the following environmental services equipment will need to be purchased or
procured:
* EPA certified detergents, disinfectants, and chemical sterilants (including tuberculoids and
germicides)
* Disposable mops, cleaning cloths, sponges, and other cleaning apparatus
*  Floor buffer/polisher and carpet shampooer
*  Sweeping apparatus (note: recommendations from EPA suggest minimizing the use of such
tools as they may disturb and distribute dust into the air — use wet mops whenever possible)
e Industrial strength vacuum with HEPA filter (and replacement)
* Containers and labels for hazardous waste
* General waste containers
* Cleaning carts and cleaning material storage shelving

During the planning phase, environmental engineers should accompany the team on the assessment of
the selected surge facility. They should take note of the facility’s current condition from a sanitation
perspective. If pests or rodents are noted, planners may wish to fumigate the facility using appropriate
hospital procedures prior to any declaration of surge need. Patient areas must be free of chemical
residue; therefore, special precautions, specific techniques, and time must be observed. Proactive pest
control will allow the ACS to open without delay.

Planners will also need to consider infrastructure options for waste disposal and removal. Contracts with
hazard remediation cleaners may need to be executed to deploy staff to clean a facility that has had
limited upkeep over several years and prepare it for patient care. During the 3-7 days prior to opening the
ACS, environmental staff will transition from a hazard remediation cleaning standard to an upkeep phase.
It may be appropriate at this point to transition from cleaning contractors to other service vendors or staff
familiar with general hospital sanitary operations.

For an ACS facility of 250-300 patients, the environmental engineering staff will likely include up to 30
FTEs and 5 managers to cover all the shifts. These staff and managers should be familiar with U.S. Code
pertaining to hospital cleanliness standards, OSHA regulations, Food and Drug Administration guidelines
and regulations, EPA guidelines, and general best practices.

An environmental crew should be the first staff in the ACS, as soon as a department of public health has
authorized its preparation for use. This disaster remediation team, noting the specific instructions based
on the facility assessment, will be responsible for cleaning a facility that has not had a medical grade
cleaning — and bringing it to sanitary standards appropriate for patients. Cleaners will maintain the ACS
and keep general orderliness and cleanliness while many people enter and exit the ACS during the
preparation period.
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Once patients are admitted and the ACS is operating, environmental services staff may take on a role
identical to that at any traditional hospital. In an infectious agent or communicable disease epidemic
scenario, their role will require additional germicidal and disinfectant tools. Basic tasks to be performed by
environmental service staff include, but are not limited to:
*  General cleaning of surfaces and walls within patient areas, including wet/dry methods, timing
to repetition, appropriate materials, and detergents/disinfectants
* Mitigation of the use of mists, aerosols, and fumigants in patient areas and cleaning methods
that disturb and distribute dust into patient areas
e Cleaning areas with immunocompromised patients
e Cleaning spills of bodily fluids
*  Special care of carpeting and other cloth furnishing
*  Special pathogen considerations

As patients are gradually discharged and the surge facility is prepared for closure, cleaning staff can also
be reduced. A core staff will remain to shut down the facility and return it to a safe closure state.
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Administrative Services

(See Adminstrative work group output document for medical record documentation, patient and valuables
tracking, charge capture standards, registration and billing, and sample downtime procedures for
registration, medical record number, and billing at an ACS.)

(See Personnel work group output document for streamlined credentialing and personnel verification
during a healthcare surge.)

Staffing of Non-Clinical Personnel
(See Personnel work group output document for augmenting, organizing and maintaining a workforce at
an ACS))

Non-Clinical Supplies and Equipment
Communications and IT Capabilities. Reliable communications and IT systems will be required among
the ACS and nearby health institutions, EMS providers, unified command, law enforcement, suppliers,
staff members and the public.* Redundant communication and IT capabilities for operations of an ACS is
essential during a surge event. Communication and IT systems allow for ease of communication
between ACS and hospitals, in addition to law enforcement, staff members and suppliers. Core
communication and IT equipment could potentially be inaccessible due to damage, resulting in a lack of
communication methods and IT capabilities during a surge. It is recommended that planners plan for the
worst case scenario and consider the following means for internal and external ACS communications and
IT support:

* Runners

* Portable/Hand Held radios

* Disaster radios

* Overhead announcers

*  Telephone

*  Cell phones

e PA system

* Fax System

* Televisions

* Hand held devices

* Laptops

(See Supplies, Pharmaceutical and Equipment work group document for additional information on the
acquisition of non-clinical supplies and equipment.)

2.2.5 Clinical Operational Considerations

An ACS can be described by its medical surge capability, which is descriptive of the types of services that
can be offered/provided to patients during times when the health care system is experiencing a surge of
patients.® Based on the patient types described in Section | of this document, the table below outlines the
minimal treatment considerations for supportive, outpatient/inpatient and critical patients. The table can
be used to determine the clinical operational considerations for setting up one of the three types of
government contracted ACS(s): Medical Shelter, Outpatient/Inpatient Facility, or Mobile Field Hospital.
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Patient Type: Supportive Outpatient Inpatient Critical
Treatment
Considerations:
Limited Lab Testing Limited Intermediate Advanced
Phi aceutical Basi Limited Intermediate Advanced
afmacetticats asic (Basic / Routing Care) (¥ Capabilties) (I Capabilties)
r Intermediate
" _ Limited " R N
Imaging Capabilities Hone (Portable ¥-Ray only) [Radiology including Partable X- Advanced
¥ only Ray and Utrasound)
" o . Intermediate
Medical Gases Limited Limited (Oueygen and Suction Only) Advanced
Hone Hone Procedural Sedation only Yes
Special Dietary Heeds Hone Reduced Special Dietary Heeds
Limited L . ICU with advanced
(Home vertilator only) CLLC Respiratory Support Only respirator support
Morgue Plan Yes Yes Yes Morgue
Dialysis Limited Hone Hone Yes
e On-going Chronic Med-Surg/Peds/0BPsye Med-Surg/Pedsi0BPsye
ClnIEREnERITES Medical Care pets Capabilities Capabilities
Hone Yes Yes Yes
Triage / ER. Medical Assessment Onhy Triage only Triage and ALS (+/-} ER

804 Laboratory Testing

805 In all probability, limited lab testing will be performed at an ACS, with the exception of a mobile field
806 hospital. It will be easier to employ bedside point of care testing for common tests and courier service
807 and contract with private laboratory testing companies or other hospitals for more advanced test than to
808  try to establish a laboratory in an ACS.

809

810 Medical Record Documentation

811 (See Adminstrative work group output document for medical record documentation.)

812

813 Staffing of Clinical Personnel

814  (See Personnel work group output document for scope of practice information and augmenting,

815 organizing (staff ratio consideration for an ACS) and maintaining a clinical workforce at an ACS.)

816

817 Clinical Supplies, Equipment and Pharmaceuticals

818 (See Supplies, Pharmaceutical and Equipment work group document for additional information on the
819 acquisition of clinical supplies, pharmaceuticals and equipment.)

820

821 2.2.6 Incident Command Structure

822 Using a standardized organizational system that clarifies individual and team responsibilities, chain of
823 command, and communication pathways will facilitate maximum staff efficiency in a difficult situation. As
824  SEMS is recommend for the emergency response structure for the external authority of an ACS, it is

825 recommended that the ACS planning and management team institute an ACS incident command

826  structure adapted from the existing Hospital Incident Command System (HICS) for the internal operations.
827
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The adapted HICS structure will allow for'®:

*  Predictable chain of command

* Flexible organizational chart allows flexible response to specific emergencies

* Prioritized response checklists

*  Accountability of position function

* Improved documentation for improved accountability and cost recovery

*  Common language to promote communication and facilitate outside assistance

*  Generic approach to command and control that is designed to function with positions instead
of relying on key individuals

* Cost effective emergency planning within health-care organizations

The HICS model outlines a variety of key roles and responsibilities for incident command. It is scalable to
the size of the event and the number of roles can be modified based upon the operational needs of an
ACS during a surge event. At a minimum, it is suggested the following roles be considered for the
operations of an ACS:

Incident Commander. The incident commander assumes overall leadership. He/she is assisted by several
advisors/coordinators who deal with the news media, other agencies, security and safety, and physician
assignment. The four major section chiefs are assigned by the incident commander. Each chief
designates directors and unit leaders to sub-functions.

Logistics Section Chief. The logistics section chief focuses on operations associated with the physical
environment and ensuring adequate levels of food, shelter and supplies. He/she is responsible for power;
utilities; sanitation; water; trash; communication systems (telephone, intercom, paging system);
transportation of supplies, patients, and staff; and meals for patients and staff.

Planning Section Chief. The planning section is responsible for compiling information about the current
situation and developing long-range planning. He/she is to keep staff up to date regarding the current
disaster situation inside the hospital and in the surrounding area, maintain an inventory of available staff
and volunteers, organize and coordinate medical and nursing staff, track patient census by location and
status, and anticipate needs.

Finance Section Chief. The finance section is to monitor the utilization of financial assets. He/she is
responsible for the accounting and documentation of all resource expenditures, providing cost analysis
data, maintaining personnel time records, negotiating and/or issuing contracts to purchase or obtain
resources and receiving and investigating all accident/incident claims resulting from an employee action
on hospital property.

Operations Section Chief. This is a large section covering the overall delivery of medical care, ancillary
services, and staff support. This group is responsible for triage; patient admissions and discharges;
planning for short- and long-term staffing and medical resource needs; morgue services; overseeing
laboratory, radiology, and pharmacy services; and the social and psychological needs of the staff,
patients, and families. This group would also be responsible for sheltering and feeding of staff and
volunteer dependents.

A communication and reporting plan should be developed to for internal and external briefings following
the HICS model. Suggested forms for communication and reporting protocols include:

HICS Form 201: "Incident Briefing"
HICS Form 203: "Organization Assignment List"
HICS Form 205: "Incident Communications Log"

1% AHRQ. Publication No. 06-0029, "Reopening Shuttered Hospitals to Expand Surge Capacity."
February 2006
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HICS Form 251: "Facility System Status Report"
HICS Form 261: "Incident Action Plan Safety Analysis"

Incident Commander

Public Information [__A

Officer

Liaison Officer

Safety Officer

N——

Medical / Technical
Specialist(s)

Operations Section
Chief

Planning Section
Chief

Staging Manager

Medical Care
Branch Director

Infrastructure
Branch Director

HazMat Branch
Director

Security Branch
Director

Business Continuity|
Branch Director

2.2.7 Training

— 1

Logistics Section
Chief

Leader

| | Resource Unit

Leader

| | Situation Unit

Leader

| [Documentation Unit

Leader

L___{Demobilization Unit

— 1

Finance /
Administration
Section Chief

| | Service Branch
Director

L Support Branch
Director

— 1

Time Unit Leader
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Training for ACS operations requires both pre-event training and on-site/just-in-time training.

Below is a list of training topics to be considered for pre-event training:

e SEMS

* ACS Incident Command System, adapted from HICS, to include job action sheets

* ACS setup training in the form of drills/table top exercises
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* Concepts of mass casualty care training for clinical staff including Public Health Principles -
Doing the greatest good for the greatest number of people

* ACS Operational Training including inventory management, infection control and PPE, security
and safety, equipment training,

e Orientation training including process flow for inside and outside the facility and communication
protocols.

* Point of care testing

* Volunteer training

On-site / Just-in-time training

On-site, and/or just-in-time training may be required to provide orientation to ACS operations and
procedures. It is assumed that medical and emergency medical training has been received by staff with
medical licenses.

* Patient tracking

* Report procedures, check in procedures, credentialing

*  PPE, medical evaluation and testing, infection control, FIT testing
* Logistics and operational training

*  Employee handbook of procedures

2.2.8 Legal Considerations

The California Emergency Services Act, the State of California and its political subdivisions have the
responsibility and authority to take what ever actions necessary to mitigate the effects of an emergency.
Specifically, "the state has long recognized its responsibility to mitigate the effects of natural, manmade,
or war-caused emergencies which result in conditions of disaster or in extreme peril to life, property, and
the resources of the state, and generally to protect the health and safety and preserve the lives and
property of the people of the state." (California Government Code § 8550) Included within this authority
is the ability of the state or local government to establish an Alternate Care Site (ACS) to enable the
provisions of healthcare services necessary to treat those impacted by the disaster. As a response under
a declared disaster, the ability to establish and operate an ACS is not subject to those state laws or
regulations generally applicable to healthcare facilities as they existed pre-disaster.

Qualified Immunities

To some extent, the Legislature has already recognized liability in an emergency. There are several
statutes providing qualified immunity to persons rendering aid during an emergency. These immunity
provisions instruct the courts not to impose liability in specified emergency circumstances. Thus, if the
immunity applies, there can be no liability. This, in turn, may reduce the need for a suspension of
regulatory requirements, because the immunity already contemplates that the standard of care is altered
in emergency circumstances.

Qualified immunities refer to the immunity from civil liability that is afforded within a certain range of
circumstances, as by a requirement of good faith or due care. Below are the qualified immunities that
would be applicable to an ACS for facilities, volunteer personnel, and contracted personnel.

Qualified Immunities for Facilities - California Civil Code § 1714.5 defines the qualified immunities for
facility liability claims at an ACS. Per § 1714.5, "no person who enters a designated building or premises
for refuge, treatment, care or assistance during an emergency has a cause of action for personal injuries
against one who owns or maintains any building or premises designated as a shelter or mass care center,
first aid station, temporary hospital annexes or as other necessary facilities for mitigating the effects of an
emergency. Designation obtained from any disaster council or any public office, body or officer of the
state or US, unless willful act of such owner or occupant”.
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California Civil Code § 1714.6 further defines that "no person shall be liable for negligence as a matter of
law, or prosecuted for violation of any statute or ordinance, where the act or omission involved was
required in order to comply with [omitted military order] any regulation, directive, or order of the Governor
under the California Emergency Services Act. During a declaration of a disaster by the Governor, if an
ACS is established to mitigate the effects of an emergency, no liability shall fall on the owners of the ACS
facilities, unless an act of willful omission is committed".

Qualified Immunities for Volunteer Personnel - The Volunteer Protection Act of 1997 states that "no
volunteer of a nonprofit organization or governmental entity shall be liable for harm caused by an act or
omission of the volunteer on behalf of the organization or entity if: (1) the volunteer was acting within the
scope of the volunteer’s responsibilities...etc. (2) if appropriate or required, the volunteer was properly
licensed, certified, or authorized by the appropriate authorities...etc." This statute is very broad and may
apply in broad circumstances, so long as summoned by a proper authority, and possesses the required
first aid and emergency care training; immunity from liability appears to exist for providing any service that
could fall within the definition of emergency services. For the purposes of this statute, emergency
services includes but is not limited to first aid and medical services, rescue procedures, and
transportation or other related activities necessary to insure the safety of the victim who is the object of a
search or rescue operation.

California Civil Code § 1714.2 and .21 states that "if trained in basic CPR by the AHA or ARC and in good
faith renders CPR at the scene of an emergency is not liable for any civil damages unless grossly
negligent". Not applicable to those expecting compensation (e.g., staff/volunteers trained in CPR who
render aid during duty hours). A person is not liable for any civil damages if rendered AED (defibrillator)
at the scene of an emergency, if complied with applicable requirements of Health and Safety Code
1797.196.

Qualified Immunities for Contracted Services - Good Samaritan Statutes outline qualified immunities for
contracted healthcare personnel providing services in an emergency situation. California Business &
Professional Code § 1627.5 applies to dentists and states that "no person licensed under this chapter
[dentists], who in good faith renders emergency care at the scene of an emergency occurring outside the
place of that person's practice, or who, upon the request of another person so licensed, renders
emergency care to a person for a complication arising from prior care of another person so licensed, shall
be liable for any civil damages as a result of any acts or omissions by that person in rendering the
emergency care".

California Business & Professional Code § 2395 applies to physicians and surgeons and states that "no
licensee, who in good faith renders emergency care at the scene of an emergency or during a medical
disaster, shall be liable for any civil damages as a result of any acts or omissions by such person in
rendering the emergency care. "The scene of an emergency" as used in this section shall include, but not
be limited to, the emergency rooms of hospitals in the event of a medical disaster. "Medical disaster"
means a duly proclaimed state of emergency or local emergency declared pursuant to the California
Emergency Services Act (Chapter 7 (commencing with Section 8550) of Division 1 of Title 2 of the
Government Code). Acts or omissions exempted from liability pursuant to this section shall include those
acts or omissions which occur after the declaration of a medical disaster and those which occurred prior
to such declaration but after the commencement of such medical disaster. The immunity granted in this
section shall not apply in the event of a willful act or omission”.

California Business & Professional Code § 2727.5 applies to nurses and states that "a person licensed
under this chapter [nurse] who in good faith renders emergency care at the scene of an emergency which
occurs outside both the place and the course of that person's employment shall not be liable for any civil
damages as the result of acts or omissions by that person in rendering the emergency care. This section
shall not grant immunity from civil damages when the person is grossly negligent".

California Business & Professional Code § 2861.5 applies to licensed vocational nurses and states that "a
person licensed under this chapter [licensed vocational nurse] who in good faith renders emergency care
at the scene of an emergency which occurs outside both the place and the course of his employment
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shall not be liable for any civil damages as the result of acts or omissions in rendering the emergency
care. This section shall not be construed to grant immunity from civil damage to any person whose
conduct in rendering emergency care is grossly negligent”.

California Business & Professional Code § 3503.5 applies to physician’s assistants and states that "a
person licensed under this chapter [physician’s assistant] who in good faith renders emergency care at
the scene of an emergency that occurs outside both the place and course of that person’'s employment
shall not be liable for any civil damage as a result of any acts or omissions by that person in rendering the
emergency care. This section shall not be construed to grant immunity from civil damages to any person
whose conduct in rendering emergency care is grossly negligent. In addition to the immunity specified in
subdivision (a), the provisions of Article 17 (commencing with Section 2395) of Chapter 5 shall apply to a
person licensed under this chapter when acting pursuant to delegated authority from an approved
supervising physician".

Clinical Laboratory Improvement Amendments

The CLIA statutes are very prescriptive, and prohibit any place from receiving or testing human
specimens unless it is CLIA certified (application, assurances of compliance, survey, etc). A CLIA waiver
still requires pre-approval based on an application, and limited scope of testing (42 USC 263a(d)(2).)
Since the effect of this necessitates pre-approval, it does not appear possible to secure a waiver prior to a
declared emergency. It is recommended to have a model request that included issuing a CLIA waiver to
ACS(s) under the authority of the government that are mobilized in the event of a declared local/state
emergency.

Workers Compensation for Volunteers

The State of California Disaster Service Worker Volunteer Program (DSWVP) provides workers'
compensation insurance coverage in the event a Disaster Service Worker (DSW) volunteer is injured
while performing assigned disaster duties. Registered DSW volunteers may file a claim for injuries
sustained while engaged in the following activities:

".. Performing disaster service, including travel to and from the incident site, when called to duty during an
emergency or disaster, or while participating in a search and rescue operation...Participating in an
authorized and documented, planned disaster training activity or disaster exercise." Coverage for these
activities does not include travel to and from the training site.

Unregistered volunteers impressed into disaster service by a public official having the authority to do so,
may file a claim for injuries sustained while performing that service. Unregistered volunteer workers not
impressed into service may not file a claim if injured during a training activity or disaster exercise.

HIPPA Compliance
(Please see Administrative work group output document for HIPAA Compliance during a healthcare
surge.)

2.2.9 Funding and Reimbursement Sources

Broad authority for establishing an ACS falls under the California Emergency Services Act which
recognizes the role of the state and its political subdivisions to mitigate the effects of an emergency.
Therefore the responsibility of identification of funding sources and reimbursement for an ACS is the
responsibility of the government.

(See Funding and Reimbursement work group document output.)
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3 ACS Execution during Surge
3.1 Surge Trigger

When a mass casualty event occurs, the population affected will seek medical care from the existing local
hospitals and healthcare facilities. However, as the demand for healthcare services increase and existing
healthcare facility assets become exhausted, the local or state government will have to step in and
establish government contracted ACS(s) to absorb the patient load until the local healthcare system
recovers from a surge.

At a minimum, 72 hours will be required to set up a government contracted ACS after a declared surge
event. Existing resources, through the California Medical Services Authority, exist to assist communities
within the first 48 hours of a declared surge event to offload less critical patients from existing facilities
clearing beds for the more critical patients. The diagram below depicts the facility continuum for patient
flow after a surge event is declared by the local health officer.

1) Mass Casualty Event > 2) Surge Event = 48 Hours After Surge > 3) 48 = 72 Hours After Surgep
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Phase 1: Mass Casualty Event Occurs, Surge is Declared

When a mass casualty event occurs, those affected will move or be transported from their respective
locations to the nearest existing facility. As time passes, existing facilities will experience a large influx of
patients and eventually exceed capacity and capability. When this occurs, existing facilities will call upon
the local health officer and the local health officer, using professional judgment, will determine whether or
not to declare a surge.

Phase 2: Excess Patients Transferred to Field Treatment Sites and Existing Facility Assets
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After the local health officer declares a surge, excess patients are transferred to Field Treatment Sites
(FTS). FTS(s) are medical response functions that can provide care and triage services for a period of up
to 48 hours.™ Patients brought to the FTS may be again relocated to existing facility assets both within
and outside the affected operational area of a healthcare surge. (For specific information regarding the
care provided to patients at existing facility assets, please refer to the Existing Facilities section of the
document.)

Phase 3: Excess Patients Transferred from FTSs to Government Contracted ACSs

Between 48 and 72 hours, government contracted ACS(s) will be established and patients will be able to
be treated at these sites. Three types of government-contracted alternate care facilities can be deployed
by the Local Health Department:

* Inpatient / Outpatient Alternate Care Site: this site will be equipped to treat patients who
present with general inpatient or outpatient care requirements and are not well enough to go
home.

* Medical Shelters: Medical shelters will be equipped to treat patients with palliative care
requirements or existing conditions with maintenance care requirements (e.g. renal failure,
diabetes, etc.)

*  Mobile Field Hospitals: Mobile Field Hospitals will be equipped to treat patients with complex
critical care requirements, such as surgery or ICU needs.

As soon as a healthcare surge is declared by the local health officer, ACS(s) will begin to be established
with the goal of being operational between 48 to 72 hours of the event. To ensure a successful ACS
opening, the following should be considered for "ramp up" activities:*?

During a declared healthcare surge, the individual and/or team identified by the ACS Planning and
Management team should:
* Coordinate with each team member to ensure that the ACS can be fully operational two days
after a surge is declared
* Ensure that at the time of opening, there is at LEAST: one armed guard, one physician and
one nurse
* Contact ACS incident commander and operations chief
* Assemble all applicable contracts for services and staff
* Contact and mobilize staff for security, environmental, administrative, clinical and
pharmaceutical services
* Contact vendors for supplies, pharmaceuticals and equipment to ensure smooth delivery
* Act as liaison between vendors and entity alternate care site
* Assist with troubleshooting or procuring additional assistance/resources as needed

Facilities
A thorough facility assessment should be conducted to ensure the structural integrity of the facility. It is
recommended that a facility vulnerability assessment report be completed at the initial stages of the ramp
up period (See Appendix C and D for sample facility assessment reports.) When ramping up for a
healthcare surge, the facility should be checked to ensure the following:

*  Functionality of utilities: electrical power; ventilation; heating; air conditioning; water and

plumbing systems
*  Functionality of HVAC system

1 Adapted from California Emergency Medical Services Authority

12 Hassol A, Zane R. Reopening Shuttered Hospitals to Expand Surge Capacity: Surge Tool Kit and Facility Checklist. Prepared
by Abt Associates Inc. under IDSRN Task Order No. 8. AHRQ Publication No. 06-0029. Rockville, MD: Agency for Healthcare
Research and Quality. February, 2006.
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e All areas that will not be used are partitioned off

* Functionality of telephone and other communications systems

*  Functionality of back-up power, if available

*  Proper space needed for patient care: this may involve contacting an identified moving
company to conduct move out of desks, etc.

* Cleanliness of ACS. Efforts need to be made to make the ACS as sterile as possible.

*  Availability of fire extinguishers

*  Functionality of a supplemental morgue system if needed

Non Clinical and Clinical Staffing
Potential staff required for the ACS depends on the type of patients each ACS will be admitting. Once
patient type is decided upon, notification to potential staff must go out and staff will begin to arrive. When
ramping up for the healthcare surge, the following actions must take place:
* Finalize provisions of healthcare services to be provided and staff numbers needed
*  Notify Incident Command or Management Team Leader of staffing needs potentially provided
by Federal, State and non-government sources.
* Notify all applicable organizations regarding staffing needs. Such organizations include
temporary staffing agencies, health professional schools and volunteer programs.
* Perform streamlined credentialing for healthcare surge procedures
*  Provide orientation to specific units as workers arrive

Security
Without proper safety and security measures at an ACS, the lives of patients and personnel will be in
jeopardy. It is recommended that a security assessment and vulnerability report be completed by security
personnel. (See Appendix E for sample standardized security/vulnerability assessment tool.) In addition, it
is recommended that an ACS be open to the public ONLY IF an armed guard is present at the time of
opening. Following security ramp up tasks should be performed:

* Contact contracted security personnel

* Keys must be obtained from current owner/operator for use by security staff

* Test radios on-site, if applicable

* Post security procedures and emergency call information in key locations

e Set up access control parameters

The majority of this section has been adapted from the existing facilities work group output document.
Because the patient needs of mass casualty events are simply unpredictable, the operations of an ACS
will be dependent on the availability of limited resources. As such, the operational considerations that
apply to an existing facility during a surge can serve as guidance and applied to ACS operations, as seen
fit by ACS management.

Standards of Care

The occurrence of a healthcare surge will require significant changes in the way in which health and
medical care is delivered. If the healthcare system is to optimize population outcomes, planning,
education, and training efforts should be focused on the development and implementation of appropriate
protocols for Standard of Care during a Healthcare Surge.

Standard of Care in California is defined by the scope of practice each provider is licensed to provide. It
provides a framework to identify the professional responsibilities of licensed personnel and permit
individual licensed personnel to be rationally evaluated, to ensure that it is safe, ethical and consistent
with the professional practice of the licensed profession in Californial3. Standard of Care is a legal

BA%mwﬂmmmwﬂmemcmeaDMgmoﬂmmwgSmMmddeMmcwmmamwmwMMMWSMmmmw
Standards of Care (September 15, 2005). http://www.mbc.ca.gov/MW _Standards.pdf
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concept that not only encompasses the diagnosis and treatment of patients but overall management of
patients as well. Per Jury Instructions Standard of Care is defined as:

A practitioner must use "the degree of skill and diligence in the care and treatment of his patient that a
reasonably prudent doctor in the same field of practice for specialty in this State would have used under
the circumstances of this case.®"

The law requires that licensed healthcare personnel, when caring for patients, adhere to the customary
skill and care that is consistent with good medical practice. Diligence implies compliance with laws and
regulations (for example, licensing requirements). Standard of Care covers all aspects of treatment - from
the administering of proper medications to performing open-heart surgery.

Under normal conditions, current standards of care might be interpreted as employing appropriate health
and medical resources to improve the health status and/or save the life of each individual patient.
However, according to a report by, Health Systems Research Inc., Altered Standards of Care in Mass
Casualty Events; an AHRQ™ Publication, April 2005) in the aftermath of a mass casualty event, the
demand for care provided in accordance with normal conditions (current standards) would exceed system
resources resulting in a healthcare surge. Therefore, it is critically important to identify, plan, and prepare
for making the necessary adjustments in current health and medical care standards to ensure that the
care provided in response to a healthcare surge results in as many lives being saved as possible.

The report further states that currently no universally accepted definition of Standard of Care during a
mass casualty event exists. Joint Commission refers to such standards as "graceful degradation" under
which care and access to caregivers may become rationed. Per the report, Altered Standards of Care" is
referred to: "as a shift to providing care and allocating scarce equipment, supplies, and personnel in a
way that saves the largest number of lives in contrast to the traditional focus on saving individuals."
According to the report, examples of shift in care include:

* Triage efforts will need to focus on maximizing the number of lives saved. Instead of treating the
sickest or the most injured first, triage would focus on identifying and reserving immediate
treatment for individuals who have a critical need for treatment and are likely to survive. The goal
would be to allocate resources in order to maximize the number of lives saved. Complicating
conditions, such as underlying chronic disease, may have an impact on an individual's ability to
survive.

* Triage decisions will affect the allocation of all available resources across the spectrum of care:
from the scene to hospitals to alternate care sites. For example, emergency department access
may be reserved for immediate-need patients; ambulatory patients may be diverted to outpatient
treatment centers or alternate care sites. Intensive or critical care units may become surgical
suites and regular medical care wards may become isolation or other specialized response units.

* Needs of current patients, such as those recovering from surgery or in critical or intensive care
units; the resources they use will become part of overall resource allocation. Elective procedures
may have to be cancelled, and current inpatients may have to be discharged early or transferred
to another setting. In addition, certain lifesaving efforts may have to be discontinued.

* Credentialing of providers may be granted on an emergency or temporary basis.

* Equipment and supplies may be rationed and used in ways consistent with achieving the ultimate
goal of saving the most lives (e.g., disposable supplies may be reused).

* Not enough trained staff. Staff will be scared to leave home and/or may find it difficult to travel to
work. Burnout from stress and long hours will occur, and replacement staff will be needed. Some
scarce and valuable equipment, such as ventilators, may not be used without staff available who
are trained to operate them.

* Delays in hospital care due to backlogs of patients. Patients will be waiting for scarce resources,
such as operating rooms, radiological suites, and laboratories.

* The Agency for Healthcare Research and Quality
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* Providers may need to make treatment decisions based on clinical judgment. For example, if
laboratory resources for testing or radiology resources for x-rays are exhausted, treatment based
on physical exam, history, and clinical judgment will occur.

e Current documentation standards will be impossible to maintain. Providers may not have time to
obtain informed consent or have access to the usual support systems to fully document the care
provided, especially if the health care setting is damaged by the event.

* Backlog in processing fatalities. It may not be possible to accommodate cultural sensitivities and
attitudes toward death and handling bodies. Numbers of fatalities may make it difficult to find and
notify next of kin quickly. Burial and cremation services may be overwhelmed. Standards for
completeness and timeliness of death certificates may need to be lifted temporarily.

While the examples suggest how clinical practices might shift, the definition of Altered Standards of Care
does not explore the liability and compliance issues that would arise out shift in care provided. To
address the lack of legal dimension in the definition of care provided during healthcare surge, the expert
panel chose to modify the Standard of Care definition (Jury instructions). As a first step, the expert panel
identified principles supporting the new definition, followed by development of a definition for care
provided during healthcare surge and finally, offered recommendations to support an effective response
to healthcare surge.

Guiding Principles
* The Adjusted or Altered Standard of Care during a healthcare surge will be "the" Standard of Care
available and should be termed "Standard of Care during a Healthcare Surge".
* The Standard of Care definition, under normal conditions, adapted for large number of victims as
opposed to individual patients, would apply to healthcare surges.
* The definition should broaden the scope of caregivers and afford protection to not just licensed
personnel but also volunteers and facilities.

Standard of Care during a Healthcare Surge: "the degree of skill, diligence and reasonable exercise of
judgment in furtherance of optimizing population outcome during a healthcare surge event that a
reasonably prudent person or entity with comparable training experience or capacity would have used
under the circumstances”

* The “under the circumstances” clause in the definition provides some protection to healthcare
providers (facilities, personnel and volunteers) during a healthcare surge as long as there is
evidence to support that there was no negligence, appropriate steps were taken (planning,
periodic training, relevant documentation, etc.) and that there was reasonableness demonstrated.

Recommendations
* Consideration should be given to protocol-based care rather than independent medical judgment.
Needs for consistent protocols are necessary because it offers defensibility against liability and
allows healthcare providers to focus on providing care to populations.
= Protocols enable determining how to deviate from the norm without the healthcare
provider experiencing repercussions. Protocols would also address triage and rationing
of supplies.
= Development of protocols at the State level would ensure that the protocols are equitable
to the populations.
* The State should consider developing patient prioritization guidelines at the healthcare facility.
The guidelines would enable:
= Equitable, fair and ethical allocation of resources between various types of patients (for
example, existing vs. disaster patients, patients with co-morbidities, etc.)
= Appropriate use of resources by defining criteria for transfer of patient between levels of
care and/or discharge.
= Patient prioritization in accordance with Standard of Care during Healthcare Surge as
defined earlier.
= Coordination of field and facility triage. (Note: Training of responding medical personnel in
field triage protocols should be considered.)
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* Risk communications and public education programs should be initiated before an incident and
such programs should be incorporated in pre-event planning activities of the community. The
information provided should set expectations for the Standard of Care that will be available during
a healthcare surge and include appropriate guidance for all age groups and populations.

Since the goal of Standard of Care during a Healthcare Surge is to optimize population outcomes, one
key planning element to be considered is the training needs of responding medical personnel. Training
should focus on behavioral adjustments - from delivering as much care as needed for each patient to
applying predefined prioritization, delivery of care and discharge guidelines for populations.

Security

Controlling the movement of individuals into, throughout and out of the ACS during an emergency is
essential to the safety of patients and staff, and to the security of critical supplies, equipment and utilities.
The ACS security personnel in conjunction with the ACS Incident Commander may determine the type of
access and movement to be allowed by staff, patients, visitors, emergency volunteers, vendors,
maintenance and repair workers, utility suppliers, and other individuals when emergency measures are
initiated.

Lock Down vs. Restricted Visitation

Each incident will have its own security-related issues. ACS(s) cannot afford a passive approach to lock
down or restricted visitation. “Gang violence,” employee or patient-related violence, and terrorism are
pressing reasons why ACS security must be taken seriously and comprehensive planning and training
conducted.

The decision to restrict access must be made early into the event by the Incident Commander in
conjunction with other senior personnel such as the Security Branch Director. If access is to be restricted,
then implementing the decision should immediately be carried out according to the EOP. Announcing the
security restrictions to the staff and public should be immediate, followed by assigned personnel rerouting
pedestrian and vehicular traffic and doors being locked, either manually or electronically (Access Control
Unit). Locked doors should ideally be monitored to ensure no compromise occurs. Internal and external
signage indicating the doors are NOT to be opened (and, where appropriate, redirecting would-be
entrants) should be posted as soon as possible. Such signage can be created in advance and stored,
ideally, by doors for rapid deployment. It is crucial to involve life-safety engineers/personnel in planning
and response to ensure adequate egress in the event of a fire or other internal emergency.

Heightened surveillance procedures may need to be implemented including inspecting suspect packages;
closer scrutiny of personnel at checkpoints, including verification that each individual, including staff, is
wearing a proper identification badge; and assigning properly protected personnel at patient arrival points,
including the decontamination sector if activated (Crowd Control Unit). Certain areas such as the
emergency department, pharmacy, and Facility Incident Command Center (for example, Hospital
Command Center) should receive enhanced security support. Steps may need to include restricting staff
entry into certain areas because of security concerns, unsafe conditions, or because no additional staff is
required.

(See Appendix F and G for lock down sample procedures and lock down checklist.)

Supplemental Security Staffing

Supplemental personnel may be needed to assist the on-duty Security staff, depending on the type and
length of the incident. This need may be met by calling personnel in from home, reassigning other non-
Security personnel to select tasks, and requesting help from Local law enforcement (Law Enforcement
Interface Unit).

Traffic Control

Depending on the situation, victims will likely be arriving by private autos accompanied by quickly
escalating numbers of family and friends. The media will also be arriving at some point and requesting
special parking locations for their outside interviewing and “live shots.” The gravity of the situation may
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warrant inspecting all of these vehicles as they enter the campus; this will require additional personnel
and the equipment needed to do the inspection (Traffic Control Unit).

Patient and Valuable Tracking

Routine daily procedures for managing patient and valuable personal belongings may need to be
modified. The arrival of a large number of patients may present challenges in rapidly and accurately
cataloguing and securing belongings. (See patient and valuable tracking section in the Administrative
work group output document.)

Hazardous Waste Management

The term “emergency” is dependent upon several factors, including the hazards associated with the
substance, the exposure level, the potential for danger and the ability to contain the substance. OSHA
does not require that facilities receive accident victims, but if the victim were part of an emergency
involving hazardous substances and facility personnel needed to decontaminate, HAZWOPER would
apply (OSHA, 1992).

The role of facility personnel in the safe decontamination of victims has been further clarified in the OSHA
publication “Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents
Involving the Release of Hazardous Substances,” released in December 2004:
http://www.osha.gov/dts/osta/bestpractices/htmli/hospital_firstreceivers.html. In this document OSHA
outlines the minimal level of personal protective equipment recommended for personnel decontaminating
victims presenting to a non-contaminated medical facility.

The Environmental Protection Agency (EPA), as part of EPCRA, has stated that the agency will not
pursue enforcement actions for environmental consequences of necessary and appropriate actions, such
as decontamination, during the phase of an emergency response where an imminent threat to human
health and life is present. However, once this phase passes, every attempt should be made to contain
the runoff and dispose of it properly. ACS(s) implementing decontamination programs should include
procedures for runoff containment and management in the decontamination plan. EPA's website has
extensive guidelines for hazardous waste storage, disposal, transportation, and treatment. The guidance
can be accessed at: http://www.epa.gov/epaoswer/osw/hazwaste.htm

Key aspects to consider in the development of the standard operating procedure for decontamination
include event recognition, activation, management, primary triage, patient registry and collection of
personal property, decontamination, secondary triage, logistics for treatment, public information and post-
incident actions. ACS decontamination training programs should follow NFPA Standard 473,
Professional Competence of EMS Personnel Responding to a Hazardous Materials Incident.

Emergency first responders, at the site of the release, are covered under OSHA's Standard on Hazardous
Waste Operations and Emergency Response (HAZWOPER), or the parallel Cal/OSHA State Plan
standards (Title 8 CCR, Section 5192-E), and depending on their roles are also covered by the standard.

Infectious Waste Management

The Public Health and Hospital Preparedness - Public Health and Hospital Preparedness, State of
Wisconsin, Wisconsin Hospital Emergency Preparedness Plan (WHEPP), Version 3, provides guidelines
for infectious waste management. According to the report, in a mass casualty event, the potential for
overloading the waste handling capacity is greatly increased. Because of this potential, each ACS should
develop waste management protocols that address the challenges associated with the increased volume
of infectious waste.

1. Greater quantities of materials suitable for containing biological agents or infectious organisms
will be needed. These materials are to include but not limited to:
a. Biohazard labeled bags
b. Sharps containers
c. Liquid handling containers
d. All other associated supplies materials
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2. ACS(s) are to list the supplies with supporting information that shows:
a. The quantity normally on hand
b. An estimate of how long these supplies will last for an inpatient population level
determined by the facility.
3. If the existing inventory of materials or usage rate compromises patient care or waste
containment needs, the facility is to obtain additional material:
a. If an Emergency Operation Center (EOC) is not activated, contact other participant
facilities and request the materials needed.
b. Ifthe EOC is activated, contact the EOC and request the materials needed. The EOC
may obtain materials from:
i. Participant facilities
ii. Other known sources
iii. The State of California by submitting a request for materials from the Centers for
Disease Control (CDC), "Vendor Managed Inventory Program"
Waste Storage:
1. ACS(s) may consult with their medical waste disposal vendors for details of the vendor's ability to
provide continued waste disposal services during a mass casualty emergency.
2. ACS(s) may consult with their County/Tribal Emergency Management office for protocols for
storage of infectious waste during a mass casualty incident.
3. Infectious waste may need to be stored under refrigeration (<42"F) to limit nuisance conditions.
a. Ifthe EOC is not activated, facilities are to contact the County/Tribal Emergency
Management office to obtain refrigerated storage.
b. Ifthe EOC is activated, facilities are to contact the EOC to obtain refrigerated storage.
4. Separation of infectious waste from the solid waste stream is to be maintained.
5. Combined waste streams are to be handled as infectious waste.
6. Chemical and radiological wastes must be separated and segregated from infectious waste in
order to avoid dual contamination.
7. Waste stored on the premises of the ACS must be secure to prevent access by unauthorized
persons and to prevent accidental spread of contamination.
8. The designated storage area for infectious waste must display the appropriate 'bio-hazard’
symbols.
9. Refrigerated storage areas need to be located away from external air intakes or they need to be
maintained with negative airflow

The regulations for medical waste management can be found in California’s Medical Waste Management
Act (Division 194, Part 14 of the Health and Safety Code). During events when waste volumes increase
significantly, participating facilities are to comply with established institutional plans as required by the
California Department of Health Services' Medical Waste Management Act. Per Section 117960(i) of the
Medical Waste Management Act (MWMA) an emergency action plan is required. Indicate in the
emergency action plan the actions to be taken in the event of a disruption of service as a result of a
natural disaster or an equipment failure. Existing Federal and State waste disposal regulations and
statutes are to be followed as these events unfold. Facilities are also to contact Local governmental
agencies to determine Local regulations. Accurate record keeping is to be maintained as set forth in
various sections of MWMA.

Mass Fatality Management
When a mass casualty event occurs, normal public or hospital mortuary facilities may be overwhelmed to
deal with prolonged mortuary work, forensic examinations and other associated activities. For a mass
fatality fact sheet, refer to Appendix H. Per, Minnesota Department of Health, Disaster Mortuary
Emergency Response Team (D-MERT) Plan, a temporary morgue may need to be established if the
number of dead exceed the resources of the Local mortuaries. Potential temporary morgue sites could
be:

* National Guard Armories

* Schools with gymnasiums (without wooden floors)

e Airport hangers
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* V.F.W. and American Legion Halls
*  Warehouses

* Reception halls

e County fair grounds

Considerations for Temporary Morgue Site:
*  Proximity to disaster site
* Electricity
* Hot and cold running water
* Restrooms
* Adequate office space
* Ventilation
* Large open area of sufficient size to accommodate the number of dead to be cared for
* Area for securing valuables
* Parking
* Secure from public

Minnesota Department of Health, Disaster Mortuary Emergency Response Team (D-MERT) Plan
(http://www.health.state.mn.us/terrorism.html) provides detailed guidance on setting up temporary
morgues.

Additional guidance can be found at Mass Fatality Response Plan, Office Of The Coroner Parish Of
East Baton Rouge: http://ci.baton-rouge.la.us/Dept/OEP/plan/annexu/Appendix2.pdf.

Note: Guidelines from other States do not necessarily comply with California laws, regulations and
standards. These references have been provided for informational purposes only.

Draft Subject To Change
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4 Post Surge - ACS Closure

Shutdown of an Alternate Care Site will require removal of equipment and termination of ongoing
contracts or arrangements. Management team members will oversee shut-down activities in their area of

focus.

Once all patients can be discharged or transported back to existing facilities for continued care and there
iS N0 ongoing surge capacity need, the alternate care site can be closed. Shutdown should be expedited
so that the facility can be returned to the control of the existing owners quickly.

Action checklist items for ACS closure should include but not be limited to the following:

Management team leader checks in periodically with each team member to ensure initiation
and completion of shutdown activities in that member's area of focus.

Management team leader assists with problem troubleshooting or procuring additional
assistance or resources as needed.

Management team leader or designate conducts a site walkthrough with the facility owner when
shutdown activities are completed to ensure that removal of equipment and supplies, cleaning,
and other surge closure activities have been completed to the owner's satisfaction.*?

Perform medical record documentation storage procedures (See Administrative work group
output document for procedures.)
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Appendix A. Sample MOU Template

The contractual requirements for securing premises and operating an ACS is imperative establishing an
ACS under the authority if the Local Health Department. Below is a sample Memorandum of
Understanding for consideration.

*kkkkkkkkkhkhkhkhkkkkkkkkhkhhhhhhhhhrkkkkkrkhkhkhhhhhhhhhhrrkkkirkkikx

(County)

MEMORANDUM OF UNDERSTANDING (MOU) FOR USE OF FACILITIES
IN THE EVENT OF A MASS MEDICAL EMERGENCY

(County), and (name of facility) agree that:

In the event of a mass medical emergency in the State of California, local and state health and medical
infrastructure and associated resources will be quickly committed to providing the necessary treatment
and/or prophylaxis to effectively respond. Resources from the state, federal, and private sector will be
mobilized and deployed to augment local medical and health resources as soon as possible. Such an
event may require a facility to support the activation of an Alternate Care Site (ACS). The ACS will
serve as a site where supportive care can be provided to victims of a large-scale mass casualty or bio-

event.

(County) and (name of facility) enter into this partnership as follows:

1.

Facility Space: (County) accepts designation of (name of facility) located at (address of facility)
as an Alternate Care Site (ACS), in the event the need arises.

Use of the Facility: Request to use facility as an ACS will occur as soon as possible through
the local Emergency Operations Center. Designation and use of (name of facility) will be
mutually agreed upon by all parties to this agreement.

Modification or Suspension of Normal Facility Business Activities: (name of facility) agrees to
alter or suspend normal operations in support of the ACS as needed.

Use of Facility Resources: (name of facility) agrees to authorize the use of facility equipment
such as forklifts, buildings, communications equipment, computers, Internet services, copying
equipment, fax machines, etc. Facility resources and associated systems will only be used with
facility management authorization and oversight to include appropriate orientation/training as
needed.

Costs: All reasonable and eligible costs associated with the emergency and the operation of the
ACS that include modifications or damages to the facility structure, equipment and associated
systems directly related to their use in support of the ACS facility operations will be submitted
for consideration and reimbursement through established disaster assistance programs.

Liability: [INSERT CA STATUTE - Emergency Services Act, Government Code, Disaster
Service Workers] addresses immunity from liability for services rendered voluntarily and without
compensation in support of emergency operations during an emergency or disaster declared by
the Governor.

Contact Information: (name of facility) will provide (County) the appropriate facility 24 hour/7
day contact information, and update this information as necessary.
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8.

10.

11.

12.

Duration of Agreement: The minimum term of this MOU is two years from the date of the initial
agreement. Subsequent terms may be longer with the concurrence of all parties.

Agreement Review: A review will be initiated by (County) and conducted following a disaster
event or within two years after the effective date of this agreement. At that time, this agreement
may be negotiated for renewal. Any changes at the facility that could impact the execution of
this agreement will be conveyed to the identified primary contacts or their designees of this
agreement as soon as possible. All significant communications between the Parties shall be
made through the primary contacts or their designees.

Amendments: This agreement may be amended at any time by signature approval of the
parties’ signatories or their respective designees.

Termination of Agreement: Any Party may withdraw at any time from this MOU, except as
stipulated above, by transmitting a signed statement to that effect to the other Parties. This
MOU and the partnership created thereby will be considered terminated thirty (30) days from
the date the non-withdrawing Party receives the notice of withdrawal from the withdrawing
Party.

Capacity to Enter into Agreement: The persons executing this MOU on behalf of their
respective entities hereby represent and warrant that they have the right, power, legal capacity,
and appropriate authority to enter into this MOU on behalf of the entity for which they sign.

Facility Official Date

(County) Official Date

Public Health Department Official Date

Hospital Official Date

To authorize facility use, call:

Name

Daytime phone number

After-hours/emergency phone number

To open facility, call:

Name

Daytime phone number

After-hours/emergency phone number

Alternate contact to open facility, call:

Name

Daytime phone number
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After-hours/emergency phone number
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1602
1603

1604

1605

Required Attachments Needed With This Assessment: Site Map and / or Floor plan drawing of facility

structure

Site Name:

Address:

Thomas Brothers Map and Page grid #:

Items to Be Completed Prior to Survey Visit

Individual completing assessment:

Date of assessment: Phone:
Point of Contact for site access: Phone:
After business hours point of contact: Phone:
Point of Contact for facility maintenance (if applicable): Phone:
Point of Contact for site security (if applicable): Phone:

Total square feet:

Covered square feet:
40K required if requesting ACS with 250 bed unit capacity

# of buildings available:

(circle) One floor or Multilevel
# of floors:

The following is a list of basic facility requirements to establish an ACS. Please determine if the requirement is
present, not present or reasonably accommodated (potential to be present with refitting/renovation). P =
Present; NP = Not Present; RA = Reasonably Accommodated

l. Infrastructure P/NP/
RA

Comments

Door size adequate for gurneys

Floors

Loading Dock

Parking for staff and visitors

Roof

Toilet facilities/showers (#:__ )

Hand-washing facilities

HVAC System for adequate ventilation

Climate Control

Walls

Wheelchair access

I1. Total Space Layout P/NP/
RA

Comments

Auxiliary Spaces (Rx, Counselors)

Equipment/supply storage area

Family area

Food and supply prep area

Mortuary holding area

Patient decontamination/isolation area

Min 40 sq. feet per bed per person

Staff support/rest break areas

I11. Utilities P/NP/
| RA

Comments
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Lighting

Water

Fire protection safety and equipment

Refrigeration for safe storage of medical
supplies and food

IVV. Communications P/NP/ Comments
RA

Phone Capability (#:__ )

Two-way radio capability

Wired for IT and Internet Access

V. Clinical Requirements P/NP/ Comments
RA

Triage/ER Patient Care

Pharmacy

Laboratory/Blood Testing

Decontamination

V1. Other Services P/NP/ Comments
RA

Ability to lock down facility

Provide secure storage for controlled
substance and medical materials

Accessibility/proximity to public
transportation

Biohazard & other waste disposal

Oxygen/medical gases delivery capability

Please answer the following questions:

Has this site been identified for use in other emergencies?

ADA access for persons with disabilities?

Size of largest open room; X feet

Total covered area sq ft (estimate for 200 casualties +staff = 15,000-20,000):

Avre there any other indigenous communications resources (i.e. security radios, intercom, Internet etc)?

Comments:

Generator Capacity:

watts.

Fuel on site :
existing fuel?

gallons

Runtime with
Hours

Nearest major thoroughfare:

Road size and number of lanes for access to site:

How does the general layout look?

Fair
Congested

Good

Would materiel need to be relocated to use this facility/site?

Estimate # of non-ambulatory casualties in all areas (@50 sg. ft. per patient)




What would have to be brought in?

1607

Overall Findings and Recommendations |
Please provide your overall assessment of the facility to provide care for patients with outpatient-like and inpatient-like requirement
up to active status within 3 to 7 days of a declared surge event. There is no intention to set up surgical or ICU capabilities at the AC

Based on the walk-through, this facility would accommodate (circle one):

No potential for surge capacity use.

Potential for an outpatient care during a surge event.

Potential for outpatient and inpatient care during a surge event.

Potential for critical care during a surge event. (Mobile Field Hospital can be set up at the site.)
Potential for supportive care during a surge event. (Medical Shelter can be set up at the site.)

i iwWw | N -




1608
1609

1610

1611
1612
1613
1614
1615
1616
1617
1618

ALTERNATE CARE SITES

Appendix C. ACS Facility Damage Report (Limited Assessment)

Facility Name &Type

Address:

Date and Time report given: Census
Contact Person:
Preferred Contact Method:

Title/Location:

Preferred Contact Number:

# | answer: | questions: comments:
1] YVYIN Can you provide essential patient care?
Partial (Routine as well as management of injuries or
disaster related conditions if any)
2 | Y/N Is ACS facility intact?
Partial (Structural integrity intact, no obvious damage,
access to all areas)
3 | Y/N Are essential services intact?
Partial (Power, water, gas, communication)
4 | YIN Do you have adequate staff, supplies
Partial And equipment for the next 72 hours?
(Food, water, medicines, O2, hygiene, fuel)
5] Y/N Can you function without assistance for the next 72
Unsure hours?

If “partial” or “no” answer to any question, ask provider to describe their plan and include that info in report

to the incident commander. In addition, report a summary of findings to Disaster Preparedness

Coordinator and/or Field Branch Chief.

Source: California Department of Public Health, Licensing and Certification Program, Emergency

Preparedness & Response Plan

Draft Subject To Change

44




1619

1620
1621
1622
1623
1624
1625
1626
1627
1628
1629
1630
1631
1632
1633
1634
1635

1636

1637

1638
1639
1640
1641
1642
1643
1644
1645
1646
1647
1648
1649
1650
1651
1652
1653

ALTERNATE CARE SITES

Appendix D: ACS Facility On Site Damage/Operability Report
(Comprehensive Assessment)

ACS Facility Name:

Date of Visit:

Address: Evaluator Names:
City:
Overall Damage Assessment: ] ]
(See OSHPD Placards*) GREEN YELLOW RED
AVAILABLE VACANT BEDS MALE FEMALE
PATIENT EVACUATION ORDERED BY: TITLE
TYPE OF EVACUATION: TOTAL|:| PARTIAL |:|
BUILDING YES NO COMMUNICATIONS YES NO
PARTIAL EXTERNAL
COLLAPSE
TOTAL COLLAPSE INTERNAL
PHOTOS TAKEN ELEVATORS OPERATIONAL
(IF APPLICABLEO
WATER YES NO BUILDING SYSTEMS YES NO
AVAILABILITY
FROM UTILITY ELECTRICITY
EMERGENCY POWER
DRINKING WATER FUEL RESERVE
HEAT/ COOLING
HOT WATER SEWAGE DISPOSAL
SUPPLIES YES NO STAFF AVAILABILITY YES NO
FOOD ADMINISTRATION
MEDICATIONS NURSING
LINEN DIETARY
OTHER SUPPLIES HOUSEKEEPING

EVALUATOR COMMENTS AND DIAGRAM (IF NECESSARY):

Recommend Referral To:

Source: California Department of Health Services, Licensing and Certification, Emergency
Preparedness & Response Plan

*Green: Habitable, minor or no damage,

Yellow: Damage which represents some degree of threat to occupants

Draft Subject To Change
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Red: Not habitable, significant threat to life safety
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1655 Appendix E: Standardized Security Assessment / Vulnerability Tool
1656

If No,
Why / By By
# Security Assessment / Vulnerability Tool Yes No Action Plan Whom When

The facility has a security plan, which includes, but is
1 not limited to designated security staff...

2 . . .additional securitv staff who can be deployed

... security staff have vests for identification
purposes

... security staff have designated assignments

.. .securitv staff have periodic training

o (01| |W

. ..security staff have job action sheets

.. .security staff have protocols to provide security
staffing in a sustained disaster

8 The facility has a "lockdown" protocol.

The facility has a protocol for the identification of
physicians and staff who will enter the facility during
9 a lockdown.

The facility has a protocol for the identification of
others such as fire, law enforcement, public health,
10 etc. who will enter the facility during a lockdown.

The facility has established a plan to set up a
security perimeter and has the cooperation of law
enforcement in the establishing and enforcement of

11 this perimeter.

There are designated ingress and egress routes into
12 and out of the facility.

The facility has a plan to establish a patient triage
13 center at the security perimeter.

The security plan includes signage that is ready to
14 be posted.
15 The facility has a plan to call-in security staff.

Traffic flow patterns have been established in
16 cooperation with law enforcement.

The facility has public address systems to
communicate with potential crowds outside the
17 facility.

18 Security knows where to direct media.

Security has a log for all persons entering the facility
through the security perimeter at which people log in
19 time of entrance and time of departure.

There is a protocol developed in collaboration with
law enforcement on when and how to search
persons or their belongings and who will be

20 responsible for this function.

There is a plan for communications with and among
21 security personnel.
22 There is a plan for armed security personnel.

1657 Source: Adapted from California Primary Care Association, The Community Clinic & Health Center
1658 Emergency Operations Plan Template, 2004.
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1659  Appendix F: Lockdown Policy and Procedure Sample

1660

1661 |. PURPOSE

1662  To provide procedures and guidance when the need to lockdown an ACS facility exists for any reason.
1663  This type of situation could involve mass contamination, picketing, demonstrations, acts of violence, sit-
1664 ins, passive resistance, civil disobedience, gang activity, or other disturbances.

1665

1666  Il. POLICY

1667  The primary goal in a lockdown situation is to isolate and control access to the ACS facility while caring
1668  for the safety of the patients, visitors, staff, and property.

1669

1670 Ill. RESPONSIBILITIES

1671 A. LAW ENFORCEMENT

1672 Management of a civil disturbance itself will be accomplished by law enforcement.

1673

1674 B. SECURITY

1675 Security staff, augmented if necessary, will conduct the internal response in the event of a
1676 need for lockdown and will take measures to control access to and from the ACS facility,
1677 whenever possible.

1678

1679 C. STAFF

1680 Will separate themselves, if at all possible, from any involvement in a civil disturbance.

1681

1682 IV. PERSONNEL
1683 All staff members

1684

1685 V. PROCEDURES

1686 A. GENERAL - CIVIL DISTURBANCE

1687 1. Regardless of how peaceful the intent or how righteous the cause of a civil disturbance,
1688 because of the strong emotional nature of the issues involved, these manifestations on many
1689 occasions end in rioting, violence, and destruction/looting of property.

1690

1691 2. Based on the nature of the disturbance, it will be managed by security staff until the decision is
1692 made that management of the situation requires the activation of the ACS Incident Command
1693 System.

1694

1695 3. Upon becoming aware of a civil disturbance situation, the facility administrator or
1696 senior administrative person in the ACS facility will be notified immediately.

1697

1698 B. MASS CONTAMINATION

1699

1700 1. Contaminated individuals/equipment entering the ACS facility building may require the total
1701 closure of operations of all or part of the facility.

1702

1703 2. In a mass contamination situation, only individual or equipment which are KNOWN to be free of
1704 contamination will be allowed in the building

1705

1706 C. ACTIVATION/NOTIFICATION

1707

1708 1. The decision to initiate lockdown will be made by the Administrator, if available, based on

1709 information provided by security and other staff members. In accordance with the policy

1710 established in the Emergency Management Plan, the following individuals, in order of position
1711 rank, may initiate lockdown in the absence of the Administrator:

1712

1713 a. Administrator-On-Call
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1714 b. Appropriate Administrative Directors

1715 c. Safety Officer or designee

1716 d. Emergency Management Chairperson

1717 e. Operations Supervisor during off hours and weekends

1718

1719 2. Announcement/Notification

1720

1721 a. Upon specific guidance from the Administrator or designee, the operator will announce the civil
1722 disturbance three times via the public address system. The proper announcement is:

1723

1724 <<Code Name for Lockdown>> “Nature and Location of Disturbance”

1725

1726 Repeat the statement every 15 minutes for the first hour, or as often as the Incident
1727 Commander directs.

1728

1729 b. When directed by the Incident Commander, the operator will contact the appropriate law
1730 enforcement office and request immediate assistance.

1731

1732 c. The operator will contact Public Relations at the phone numbers provided for that purpose.
1733

1734 d. When so directed by the Incident Commander or the senior administrative individual
1735 in the facility, the All Clear will be announced of the public address system as follows:
1736

1737 “<<Code Name for Lockdown>>, Location, ALL CLEAR” (three times)

1738

1739 3. Upon announcement of lockdown, the Incident Command Center and other designated
1740 portions of the Incident Command System organization will be activated. This will normally
1741 include as a minimum, a portion of the Planning Section and the Public Information Officer.

1742 .

1743 D. SECURITY OPERATIONS

1744

1745 1. In the case of a civil disturbance, the senior Security representative present will immediately
1746 assess the situation and provide that information to the Administrator or Incident Commander if
1747 has already been initiated.

1748

1749 2. In the case of a mass contamination situation, the Infection Control Coordinator, or designated
1750 clinical staff member will assess the situation and recommend appropriate action.

1751

1752 3. If required security augmentation will be initiated either through recall of off duty security,
1753 appointing other available staff to perform security duties, or by obtaining augmentation from
1754 security companies.

1755

1756 4. Security will immediately commence locking all exterior doors and will advise staff to close
1757 ground floor window coverings if possible.

1758

1759 5. A Single Entry Point will be established. Staff guarding other exterior doors will be instructed to
1760 not allow anyone in or out of those doors. A security representative or other designated individual
1761 will allow individuals with legitimate reason into and out of the Single Entry Point based on the
1762 situation. In the case of mass contamination, only those individuals KNOWN to be free of
1763 contamination will be allowed in the building.

1764

1765 6. A security officer will be stationed in the primary treatment area (Emergency Department or
1766 Urgent Care).

1767

1768 7. If anyone exits the building, a staff or security member must ensure the door is firmly closed
1769 and locked after the individual.
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8. Security representatives will provide escorts for staff members to and from the parking areas.
In the case of mass contamination, anyone leaving the building, to include security
representatives, must be determined to be free of contamination before being allowed to reenter
the building.

E. COMMAND CENTER OPERATIONS

1. All information from Local law enforcement, fire department and other sources
will be provided to the Incident Command Center.

2. Actions to be taken will be based on the evaluation of this information.

3. The Incident Commander will determine what information will be disseminated to
facility staff.

4. The Public Information Officer will coordinate all releases of information to the media.

5. In the case of mass contamination, the decontamination procedures will be initiated.

6. In the event the disturbance is in one of the area’s prisons and/or jails and the facility is
to receive a large number of prisoners to be treated, plans will be developed to set
aside an area for these patients which are under guard to preclude interfering with

other facility operations.

7. In the event of an extended disturbance causing all or part of the staff to remain in the
facility, provisions will be made for housing and feeding these individuals.

F. ACS OPERATIONS

1. Patients, visitors, and staff will be moved from the immediate area of the disturbance if
at all possible.

2. In patient care areas, access will be limited to staff and others authorized by the
Incident Commander to be in those areas.

3. Based on guidance provided by the Incident Commander, visiting hours may be
reduced or eliminated and any visitors will be strictly controlled.

4. Staff will be informed to avoid the area and to not involve themselves in the
disturbance.

G. POST CRISIS MANAGEMENT
After cancellation of the lockdown, a debriefing by a crisis intervention team and/or mental health

professionals should be provided as needed for all individuals involved in managing the
disturbance.
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1819 Appendix G: Lockdown Checksheet

1820

1821 Mission: The primary goal in a lockdown situation is to isolate and control the situation while caring for the
1822 safety of the patients, visitors, staff, and property.

1823

1824 Personnel discovering the lockdown situation will promptly notify their supervisor who will pass the
1825 information to the Administrator or designee.

1826 Staff will not become involved, if possible, in any manner with the civil disturbance.

1827 Isolate the situation by locking all exterior doors to your unit and closing all ground floor windows.
1828 Do not allow any entry or exit from other than through the Single Entry Point, which will be
1829 controlled by Security

1830 Only individual KNOWN to be free of contamination will be allowed to enter the building in a mass
1831 contamination event.

1832 If exiting the building, request an escort to and from the parking lot areas.

1833 Allow law enforcement to quell the civil disturbance.

1834

1835 Source: This policy and procedure sample was adapted from CODE CD - Lockdown for Scripps Mercy
1836 Hospital.
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Appendix H: Mass Fatality Fact Sheet

Health Impacts
e The health risk to the general public from large numbers of dead bodies is negligible
e Drinking water must be treated to avoid possible diarrhoeal diseases
e Body handlers should follow universal precautions for blood and body fluids, wear gloves, and
wash their hands

Body Storage
o Refrigerated containers provide the best storage, if available
e Temporary burial in trench graves can be used if refrigeration is not available

Body Identification
¢ Visual recognition or photographs of fresh bodies are the simplest forms of non-forensic
identification and should be attempted after all natural disasters
e If resources and comparative data are available, simpler methods can be supplemented by
forensic techniques (dental, fingerprint, and DNA analysis)

Body Disposal
e Communal graves may be necessary following large disasters
e Bodies should be buried in one layer to facilitate future exhumation
e Graves should be clearly marked

Coordination
e A named person/organization should have an agreed mandate to coordinate the management of
dead bodies

Preparedness
e Mass fatality plans should be included in national and Local disaster preparedness activities
e Systematic documentation about how the dead are managed in future disasters is needed to
learn from them

Communications
e Close working with the media is needed to avoid misinformation and to promote the rights of the
survivors to see their dead treated with dignity and respect

Source: Mass Fatality Management following the South Asian Tsunami Disaster: Case Studies
in Thailand, Indonesia, and Sri Lanka, Oliver W. Morgan, Pongruk Sribanditmongkol, Clifford Perera,
Yeddi Sulasmi, Dana Van Alphen, Egbert Sondorp, 2006
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