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I. Introduction

A. Forward

The Alternate Care Site Template is a product of a multi-agency working group, which includes representatives from public health, emergency management, healthcare institutions, medical response systems, and emergency medical services.  The information presented in this document represents a collaboration of agencies in conjunction with best practice documents obtained via research of organizations across the nation, which out of necessity developed, used and revised alternate care plans. This template provides the basic tools for preparing and planning for the establishment of an Alternate Care Site/s at a local, county, or regional level.

In considering the delivery of healthcare outside the traditional settings, the following questions will require answers:

· What level and scope of healthcare can be delivered in a non-traditional setting?

· What facilities are available in the area which could be utilized as an alternate care site?

· How much capacity is needed?

· Who will staff the alternate care site/s?

· What supplies are available?

· What additional supplies/equipment will be needed?

· Who is in command?
The opinions and recommendations expressed in this document are an informal consensus of the working group participants and do not reflect an official position.  The document may be freely reviewed, abstracted, reproduced, and translated, in part or in total, but it is not for sale or use in conjunction with commercial purposes.
B. Background

The impact of a disaster of any significant magnitude will likely overwhelm, and indeed may render inoperable, hospitals and other traditional venues for healthcare services.  Having plans to “surge in place” (meaning expanding a functional facility to treat a large number of patients after a mass casualty incident) is not always sufficient in disasters.  The healthcare organization may be too damaged to operate, outside of a limited capacity. Supplies may be minimal and adequate staffing questionable.  These situations could necessitate the establishment of Alternate Care Sites for care that normally would have been provided in an inpatient facility.  

Providing medical care in a non-hospital setting has been demonstrated throughout our nations history (e.g., during the Civil War, San Francisco earthquake of 1906, pandemic influenza 1918-1919, and aftermath of Hurricanes Katrina and Rita).  In Nebraska, Alternate Care Sites were used when healthcare services were compromised by the 2007 wildfires and ice storms.  Alternate Care Sites were also established to shelter the refugees from Hurricane Katrina who came to Omaha.  Incidents involving biologicals, chemicals, radiation, tornados, floods, and terrorist behavior will test the abilities of our healthcare systems.

II. Facility Requirements

A. Potential Site Selection
Alternate Care Site Assessment Tools have been developed to assist planners in assessing potential locations for ACS and the minimum physical requirements needed. Tools available are found in Attachment 1:  Rocky Mountain Care Model or Attachment 2: Surge Hospitals: Providing Safe Care in Emergencies.  The tools will assist in determining the requirements and possibilities of the site/s selected.  Each facility should plan to have a primary, secondary, as well as back-up list of sites for an ACS.  The tools will help compare and contrast sites available.  Jurisdictions should consider other needs of the buildings in the event of a disaster.  Once appropriate sites are selected, appropriate Memorandums of Understanding or Memorandums of Agreement should be established and a contact list of personnel for access should be maintained and updated on a routine basis.  Suggested facilities include but are not limited to:  National Guard armories, shuttered hospitals, mobile field hospitals, airports, airport hangers, arenas, stadiums, fairgrounds, parks, schools, churches, community centers, government buildings, hotels, meeting halls, warehouses, gymnasiums, civic sports centers, conference rooms, health clubs, and convention centers.  Planners should be careful to select buildings that have not been previously committed as disaster assets by other organization such as designated shelter use, EOC, JIC, etc. (List your jurisdictions site selections here and complete the assessment tool for each site selected in Attachment 3). 

Attachment 3



Primary Site Location: Attachment



Secondary Site Location: Attachment



Tertiary Site Location: Attachment
Attachment Example: 

For a floor plan layout of a school gym see attachment 3.  If another type of site is selected, a diagram should be developed for the positioning of the equipment within the selected facility so that persons assisting with set-up can accomplish the task in a minimal amount of time.  All high school gyms (playing area) are 50 foot by 84 or 94 feet.  Old gyms are 84 feet in length.  A high school gym of either dimension can be set-up to allow 10 feet of space between beds (side to side) and 7 feet of space between the foot and the head of the next bed.  This pattern will accommodate a 24 bed unit with the 25th bed placed in the walk space and not the playing area.  The recommended spacing by the CDC and WHO to prevent direct patient to patient transmission of a pathogen by droplets is 6 feet.  If the pathogen is air-borne, then all patients within the unit must have the same diagnosis, and the appropriate PPE will be needed for all personnel within the facility.

B. Supplies and Equipment Requirements  

When determining supplies and equipment needs for each ACS, hospitals should use an all-hazards approach.  References are available that list supplies and equipment for a set number of patients. See Attachment 1: Rocky Mountain Care Model (50 bed unit) or Attachment 2: Surge Hospitals: Providing Safe Care in Emergencies.  Caches were purchased and are maintained within each Medical Response System (MRS) region.  Caches were developed in collaboration with hospitals and health departments.
Each cache was selected to treat patients impacted by various all-hazard scenarios.  The intent 
of the cache is to offer support for continued healthcare operation for a period of 3-7 days.
Types of Caches which may be available are:
1. Local Facility Caches
· Hospital, Pharmacies, Nursing Homes, Physician Clinics
2. Regional Caches
·  (insert your health department), MRS (insert  your MRS region, Emergency Management (insert county of emergency management)
The (insert name of your health department) has the supplies necessary to establish a mass distribution clinic and the health department may be the warehouse for the antiviral supplies stored within your region or the distribution point for the state’s antiviral cache.
The MRS’s  hospital in a box, also called MMAs, have been purchased and are warehoused within each region. Regional MMAs supplies and equipment for the RROMRS are listed in Attachment 4 (remove and insert MMA equipment and supplies for your region). To access all or a portion of these resources contact the MRS Coordinator for (insert your MRS region).  See Attachment 5 for a list of all MRS Coordinators, their region and the counties which the region serves.

3. State Caches:  Attachment 6:  Chain of Command to Request State Caches 
· Pharmaceuticals, Medical Supplies purchased by State
4. National Caches
· Strategic National Stockpile (SNS)
· Managed Inventories (MI)
Coordination and access to the cache is a critical issue.  Local caches should be accessed first, followed by regional, state, and national requests for supplies.  Once stored caches have been depleted, ordering and purchasing additional supplies should be handled through the Financial Chief or the designee with purchasing authority, and the appropriate documentary forms should be used to reduce the potential for confusion.  Proper documentation will increase your facility’s chances for reimbursement if funds become available following the incident.
All hospitals should establish and maintain a Memoranda of Agreement (MOA) with other hospitals and vendors for emergency procurement of supplies and equipment.  A website has been created with monies provided by the Partnership Grant.  This website will have samples of MOAs that can be utilized by hospitals.  The website address is www.nemedicalresponse.com.

III. Concept of Operations
Hospitals should continue to provide care for those patients who need a level of treatment that only a hospital is most suited to provide.  Hospital resources, even under all-hazards conditions, cannot be easily replicated, supplied, or staffed.  The traditional mission of a hospital may shift during a disaster from rendering care for the community at large to rendering care for acutely ill patients only.

In order to accommodate a patient surge, hospitals should initiate their all-hazards plan.  Their plans may include:

· Early discharge of patients that can be moved to outlying facilities, to their homes or to homes of family members;
· Relocation of a portion of the in-patient populations to a ward, unused portion of the hospital, or to an area not normally used for patient care (e.g. large conference rooms, large waiting rooms, extra wide hallways);
· Transfer of patients who require minimal care to nursing homes or assisted living facilities;
· Transfer of critical patients to a larger medical facility to make room for patients arriving from the incident, provided the larger facility has the capacity to accept additional patients.
Maintaining the current or routine services for a community is an important consideration during an all-hazard incident.  There will be people who will suffer heart attacks, medical emergencies, motor vehicle accidents, and traumatic incidents.  The healthcare system must continue to accommodate the community unaffected by the incident.  In an all-hazard event, in addition to patients transported from the incident scene or triage location, the health care system should expect to see the following:
· Psychophysiology patients (worried well) 

· Victims who have left the scene to seek treatment on their own (walking wounded)

· Friend and family members seeking information regarding their loved ones.

Before hospitals are filled to their capacity and capability, a jurisdiction should activate their plan to meet the needs outside of the traditional hospital realm.  An accepted premise in disaster management is to triage patients with minimal injury, or similar illness outside of the traditional emergency departments. Casualties with minimal injuries require considerably fewer resources, thereby making it easier to provide appropriate care in a non-traditional setting.  These casualties generally do not require in-patient services, or extensive medical tests.  Patients, who are triaged as acute to emergent status, can be shared among regional facilities from the triage location.  This process will reduce or share the burden. 

Before hospitals are taxed beyond their capabilities, a jurisdiction should establish a process to treat the affected outside the traditional hospital setting.  The hospital and Emergency Management will determine the number of Alternate Care Sites that will be needed.  Factors influencing when an Alternate Care Site should be established include: 

· Size/magnitude of incident

· Geographic distance from the incident site to the current medical facility and the planned Alternate Care Site

· Need to care for patients within a reasonable period of time (the greatest surge of patients will likely occur within the first six hours following an incident)
· Length of time needed to prepare an Alternate Care Site
· The triage ACS must be organized and streamlined to evaluate and route patients to appropriate medical care faster than could be accomplished in the traditional Emergency Room.  
*For a triage ACS, it will be necessary to determine the number of patients that can be evaluated per hour in proportion to the number of available staff.  If this proportion is not greater than what could be done within the ER, then the Triage ACS will be of little benefit.  
A. Scope of Services Provided in an Alternate Care Site (ACS)
Decisions will be made on the levels and scope of services to be provided based on need at the time of the incident.  Alternate care facilities can be established to serve different purposes depending on the circumstances.  An ACS can be designed to function at one or more of the levels listed below.  It is highly unlikely that a Level 4 or 5 ACS would be established in conjunction with a critical access hospital, but it is retained within the plans for completeness.

The durable medical equipment could be utilized from a MMA for medical facilities who have the capacity to surge within their facility, but lack the equipment.

A MMA would not be required for Level I or Level II Alternate Care Sites
Level I: Community–focused ambulatory care site 
A site for mass distribution of medications or vaccinations would be considered a Level I site. Mass distribution plans were developed in 2003-2004 and are addressed in the (Insert name of your health department) plans. The lead agency would be (Insert name of your health department).

Level II: Primary triage site following an all hazard incident
This site type and level of care would allow for the rapid evaluation and determination of patient placement.  It would provide relief for an overwhelmed clinic or hospital ER.

A Level II site would be used to determine which patients:

a. Require hospitalized care
b. Could be managed at home

c. Would benefit from observational care (quarantine)
d. Would receive only palliative care

e. Need isolation.
A MMA would be required for all Level III, IV and V Alternate Care Sites
Level III: Low-acuity patient care site
This site type and of level of care could: 

a. Permit the transfer of stable patients from an acute care hospital to a Level III Alternate Care Site to increase the hospital’s capacity to care for the more acutely ill.

b. Serve as the initial care site for stable, low-acuity patients who may need hospitalization when space becomes available.

c. Serve as a site for patients who have been exposed to an infectious agent and need observation for developing symptoms (quarantine).  Only exposed patients would
be provided care in this site.

d. Serve for Sequestration/Cohorting of “infectious” patients to provide protection for acute care patients and staff within the hospital by preventing potential exposure to an infectious disease (isolation).

e. Provide palliative care.  The use of such a facility might be to cohort a group of patients who were exposed to an infectious agent but will not be provided more than continued supportive care and limited, if any, medical intervention.

Level IV:  Inpatient care for moderately acute, but stable patients  

This type of site and level of care would provide care for patients requiring intravenous fluid that could be safely calibrated using manual control and/or patients requiring low liter oxygen flow, that could be delivered by portable oxygen tank or oxygen concentrator.  

Level V: High-acuity patient care site 
This type of site and level of care would permit the use of critical care practices (i.e., patients on portable ventilators), and would act as a primary site for recovering patients until discharged or transferred to an accepting facility.
B. Organizational Structure/Command and Control
The command and control for the Alternate Care Site follows the nationally recognized Incident Command System/National Incident Management System (ICS/NIMS) intended for use during crisis. The Alternate Care Site Team is a division of the Operations Section and the ACS Team Leader reports to the Operations Section Chief.  Below is a proposed organizational flow chart. (Revise the organizational chart to reflect your facilities resources).  
Each jurisdiction should determine positions needed to accomplish the necessary functions.  A well-defined ICS (Incident Command Structure) is critical for efficient and effective operations.  A basic understanding of the Incident Command System and Structure is necessary for any agency or volunteer organization that is part of a response operation.
The following positions are the minimum number of positions that need to be utilized when an Alternate Care Site is established.  For smaller hospitals, one person many fill more than one position:

1. Facility Incident Commander

2. Facility Public Information Officer

3. Facility Liaison Officer

4. Facility Safety Officer

5. Facility Situational Advisor

6. Facility Operation Section Chief

7. Facility Logistics Section Chief

8. Facility Planning Section Chief

9. Facility Financial Section Chief

10. Facility Branch Security Director

11. Facility Branch Medical Director  (If you do not fill this position ACS team leader reports directly to Operations Section Chief).  If this section is being utilized ACS Team Leader will report to Branch Medical Director.

12. ACS Team Leader

13. Safety Officer for the ACS

14. Supply Officer for the ACS

15. Internal and External Security Officers for the ACS

16. ACS Direct Patient Care Staff

*The ACS Team members shall report to the ACS Team Leader  
*The ACS shall utilize the Hospital Incident Command System, (HICS) organizational structure and the modified Job Action Sheets. 

C. Action Plan

The Job Action Sheets for all positions through the Medical Director are located in the All-Hazards Plan along with the necessary HIC/FEMA forms.  See Tab I sections 6 and 7.  For the Job Action Sheets see Attachment 17.
(If your All-Hazards Plan is not set-up in this format insert the correct location in the area above)
1. The Planning Chief shall develop an Incident Action Plan (IAP) that includes at a minimum:

a) Objectives for the immediate/initial Operational Period (First 2 hours), documented by completing HICS 202. 

b) Organizational assignments, documented by completing HICS 203. (Choose one and delete the other predetermined or determined at the time of the incident)
c) Team Assignments, documented by completing HICS 204 (Choose one and delete the other predetermined or determined at the time of the incident) 
d) The Communications Plan.  Utilize HICS 205 to prepare a list of contact numbers for persons located within the medical facility.  This list should include hand-held radio channel/frequency, facility phone number, cell phone numbers for key personnel, fax number for the facility, pager if applicable, and any other communication equipment available. This Plan is for the internal communication within the organization and to the Alternate Care Site.  External communication, other than communication to and from the ACS, will be preformed by the Public Information Officer.  External communication includes the community and the news media.  The Liaison Officer will keep the supporting organization informed of the operations status.

e) Organizational Chart (HICS 207 or the modified 207 form for smaller facilities).  This has been (select one:  predetermined or will be determined at the time of the incident). Complete the organizational chart on the form for the organization.  
2. The ACS Action Plan shall be prepared by the Planning Chief of the Medical Facility following the initial briefing by the Incident Commander of the Medical Facility and initiated by the Operations Section Chief for the facility by providing a briefing to the Medial Branch Director, if this position has been filled, or to the ACS Team Leader if the Medical Branch Director position has not been filled.
D. Documentation

Legally, if it isn’t documented, it wasn’t done.    

Documentation regarding the patient’s medical status and initiation of the patient medical record should be started during the initial triage. If not acutely ill or injured, the patient may be able to complete the necessary personal demographics.  Before a patient is dismissed or transferred to a higher level of care, the chart should be reviewed for completeness.  See Attachment 7 for a possible triage form. (if your facility prefers a different format replace this triage form with yours)

1. An Alternate Care Site Medical Record shall be used for all patients receiving care at the ACS.  Documentation may, by necessity, be briefer than the documentation currently used within the facility, but must reflect the care received and the patient’s condition.
2. Storage of ACS Documents: 
a) The (insert name of your health department) will provide the vaccinations or prophylactic medications at a mass dispensing site.  The completed forms will be stored or transferred to another location as required by DHHS.  The completed forms are the responsibility of (insert name of your health department).
b) The (insert name of your medical facility) is responsible for the operation of an ACS.  The medical records generated at the ACS site will be filed with the medical records of the (inserted name of facility).

If the patient is being emergently transferred and medical information cannot be copied, all current records may be sent to the receiving facility.  The receiving facility should be notified by phone and by an attached document that states “this is the original medical record and should be returned to the (insert name of your facility) after being copied.”

E. Patient Information

HIPAA provides guidance as related to uses and disclosures of personal information during a disaster.  Below is the HHS Regulation regarding HIPAA uses in a disaster.  Personal information may be released to law enforcement to locate a relative, or organizations such as the American Red Cross, which frequently are responsible for locating family members of a victim.  In all other cases, health care professionals are limited to the release of the minimum necessary ruling.  See Attachment 9.  

SECTION 164.510(b) 
As Contained in the HHS Final HIPAA Privacy Rules 
	HHS Regulations
Uses and Disclosures for Involvement in the Individual's Care and Notification Purposes - § 164.510(b) 


“The NPRM did not specifically address situations in which disaster relief organizations may seek to obtain protected health information from covered entities to help coordinate the individual's care, or to notify family or friends of an individual's location or general condition in a disaster situation. In the final rule, we account for disaster situations in this paragraph. Specifically, we allow covered entities to use or disclose protected health information without individual agreement to federal, state, or local government agencies engaged in disaster relief activities, as well as to private disaster relief or disaster assistance organizations (such as the Red Cross) authorized by law or by their charters to assist in disaster relief efforts, to allow these organizations to carry out their responsibilities in a specific disaster situation. Covered entities may make these disclosures to disaster relief organizations, for example, so that these organizations can help family members, friends, or others involved in the individual's care to locate individuals affected by a disaster and to inform them of the individual's general health condition. This provision also allows disclosure of information to disaster relief or disaster assistance organizations so that these organizations can help individuals obtain needed medical care for injuries or other health conditions caused by a disaster. 

We encourage disaster relief organizations to protect the privacy of individual health information to the extent practicable in a disaster situation. However, we recognize that the nature of disaster situations often makes it impossible or impracticable for disaster relief organizations and covered entities to seek individual agreement or authorization before disclosing protected health information necessary for providing disaster relief. Thus, we note that we do not intend to impede disaster relief organizations in their critical mission to save lives and reunite loved ones and friends in disaster situations. “
F.  Altered Standard of Care 
The use of an Alternate Care Site is in itself an Altered Standard of Care.  There are some Federal and State laws and regulations that govern the delivery of health and medical care under normal conditions, which may need to be modified or enhanced in the case of an all-hazards event.  These include laws to ensure access to emergency medical care; protect patient privacy and confidentially of medical information; shield medical providers and other rescuers from lawsuits; govern the development and use of health and medical facilities; and regulate the number of hours health and medical providers can work as well as the conditions in which they work.  Relevant laws include but are not limited to the following:

1. Emergency Medical Treatment and Active Labor Act (EMTALA)

2. Health Insurance Portability and Accountability Act (HIPAA)

3. Federal Volunteer Protection Act

4. Good Samaritan Law
Additional types of law and regulations that relate to the delivery of health and medical care include:

1. 80-hour work week rule for medical students

2. Occupational Safety and Health Administration and other workplace regulations

3. Building Codes and other facility regulations

4. Publicly funded health insurance laws (including Medicare, Medicaid, and the State’s Children’s Health Insurance Program)

5. Laws pertaining to human subject research

6. Laws and regulations governing the use and licensure of drugs and devices. 

In developing a comprehensive plan for the delivery of health and medical care during an all-hazards event, it is important to consider mechanisms to allow for legal, regulatory, or accreditation adjustments in the following areas:

Liability of providers and institutions for care provided under stress with less than a full complement of resources. The plan may have to provide for "hold harmless" agreements or grant immunity from civil or criminal liability under certain conditions. 
Certification and licensing. Although it is important to ensure that providers are qualified, it is also important to have flexibility in granting temporary certification or licenses for physicians, nurses, and others who are inactive, retired, or certified or licensed in other States. 
Scope of practice. It may be necessary to grant permission to certain professionals on a temporary and emergency basis to function outside their legal scope of practice or above their level of training. 
Institutional autonomy. If organizations and institutions yield their authority in order to participate in a unified incident management system in a crisis, the plan may have to address the legal implications for those organizations. 

Facility standards. Standards of care that pertain to space, equipment, and physical facilities may have to be altered in both traditional medical care facilities and alternate care sites that are created in response to the event.
Patient privacy and confidentiality. Provisions of HIPAA and other laws and regulations that require signed releases and other measures to ensure privacy and confidentiality of a patient's medical information may have to be altered. 
Documentation of care. Minimally accepted levels of documentation of care provided to an individual may have to be established, both for purposes of patient care quality and as the basis for reimbursement from third-party payers. 
Property seizures. Provisions may have to be made to take over property, including facilities, supplies, and equipment, for the delivery of care or to destroy property deemed unsafe for occupancy. 
Provisions for quarantine or mass immunization. In anticipation of a biological event, the plan will have to address the establishment and enforcement of isolation, quarantine, and mass immunization and provisions for release or exception. 

 IV.  Procedure for requesting Mobile Medical Asset
Each MRS Region has procedures for activation; see Attachment 12 for the policy and procedure for obtaining a MMA, the request form, and the forms to be used to document the utilization of MMA contents specific for your Region.
V.   Notification and Activation

The decision to initiate the notification and activation processes should follow pre-established protocols and call-down lists. Automated emergency phone calls, reverse 911 systems, fax notifications, or other redundant systems should be listed within the communications section of the All-Hazards Plan and utilized for the notification process.

A.  Plan Activation

The Alternate Care Site Plan may be activated after the medical facility’s incident commander/designee has verified the information being provided and has decided that the circumstances occurring threaten to overwhelm the medical facility’s ability to provide additional or appropriate care. 

Activation can be triggered by one of the following criteria:

1. The facility has adequate internal surge capacity but does not have the basic equipment needed to serve additional patients.  A portion of the MMA can be requested to augment the current hospital equipment and utilized internally (e.g., beds, commodes, privacy screen, etc).

2. The incident requires multiple response agencies and the institution does not have the capacity to surge within the medical facility, and other alternatives (i.e., transferring or diversion of patients to other hospitals) have been exhausted. 
3. The hospital has become unusable due to infrastructure damage or pending infrastructure damage.
The amount of time needed to establish an ACS can greatly influence its effectiveness in mitigating a disaster. The (insert name of your hospital) will determine, with support of cooperating agencies, what level of alternate care will be activated, what type of service will be provided and what facility will be utilized as the Alternate Care Site. The following items should be considered in reducing the time it takes to implement a fully operational ACS:

1. Immediate identification, request and deployment of pre-packaged resources/equipment to the ACS.

2. Notify pre-assigned personnel to report to the staging area and not self-deploy to the ACS.  

3. The Planning Chief for the medical facility should immediately:
a) announce the primary mission

b) write the initial objectives/tasks  (Incident Action Plan)

4. The Logistics Chief for the medical facility should immediately:

a) obtain staff rosters based on the level of activation

b) determine the personnel assignment (if not predetermined)  
B.  Notification of Staff and External Agencies

Initial notification will be performed by the medical facility’s Incident Commander or designee.  Documentation should be kept and should include: times of notification, message, and the response to the message.  Notification to the Command Staff and Section Chiefs requests that they report to the hospital command center if this is a predetermined location.  Give the location and the time that the initial briefing will occur.

Initial briefing from the Incident Commander to the Command Staff and Section Chiefs will occur prior to requesting the MMA or other external resources.

Additional notification should include the following partners, the priority of order to be determined by the Incident Commander:  

1. Emergency Manager of the County in which the Hospital is located

2. Regional MRS Coordinator

3. Regional MRC Coordinator

4. LHD courtesy call or call for assistance

5. DHSS courtesy call

6. EMS possibility of increased usage for transport to ACS

7. County Officials

8. Nursing home administrators, courtesy call 

9. ACS Personnel (if predetermined)

10. Medical Providers

Land-line numbers, cell phone and fax numbers are located in the all-hazards plan for the medical facility.  The ACS Personnel and the Security Team may be a portion of a larger all-hazards response team for the county.  If this is the case, the call lists will be initiated by Emergency Management after verification of need is provided by the Incident Commander for the hospital.  The notification message to the ACS Team should contain the following and be documented on the appropriate HICs form: 
· When the ACS will be activated

· Location of the Staging Area

· Facility to be used for the ACS

· Time to report

· Anticipated duration of operation

· Very brief statement as to why ACS is being opened

· Reminder if they are taking any medication to bring medications and one change of clothing with them.     

C.  Briefing
The briefing will take place at the staging areas and will be provided by the Operations Section Chief or Medical Division Director for the ACS Personnel and by the Security Division Director for the Security Personnel.  The briefing will include the following information:

1. Incident that prompted activation

2. Reason/s services are being provided, if instance:  

a) Persons being moved from the hospital for the purpose of admitting more critically ill patients.

b) Persons being triaged at a different location and less acutely ill being admitted to ACS.  These persons would normally be admitted to the hospital if bed-space were available. 

c) Comfort care, those requiring medical care, but who are not expected to survive.

3. Number of persons to be admitted initially to the ACS

4. Level of PPE personnel will need  

5. Contact information, written and verbal:

a) for ACS team leader to Operations Chief or Medical Division Director at Medical Facility

b) contact number for Operations Chief or Medical Division Director to ACS Team Leader on site

c) contact number which will be used to relay messages to ACS team members regarding family members and pets

d) contact number for dependent care center, if one has been established.

6. The process to request additional resources from Logistics for additional ACS personnel, medical equipment and supplies

7. Length of time personnel are expected to work.

VI. Communications  

Communications are vital to the overall operation of an Alternate Care Site. The form of communication, e.g., two-way radios, cell phones, paper systems, runners, and/or networked computers, will depend on the available resources at the selected site and the site’s communications capabilities. The Operations Chief will brief ACS staff on the communication system to be used between the hospital and the ACS and identify a back-up plan. The ACS Team shall develop a Communications Plan utilizing form HICS 205.  

To present a unified approach and to prevent the public from receiving possible conflicting information leading to confusion the following will occur--communication during an all-hazards incident will be managed via the Incident Command process, and coordinated through the Public Information Officer (PIO) for the hospital.  

External Communication
Only the identified and assigned person/persons responsible for communicating updates to the public are to act as the spokesperson, Public Information Officer, for the (insert name of your facility). 
a. Contacts for local media representatives, public officials, state and local public health representatives and community leaders are given in Attachment 10: Communications Contact Information. 
b. The methods, frequency and scope of external communications will be determined in collaboration with DHSS and the __________________(insert name of your health department) and/or _____________(name of your MRS region).

c. Insert name of Hospital) will utilize developed and tested protocols for the implementation of Health Alert Network (HAN) and Tele-health systems to communicate with state and local health departments and other health care facilities in Nebraska.  Refer to your facility’s Health Alert Network Procedure or Protocol
d. For increased communication capability between the (insert name of your Hospital) and local healthcare facilities within the hospital’s service area refer to Attachment 11:  Local Health Care Facilities.
The public will seek assistance and answers to questions from the hospital.  Public inquires could be handled by (insert name of hospital) through the following methods: (hospitals should list only those that apply to the.  Delete those which your facility would not use.)
1. Referral of callers to the (insert name of your Health Department)
2. 211

3. Website (list web address here)
4. Radio

5. TV 

6. Public access channel on TV 

7. Phone bank provided by local EM or Local Health Department.  

8. Press releases provided by (insert MRS Region) in conjunction with the Nebraska Hospital Association. 
The following methods of communication may be utilized by the (insert name of  your Hospital) during an all-hazards incident to communicate with staff:  (the hospital should list only those that will be used by your facility)

1. 211

2. Staff bulletin boards

3. Staff meetings

4. E-mail 

5. Calling trees 

6. Radio

7. Website 

8. TV

9. Shift change staff reports

Internal  Communications
a. Administration, staff, patients, and visitors will be informed of the ongoing impact of all-hazards incident on the facility and on the community by a PIO determined message.

b. The Hospital All-hazards Plan is available to all staff.  Printed copies of the All-hazards Plan containing the Alternate Care Site Plan can be found in the following locations: (list areas where the plan can be accessed).  
The following types of back-up communication are available if the hospital is intact:  (list only the types of communication  available within your facility).
	Types of back-up communication in the Hospital

	· Regular phone (# of  separate lines)
	· Ham Radio  

	· Cell phone (personal)
	· HAN/Tele-Health

	· FAX (#) (402-993-2373)
	· Website  (give web address) 

	· Internet
	· Door to Door message delivery

	· Satellite phone 
	· Broadcast from Patrol Cars

	· Pagers
	· 2-way radio

	· Newspapers
	· Flyers


The following methods of communication are available at the Alternate Care Site:  
	Types of communication available at the Alternate Care Site

	
	

	
	

	
	

	
	

	
	


VII.  Staffing

Assistance with the determination of number of staff that may be needed can be found in the guidance document Rocky Mountain Care Staffing Model located in Attachment 1.  A key component of an effective medical response is ensuring an adequate number of qualified health care providers are available and willing to serve in an all-hazards event.

A.  Command and Control (ACS HICS Structure)

The ACS team may be a division of the Operation Section or a team under the Medical Branch. 
1. The ACS shall utilize the modified HICS organizational structure and the adapted job action sheets.  ACS will have at a minimum a Team Leader, a Safety Officer (who may also provide patient care), a Supply Manager (who may also provide patient care) and direct patient care providers.  

2. The Operations Chief in conjunction with the Incident Commander may appoint a Medical Care Branch Director if this is not an already established position and the Incident Commander for the facility wishes one within the command structure.
3. The (insert name of parent organization) Logistics Chief or designee will credential the volunteer medical providers.
B.  General Staffing
The magnitude of the disaster will determine the level of care and the number of staff to mobilize. Jurisdictions should consider the number of ACSs in a region in relationship to available staff and supply availability.  Though it may appear that when a hospital assigns certain staff to respond to an ACS it has compromised its own capabilities by decreasing staff at the hospital site, this situation is only temporary.  By adequately staffing the ACS, the larger incident will be better managed and consequently, fewer patients will flood the hospital, thus creating less strain on the healthcare system.  A hospital may wish to consider utilizing a predetermined emergency response team that has had additional training in establishing an ACS.  Hospitals that have a dedicated response team for an ACS should list their staff in Attachment 14.
C.  Volunteer Staffing 
Volunteer organizations in any jurisdiction are a good staffing resource.  They can be called upon when patient care needs can not be met by the local Emergency Response Team or the (insert name of your local health department) pre-established pool of volunteers.  Medical personnel can be accessed by calling the MRC for the facility’s region and requesting that the MRC Coordinator activate additional medical personnel.  These volunteers have met training requirements for their region and have been pre-credentialed to facilitate quicker assignments to an ACS.  The regional MRC Coordinator will provide the names of the volunteers, who will be responding to the ______________(name of the faculty’s) Logistics Chief or designee.  The MRC Coordinator will fax to the requesting organization a template of their Identification badges, if they have been pre-badged.  Volunteers, in addition to their badges, will be required to show one form of picture identification during credentialing at (insert name of your medical facility).
Other agencies may also be able to provide staffing (please see the list below).  Local agencies with the ability to provide volunteers should coordinate their efforts with the Logistics Chief of the  _____________________(insert name of organization which will be opening the ACS).   If unregistered and unaffiliated volunteers show up at an ACS site, before going through the organization’s staging area they will be referred by security personnel to the appropriate staging location for credentialing.  
To obtain additional medical personnel (resources), consider the following: 
· Requesting volunteers from the_________________ (insert name of regional Medical Reserve Corps for your MRS region).
· Recruiting staff from other community based healthcare professions.
· Making use of retired or currently unemployed but qualified, licensed providers within the community or state.
· Making use of reserve military medical and nursing providers and other responders, as well as an expanded group of providers, such as veterinarians, dentists, and dental auxiliary providers, pharmacists, and health professional students.  

· Reallocating providers from non-emergency care and non-emergency sites to emergency response assignments and from unaffected regions to affected regions.

· Creating training pools of non-medical responders to support health and medical care operations by utilizing volunteers from CERT, American Red Cross Volunteers, Public Health Department Volunteers, United Way, etc.
· Health Professional Schools
· Temporary Staffing Agencies
· Statewide Resources (DMAT, National Guard, Mobile Hospitals)
The Labor Pool & Credentialing Unit Leader of the Logistics Division shall request in writing the number and type of personnel needed and present the request to the Logistics Division Chief.  The Logistics Chief will transfer the request to the Incident Commander for the Facility.  The Incident Commander will request the resources from (insert your MRS region’s) MRC.  See Attachment 15 for a list of all MRS regions and their MRC Coordinators.  

D.  Staff Support Services

1. Personnel Health and Safety

The Safety Officer of the command staff and the Safety Officer within the ACS shall ensure that all workforce personnel are informed of any potential hazards and are provided with any necessary personal protective equipment (PPE) or vaccinations as may be required by the event.
2. Providing Support for facility Staff and dependents
Behavioral health support for staff of the facility will be provided by staff from within the facility who have been trained in physiological first aid.  Staff requiring support greater than this will be debriefed by a CISM from the area.  Behavioral/mental healthcare for dependents will be provided by facility staff.

3. Dependent care (children and adult) 

Dependant care is (offered or not offered) for personnel responding to an all-hazards event.  (If you do not intend to offer dependent care delete the remainder of this section)  

a) Dependent care will be provided at a location not connected to the Alternate Care Site.  

b) A medical form will be completed for each dependent who will be receiving care. 

c) If the dependent is on medications, even OTCs, the medications must be provided along with a detailed list of when the medication was last given and when the next dose is due.  

d) Volunteers, who are pre-credentialed should have already completed the form except for current medications. 

e) The dependent should accompany the personnel to the staging area.  

f) Personnel will be notified, during staging, the location of the care site.  

g) A picture will be taken of the personnel with their dependent and will be used when the dependent is released from care to verify relationship.
h) For infants and toddlers in diapers, diapers will need to be provided for 24 hours. 

i) If their nourishment is baby food or formula, a 24 hours supply should be provided. 

j) All other dependents will be fed 3 meals and a bedtime snack.

4. Meal provisions
Meals will be provided for all ACS personnel on duty at the ACS, in an area separate from the medical unit. 

5. Water

Potable water will be available in a quantity equal to at least one liter per day per person, if the incident involves limited water supplies.  
6. Designated rooms for rest/sleeping

· There will be a dormitory style room designed for sleep and rest available for all ACS personnel.  
· No personnel will be expected to work longer than 12 hours without a four rest period.

· The cots within the room will have a minimum of 6 feet of space between the beds when placed side by side and a minimum of 6 feet when placed head to foot.

· The cots will be provided with disposable linens and a pillow.

7. Designated restrooms

Restrooms will be designated for personnel use.  If restrooms are not available within the facility, portable facilities will be obtained.  Restrooms not having hand-washing capability will be provided with hand-sanitizer.

If showers are not available within the facility, personnel will be provided with the same wash kits that will be used within the medical unit.
8. Communication with family
Employee communication with family is allowed and encouraged.  A cell phone will be designated for that purpose and staff are encouraged to use it during their breaks.  It is unlikely that internet access will be available for personnel and family communication. 
9. Clothing or laundry services for staff  
Disposable lab coats and cover gowns will be available to prevent contamination of personal clothing.  It is recommended that personnel bring one complete change of clothing with them.  If there are washers and dryers within the facility they may be utilized.  If none are available, clothing may be hand-washed and allowed to dry overnight.
E.  Credentialing of Medical Staff and other Licensed Personnel

(Insert your credentialing policy here or the medical facility may choose to modify and/or use the policy provided below.)
DISASTER PRIVILEGES and RESPONSIBILITY POLICY 

Purpose:


To clearly establish a process outlining how volunteer (non-employee, non-privileged) Licensed Independent Practitioners, other non-employee, non-privileged Licensed Practitioners and other non-employee healthcare providers can be granted privileges or have qualifications and competence determined in order to safely care for patients in a disaster. For the purpose of this policy “volunteer” is defined as any non-employee, non-privileged person who presents to give aid to the hospital and its patients.
Policy:

1.
This policy will be in effect upon:

a.
the initiation of the emergency management (disaster) plan and/or Incident Command.

b.
the hospital determining that it does not have sufficient licensed practitioners for providing optimal care to an increased number of patients seeking emergency services/care.

2.
The policy will support the Incident Command structure which assigns a Logistics Section Chief (labor pool) and a Medical Officer (Licensed Independent Practitioners).

3.
The Logistics  Section Chief (Labor Pool) will be responsible for assigning the disaster privileges for non-physician practitioners (nurses, pharmacists) and other allied healthcare providers (social workers, nursing aides, radiology techs, laboratory tech, physical therapy and respiratory therapy personnel) who would be considered for temporary privileges, and shall be subject to the same general conditions of supervision, which may include supervision by an AHP with current like privileges.   
4.
The Medical Officer (assigned from the Medical Executive Committee) will be responsible for assigning the disaster privileges for Licensed Independent Practitioners (physicians, CRNAs) and other licensed practitioners (i.e. NPs and PAs).

a.
While this policy is in effect, all members of the Medical Staff (active, courtesy, consulting) will be granted the privilege to admit, transfer and discharge patients.

b.
All admissions, transfers and discharges will need to be coordinated through the Incident Command structure.

5.
All volunteers must present the following in order to be assigned disaster privileges or responsibilities:

A valid government issued photo ID from a state or federal authority (driver’s license, passport) AND at least one of the following:

(1)
A current hospital or health care facility card that clearly designates their profession;

(2)
A current professional license or certification or registration as applicable;

(3)
Primary source verification of licensure, certification or registration as applicable;

(4)
Identification indicating that the volunteer is a member of a Disaster Medical Assistance Team, or MRC (Medical Response Corp), ESAR-VHP or other recognized state or federal organization or groups;

(5)
Identification indicating that the individual has been granted authority to render patient care, treatment, or services in disaster circumstances (authority from State, Federal or Municipal entities)

6.
Primary source verification of all volunteer licensure, certification or registration must begin as soon as the disaster situation is stable and must be completed within 72 hours from the time the volunteer presented to the organization.

a.
In the event that primary source verification cannot occur within the 72 hour period, primary source verification must be completed immediately when possible. 

b.
There will be documentation of the circumstances that are preventing the primary source verification and attempts to correct the situation.

c.
There will also be documentation of the hospital’s ability to continue to provide or not provide needed services.

7.
All Volunteers will be provided with an ID badge designating their profession and their volunteer disaster status.

8.
Within 72 hours after the volunteer has presented to the hospital, the hospital will make a 
decision to continue or discontinue privileges or responsibilities based on the primary source verification and any other information obtained.

9.
All volunteers will be placed under the direct supervision of an employee or Medical Staff peer who will direct and oversee the care the volunteer provides.

10.
All volunteers must work within their scope of practice.  Volunteer Medical Staff may initiate consults and are permitted to do anything possible to save a life.  Admissions, discharges or transfers out of the facility must be coordinated through the Incident Command structure.

Procedure:

Upon the establishment of the need for volunteers:
1.
The Leaders for the Labor Pool and the Medical Staff will initiate (or assign to staff member) the following responsibilities:

a.
Assure that the Volunteers complete the Disaster Volunteer Form and provide the proper credentials listed above.

b.
That when Volunteer has completed the Form, the Volunteer is issued a disaster badge. (Human Resource’s camera and badge creator should be used). The Labor Pool Leader, the Medical Staff Leader and/or the assigned employee should complete the Form by filling in:

(1)
The badge number  

(2)
The name of the employee to whom the volunteer is assigned and

(3)
Attaching the Photo copies of the Volunteer’s credentials.


2.
The Disaster Volunteer Forms will be collected and when it is possible delivered to the Medical Staff Office and/or Human Resources for primary source verification.  The primary source verification will be copied and attached to the Disaster Volunteer forms and initial credentials.

3.
At the end of the disaster, Medical Staff Services and Human Resources will collect and account for all disaster badges.

4.
Medical Staff and employees who were assigned volunteers, will complete an evaluation of the volunteer’s performance. The evaluation will be attached to the volunteer’s paperwork and returned to Medical Staff Services and Human Resources.
VIII. Security

The Security Plan for ACS will be developed between the Emergency Manager, Local Law for the city or county in which the hospital is located, and the security personnel for the building being utilized..

Depending on the events occurring within the community, all law enforcement officers may be fully utilized in conducting their regular duties and will only be available to respond to active security or civil unrest situations. 

Local Law Enforcement will need the assistance of community members who have been trained to provide security.  They may be members of a CERT team or a section of a county all-hazards response team.

Activate and implement your facility lockdown procedure to maintain control and security.  Access doors to the building should be limited to the minimum necessary and the remainder of the doors should be locked. Decisions to restrict public access to the Alternate Care Site must be made early in the incident by the Unified Command Staff.  If public access is to be restricted, this decision should be implemented immediately. 

Announcing the security restrictions to the staff and public should be immediate, followed by assigned personnel re-routing pedestrian and vehicular traffic and doors being locked either manually or electronically.  Locked doors should be monitored to ensure no compromise occurs.  Internal and external signage indicating “this door is not to be opened” should be posted as soon as possible.  This signage may be made in advance and placed with the paper products that will be needed at the site.

Safety personnel for the building being utilized should provide advice to the security team indicating which doors must remain unlocked to ensure adequate egress in the event of a fire or other internal emergency.

IX.   Logistics
A.  Transportation 

The movement of the MMA to the predetermined Alternate Care Site will require the assistance of (Insert name of County) Emergency Manager.  The nearest MMA/s to (insert name of medical facility) are located in (insert name of town or towns; counties).  It will be necessary for the Emergency Manager to arrange for a fork-lift and fork-lift operator to be available at the Alternate Care Site. The equipment and supplies for one Alternate Care Site consists of five pallets with a combined weight of nearly 3000 pounds.  The base of each pallet is a 48” square and its height between 72 to 96 inches depending on the equipment or supplies on the pallet.  It is a requirement of the MRS region that the pallets be moved in an enclosed vehicle.  With proper documentation, payment of the vehicle rental and/or mileage for the movement of the MMA (if permanently warehouse within a trailer) may be provided by the MRS region.  See Attachment 13 for the location and contact information for all MMAs within the State of NE. 
B.   Pharmaceuticals

The dispensing of prophylactic medications or vaccines in the event of the public health emergency are the responsibility ___________(insert name of your health department).  Level I sites do not require the use of a MMA in order to be established.  The procedure for the establishment of this type of site is contained within the Emergency Response plans of the ___________________(insert name of your local health department).  

Medication dispensed within the hospital may follow one of three scenarios:

1. Limited medication, dispensing to selected staff only

2. Dispensing to entire staff

3. Dispensing to entire staff, patients, clients, residents and tenants.  See the hospital mass-dispensing plan for details for dispensing based on the appropriate scenario.

The medications in the above scenarios may be caches of the medical facility, the region, state or federal government.               
C.  Laundry 
Linens, as with most of the patient care supplies in the alternate care site, will be disposable.  General wastes will be a large issue.  Paper supplies used in direct patient care will be handled as little as possible, with minimal agitation.

1. Contaminated linen means paper linen soiled with blood or other potentially infectious materials. These will be considered infectious waste if it meets the definition listed below in “Waste Management”.  At the time of the incident, information modifying the definition of infectious materials may be provided by the State or Federal Health & Human Services systems.

2. Contaminated paper linens will be red bagged or placed in a lined biohazard containers at the location where it was generated and will not be sorted.
D.  Environmental Management
1. Cleaning within the medical unit will be required at least every 24 hours.  All required PPE must also be utilized while cleaning. 
a) Clean from the cleanest area to the dirtiest area.  The dirtiest areas will be the areas closest to the patients.

b) Use an approved EPA disinfectant, appropriate for the reason for the medical unit.

c) For a unit holding 20-25 beds, the water with disinfectant will need to be changed every four beds.

d) Cleaning within the remainder of the facility being utilized by ACS personnel can be done as it appears necessary with these exceptions:

1) All food preparation and eating areas shall be cleaned before and after meals

2) Restrooms used by ACS Personnel shall be cleaned daily

2. General Trash will be removed as the waste receptacle become full.

3. Infectious wastes should be sealed at the location where generated by tying a knot like those used to tie an inflated balloon and placed in a larger biohazard receptacle within the unit.  The bag within the larger receptacle will be secured when full and returned to ___________(insert name of your hospital) for appropriate disposal of infectious wastes. 

E. Waste Management

All infectious waste generated at an ACS Level II or higher will be returned to the (insert name of facility) for appropriate disposal.  Infectious waste will be segregated from non-infectious waste at the time of generation.  Waste generated at a Level I ACS is the responsibility of the (insert name of health department).
Isolation waste, also called biological waste, is generated by patients isolated to protect others from communicable disease and includes discarded materials contaminated with blood, excretion, exudates or secretion from humans in isolation.  This includes PPE worn by healthcare workers that has been contaminated with the biological waste.  Guidance will need to be provided as to whether this type of waste can be discarded as general waste or must be processed as regulated medical waste.

The following are not regulated waste unless the waste includes visibly dripping blood, other potential infectious body fluid, or meets the definition for Isolation wastes.  Unregulated waste should be disposed of in the regular trash.
	Dressings and gauze pads
	Chux, swabs, splints
	Masks, gloves, gowns
	Tape

	Sutures without attached 

needle
	Ventilator tubing & resp. 

suction equipment 
	Foley bags and Foley 

catheter 
	Red rubber catheters

	Bed pans & emesis basins
	Diapers
	Urinals, toilet hats, urine

filters
	Peri pads

	NG tubes
	Irrigation sets
	Bulb syringes
	Paper towel, tissues,

disposable cups and glasses

	Alcohol and Betadine wipes
	Casts and cast padding
	Plastic medication vials
	Empty IV bags


F.   Food Services  

The American Red Cross will be overwhelmed if the incident is of a significant magnitude and, as such, the hospital should not count on them to provide for the patients.  The hospital, if the dietary department is in working condition, or a long-term care facility within the community may be able to add an additional 10-25 patients to their meal plans without causing a significant burden.  The has on hand adequate food supplies for  _____days.  The dietary personnel of the schools may be able to assist with the preparation of food for the ACS personnel and, under the direction of the hospital      dietary manager, may be able to assist with the preparation of meals for the patients within the ACS.  Foods used from the school’s supply must be documented and will be replaced if funding becomes available.  

G.  Storage
Requirement for MMA storage prior to delivery to the ACS site is located within the MMA 
       Policy & Procedure as Attachment 12.
Upon delivery of the MMA at the ACS site, the equipment and medical supplies

1. will be inventoried, utilizing the packing slips from each of the pallets

2. the medical unit will be opened only after it contains all the equipment and supplies necessary to make the unit ready for occupancy.  A single patient unit will contain the following:

a. one bed with IV Pole 

b. bottom sheet

c. lifter

d. soaker pad

e. top sheet

f. blanket

g. mylar blanket

h. pillow with pillow case

i. personal care kit

                 Between the Beds will be a commode, with a chem-dry packet


     Privacy screens to be placed to provide as much privacy as possible


     The IV pole will act as the patient’s bedside table.  It will hold a plastic bag in which 
                 the patient’s personal care items may be kept.  The personal stethoscope may be


     be placed inside of the bag if the reason for the ACS is a respiratory illness or hung 
     from the IV pole along with the cover for the blood pressure cuff. 

3. rest area for staff will be established using the cots and linen kits prior to opening of the unit.

4. the remaining medical supplies will be re-inventoried an placed into a secure storage area
 away from the medical unit.  Storing the supplies in another location within the facility will prevent accidental contamination from organisms that may be found within the medical unit itself. 

5. Removal of medical supplies from storage will be preformed by the Supply/Inventory Officer only.

6. PPE needed for 1 shift will be placed outside of the medical unit but easily accessible.  PPE will be restocked at the end of each shift for the oncoming shift.

X.   Patient Population   

A.  Behavior Health  
(Insert Hospital Name) has incorporated coordination with (insert LHD, Region ___ Behavioral Health, and/or MRS Region) to provide counseling and behavioral health interventions to victims, family members, and response personnel. Region (#) Behavioral Health undertook a comprehensive regional planning process, including the identification of primary and reserve Behavioral Health Practioneers to provide services with directions provided in the Nebraska Behavior Health All-Hazards Disaster Response and Recovery Plan.  A copy of the Region (#) Behavior Health Plan can be accessed by contacting the Region ___ Coordinator. See attachment_____.  

The activation for Behavioral Health response to an Alternative Care Site must be request from the Emergency Manager.  Once requested and approved the Emergency Manager, or their designee, will contact the local public health department who will then notify their Region to become activated.  This process is outlined in each county’s LEOP.   According to the Nebraska Behavioral Health All-Hazards Disaster Response Recovery Plan Appendix B-1 the Region’s basic immediate disaster response, once activated, is as follows:

1. Assess the situation

a. Contact the local American Red Cross to determine their level of deployment

b. Determine the number and type of first responders deployed

2. Coordinate resources relevant to the behavioral health disaster response

a. Build on local organization and requests – disaster coordinators should coordinate with all additional local volunteer groups

b. Coordinate with other regional and state groups to ensure adequate resources

c. Coordinate services with other responding agencies to provide behavioral health services to emergency responders

d. Coordinate with designated Public Information Officer

3. Arrange Access to specialized resources

a. Work with NEMA if disaster is declared to arrange appropriate state resources

b. Be aware of cultural competence in the delivery of service

c. Mobilize those with special skills as needed (i.e language, children, older adults, death notification)

B.  Special Needs Population  

(Insert hospital name) has incorporated coordination with (insert local health department) who assumed the lead role in the development of a comprehensive preparedness plan to assure the safety of individuals with special needs. Guidance and practical information on how to assist individuals and families with special needs as well as the agencies that serve them are listed in the response plan.  The (local PHD) will assist as needed with risk communication messages to reach the special needs populations and the agencies that serve them about where they can go for assistance with changes in medical care. Requests for assistance with individuals with special needs can be accessed through the Planning Section whom will contact (insert local health department) for assistance.
XI.   Tracking
A.  Patient       
Patients who are processed at any site other than the hospital will need to be assigned a unique identifier.  The initial tracking tag should include their name if known and a processing 
number.  The processing number would also serve as their Disaster Identification Number (DIN).   In Nebraska there are 93 counties and until 2002 the first two digits on all license plate were the county number.  In 2002 Douglas, Lancaster and Sarpy Counties changed the prefixes for license plates within those counties.   If the county numbers prior to 2002 were to be used as the first two numbers of the patient identification number and the remainder of the numbers being with 01 would be the patient numbers in sequential order as the patients were 
admitted or evaluated at a site other than the hospital. This type of identification tags could be made and stored well in advance of any all-hazard event.  During an incident once an identifier had been issued and an arm bracelet attached with an identical number, if the patient were transferred to another medical facility, the county of origin could be rapidly determined.
B.  Patient Belongings

As patients are prepared for decontamination or admission to an Alternate Care Site, personal belongings are removed.  Their personal items should be separated as durable or non-durable. 

1. Durable Items include:
· Keys

· Cell phones

· Electronic devices
· Purses/wallets
· Rings include: ear-rings, nose rings, tongue rings, eyebrow rings, nipple rings, navel rings, finger and toe rings and any other rings.  (All rings)

· Watches 

· Necklaces
· Credit cards
2. Non-durable:
· Clothes
· Under-garments

· Shoes and socks

· Jackets

Their personal belongings should be bagged, assigned the same tracking number as the DIN of the patient and labeled with the patients name if known.  Valuables should be placed in a valuables envelope with the contents listed on the outside.  (The same valuables envelope and procedure used within the medical facility to be used at an ACS).  After completing the documentation of contents, the valuables envelope should be placed in the plastic bag and attached to the IV pole at the foot of patient’s bed.  The bag contains the patient’s personal care item.  This would allow the patient visualization of the bag and the bag would be in plain sight of everyone, therefore more difficult for someone to remove the valuables envelope.  The patients clothing could be double bagged, if necessary, and placed under their bed.  After all items have been processed, the items should be retained until law enforcement determines that they are not wanted or needed as evidence. The authorities may never return non-durable items. If a jurisdiction plans to return durable or non-durable goods, then the items must be decontaminated (if appropriate) before they are returned to the owner.  If decontamination is not necessary the patient should receive instructions about cleaning their personal items prior to return. 

C.  Disease Surveillance  
1. Patients are not tightly packed within properly set-up medical unit of an ACS if greater than six feet are allowed between patient beds.  If an airborne infection is introduced into the medical unit even with spatial separation, it is highly likely that all persons within the unit will display the sign and symptoms for the infection.

2. With improper use of Standard Precautions illness spread by contact can be introduced into any unit.

3. Personnel providing care should be alert for changes in a patient’s medical condition that may indicate that the patient has developed a new condition unrelated to their admission to the medical unit.  

4. Clusters of like symptoms should be reported to the infectious disease coordinator for your facility.  The Infectious Disease Coordinator will report the condition to the (insert name of your health department) or to NE DHHS immediately.

5. Control methods will be developed and implemented based on recommendation provided.


XII.  ACS Demobilization


Once all patients have been dismissed or transferred from the ACS to a regular medical facility and

_______________(name of facility) has the capacity and ability to manage any new patients,
then the ACS will no longer be required.  The ACS may be demobilized by the Incident Commander of the Medical Facility.  With demobilization of the ACS, it is the responsibility of the ACS team members to assist the supply manager with the repacking of the pallets. Follow the Supply Managers suggestions so that it is possible to determine how many of each supply must be purchased to replenish those used from the MMA.
The following activities should be accomplished as rapidly as possible so that the facility may be returned to the owner and normal operations may begin again within the facility.

Using Standard Precautions and Appropriate PPE

1. Dispose of all pillows, mylar blankets, divider curtains and used paper linens.  

2. If a non-infectious disease, the polyester blankets may be returned to the facility to be laundered.  They should be placed into laundry bags with a minimum of agitation.  

3. Dispose of any packaged supplies, opened or unopened within the medical unit, if the medical unit was used for patients with an infectious disease.

4. Sealed packages of supplies remaining within the medical unit used for patients with a non-infectious disease may be returned to their original carton.

5. Using an  EPA-approved disinfectant, wash down the following items before repackaging for placement on a pallet:

a. all mattresses 

b. bed frames 

c. commodes

d. patient lifts  

e. cots and cot mattress
f. hamper frames
6. Mop the floors and wash walls (if necessary) of the medical unit with an EPA approved disinfectant. 

7. Take all biohazard bagged wastes to the (insert name of medical facility) for appropriate disposal.

8. Non-infectious wastes may be placed in the regular trash.  If the facility used as an ACS does not have regular trash pick-up scheduled, return general wastes to the (insert name of hospital) for disposal.  

9. Following clean-up of the facility, the ACS Team Leader and the facilities manager will walk through the facility and any damages to the facility occurring during use of the facility will be documented. 
10. The ACS team-leader will turn in all documentation from the ACS Medical Branch Director or the Operations Section Chief if a Medical Branch was not established.  The Operations Chief will give the documents to the Planning Section Chief or the Documentations Unit Leader of the Planning Section. 

11. The Planning Section Chief will separate the records into the correct divisions.  Medical records generated at the ACS will be stored within the Medical Records department of the (insert name of your hospital).  Inventory check-lists will be given to the Financial Chief, who will submit a list of utilized supplies from the MMA to the (insert name of MRS region).  Supplies utilized from the facility and the MMA will be submitted through the Emergency Manager of (insert county name) for possible reimbursement. 

XIII. Education
Training for the many components that will be necessary to establish an operational Alternate Care Site will require pre-event as well as on-site/just-in-time training.
Pre-event Education  

In the MRS regions serviced by the Partnership Grant there is one practice MMA.  This MMA can be moved to hospitals around the State for training when requested by a hospital through their MRS Coordinator.  The training MMA is warehoused in Boone County.  Of all educational methods, most people learn best by doing or observing it done.  To establish a medical unit from the MMA, as a portion of an exercise is one of the better ways to remember.  The use of this MMA may provide a greater impact if a table-top discussion occurs prior to acquiring the MMA.  

Event Education
During an all-hazard incident, education will be seen in many forms, but the form seen most frequently will be the teaching, learning, and utilizing of a skill that is needed now.  This form of education is called “Just-in-Time”.   
Post Event Education
 In reality, the greatest amount of learning may follow the incident with the evaluation of the things that went well and the processes or procedures that need to be modified, or discarded and rewritten.  This process is frequently called “lessons learned” and the resulting after action plan will reflect items that need to be readdressed with the modification, and additions incorporated into the revised plan. 
Attachments
 for ACS Plan Template

ATTACHMENT 1

  Rocky Mountain Care Model   www.ahrq.gov/research/altsites.htm
ATTACHMENT 2

Surge Hospitals: Providing Safe Care in Emergencies.  www.jcipatientsafety.org/14886
ATTACHMENT 3

Site Map/s for ACS

ATTACHMENT 4

MMA Contents

This list will need to be modified if the Medical Facility is not in the RROMRS Region
	Item
	Item per box or number of items
	Number of boxes
	Total number

of items
	Description

	Linen Kits
	25`
	8
	200
	Bottom & top sheet, absorbent pad (2) and pillow case

	Gown Kits
	25
	8
	200
	Adult gown, (30”x42”) waist tie, 2/kit, socks-one size first up to men’s size 13 with terrycloth skid resistant treading

	Hygiene Kits
	25
	3
	75
	Tooth Care, hair brush, body wipes (8”x8”) full-size pre-moistened washcloths in re-sealable container, dry-it towel (19”x42”) disposable

	Pillows
	25
	2
	50
	Single Patient use 16”x 22”

	Blankets
	25
	2
	50
	40” x 80” grey 100% polyester lightweight

	Patient Lifters
	10
	3
	30
	Reusable patient transport pad with handles.  Fluid resistant, each pad weighs only 2 lbs, yet supports 650#

	STATPAQ
	60
	2
	120
	Standard Precaution Kit-one site fits most, fluid resistant gown, N95 respirator, 2-sizes Nitrile exam gloves, goggles, and shoe covers.

	Dry-it Disposable towels
	100
	4
	400
	Roll of 100 (19” x 42”) cotton-like supper absorbent towels.

	Bio-hazard Bags & holder
	20
	6
	120 bags

6 frames
	31” x 43” 1.2ml, red 30 gallon bags, with golding PVC frame

	Exam gloves, S 
	100
	3
	300
	

	Exam gloves M.
	100
	6
	600
	

	Exam gloves L
	100
	6
	600
	

	Nitrile gloves XL
	100
	3
	300
	

	Disposable Stethoscopes
	25
	1
	25
	

	Disposable BP

Cuff covers
	10
	2
	20
	Made of impervious material to prevent cross contamination, will not affect BP reading

	Post Mortem Kits
	10
	2
	20
	Body Bag- 36”x90” 8 ml vinyl-not a carry type bag, recommended use of patient lifter, Plastic shroud sheet, three 36” ties, two 60” ties, plus 3 ID tags, and a cellulose chin strap, Absorbent pad-17” x 24” fluff-filled with embossed polypropylene backing controls slipping and reduces the risk of leaks.

	Privacy Curtains
	16
	
	16
	70H x 63”W, PVC frame, 3lbs collapsible; disposable, fluid resistant, non-woven fabric is easily replaced when soiled with 1 included replacement curtain

	Mylar Blankets
	25
	6
	150
	Mylar warming blanket 52”x 80” to be used with linen kit and or blanket for extra warmth-

30-42” 100% cotton, flannelized blanket

	Sharps Container
	10
	
	10
	1 gallon, red translucent lid

	Bedpans
	25
	1
	25
	

	Male urinals
	25
	1
	25
	Graduated to 32oz, 1000ml capacity

	Absorbent Briefs
	96
	3
	288
	Fits up to 56” waist, generous leg cut

	N-95 Respirators
	20
	4
	80
	HM-5210 Flat-fold elastic band, individually wrapped



	Sani Bags
	100
	3
	300
	Commode/Bedpan liner system with especially formulated absorbent powder, turns liquid to solids for easy, mess-free-disposal.

	Folding Cots
	10
	
	10
	71”Lx 25.5”Wx 15”H Lightweight with 375 lbs. capacity.

	Adjustable Beds with IV Pole
	25
	
	25
	82”Lx33”Wx@@”H with 2” thick vinyl-covered mattress 425las capacity, Head and foot independently adjustable.

	Bedside Commode
	10
	
	10
	

	Urine and Emesis Bag
	40
	2
	80
	

	Germicidal Wipes
	50
	5
	250
	

	Lab Coast, XL
	10
	4
	40
	Protects against particulates and is blood and viral penetration resistant.  Full cut, 6 snaps front closure, knit collar and cuffs, 3 sewn on pockets.


ATTACHMENT 5

Medical Response System Coordinators

Rural Region One Medical Response System (RROMRS):


Ginger Bailey  402-529-2233   rromrs@elvphd.org
Serves 22 counties: Antelope, Boone, Boyd, Brown, Burt, Cedar, Cherry, Colfax, Cuming, Dakota, Dixon, Holt, Keya Paha, Knox, Madison, Nance, Pierce, Platte, Rock, Stanton, 

Thurston, Wayne.

Panhandle Region Medical Response System (PRMRS):


Melody Leisy  308-262-2217  mleisy@pphd.org
Serves 11 counties: Sioux, Dawes, Sheridan, Scotts Bluff, Morrill, Garden, Banner, Kimball, Cheyenne, Deuel, Box Butte.

West Central Medical Response System (WCMRS):


Justin Watson  308-696-7990  watsonj@mail.gprmc.com
Serves 16 counties: Grant, Hooker, Thomas, Arthur, McPherson, Logan, Keith, Perkins, Lincoln, Chase, Hayes, Frontier, Dundy, Hitchcock, Red Willow, Furnas.

Tri-Cities Medical response System (TRIMRS):


Dave Glover  308-627-2473  dkglover@charter.net
Laura Meyers 308-236-8974 laurameyers@charter.net
Serves 23 counties: Blaine, Loup, Garfield, Wheeler, Custer, Valley, Greeley, Sherman, Howard, Merrick, Dawson, Buffalo, Hall, Hamilton, Gosper, Phelps, Kearney, Adams, Clay, Harlan, Franklin, Webster, Nuckolls.

Lincoln Metropolitan Medical Response System (LMMRS) and Southeast Nebraska Medical Response System (SEMRS): 


Eric Shanks  402-441-3897  EShanks@cl.lincoln.ne.us

Jon Holmes  (Assistant)  402-441-3489  jholmes@cl.lincoln.ne.us
Serves 16 counties: Polk, Butler, York, Seward, Lancaster, Cass, Otoe, Fillmore, Saline, Gage, Johnson, Nemaha, Thayer, Jefferson, Pawnee, Richardson.  (It looks as though Cass county may be shared by this region and OMMRS).

Omaha Metropolitan Medial Response System (OOMRS):

Phyllis Dutton 402-572-3374  pdutton@alegent.org
Serves 5 counties: Dodge, Saunders, Washington, Douglas, Sarpy.

(It looks as though Cass county may be shared by this region and LMMRS/SEMRS).

ATTACHMENT 6

Chain of Command for Requesting Supplies from State Caches

[image: image1]
ATTACHMENT 7

TRIAGE FORMS
Insert forms this sections that the facility will use for triage.  There may be more than one type of triage form.  (i.e.,  Pandemic Influenza triage form, mass casualty incident form and etc.)
Start

[image: image4.wmf] 


Phone Triage Form

Influenza-like-Illness

Name: _____________________________________________ Home Telephone Number:_______________

Job:____________________    DOB:____________________    Work Location:_________________________

 911 Address: ______________________________________________________________________________

List any exposure (i.e. exposure to birds or persons with severe acute febrile respiratory illness): ______________________________________________________________________________

Date/s of Exposure (list all, use back of page if necessary) ____/______/_______,   ___/______/_______.

Out of Country travel    No   ______Yes  ____________If yes where___________________________________

Do you have any of the following influenza-like-illness symptoms including:  Check all that apply.

· Fever higher than 100.4 F (38 C)

· Cough

· Acute onset of respiratory illness  (shortness of breath, wheezing, difficulty breathing)

· Sore throat

· Arthralgia  (bone pain)

· Myalgia or prostration  (muscle pain, or extreme fatigue)

· Gastrointestinal symptoms (i.e. diarrhea, vomiting, abdominal pain generally applies to children)

Have you taken your temperature? If  you have not done so, do it now.  If  temperature normal and you are considered to be at risk continue taking your temperature twice a day (morning, AM; Evening, PM) for the next 10 days.

	Day 1
	Day 2
	Day 3
	Day 4
	Day 5

	Date
	Date
	Date
	Date
	Date

	AM Temperature
	AM Temperature
	AM Temperature
	AM Temperature
	AM Temperature

	PM Temperature
	PM Temperature
	PM Temperature
	PM Temperature
	PM Temperature

	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___


	Day 6
	Day 7
	Day 8
	Day 9
	Day 10

	Date
	Date
	Date
	Date
	Date

	AM Temperature
	AM Temperature
	AM Temperature
	AM Temperature
	AM Temperature

	PM Temperature
	PM Temperature
	PM Temperature
	PM Temperature
	PM Temperature

	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___
	ILI Symptoms

No_____ Yes___


Recommendation:  

· No exposure to ILI and without signs and symptoms of ILI.  Continue normal activity, but stay out of crowds.

· No signs and symptoms for ILI, but significant risk.  Continue to monitor for symptoms, particularly temperature.  Stay at home.  Please call again if you develop a temperature greater than 100.4 

· With temperature, and exposure to ILI stay at home.  Stay away from other family members, drink plenty of fluids and take frequent rest periods.  You will be called in a.m. to monitor your condition.

· With exposure to ILI, elevated temperature and mild respiratory symptoms, make an appointment to see their medical provider at the end of today’s office schedule.  (Call provider office to advise name of patient and schedule.

· With or without exposure history, with elevated temperature and severe respiratory symptoms.  Report to the Emergency Department of the  _____________ as soon as possible

ATTACHMENT 8

Minimum Necessary Ruling as it relates to Disaster

 SEQ CHAPTER \h \r 1MINIMUM NECESSARY
[45 CFR 164.502(b), 164.514(d)]

Background

The minimum necessary standard, a key protection of the HIPAA Privacy Rule, is derived from confidentiality codes and practices in common use today.  It is based on sound current practice that protected health information should not be used or disclosed when it is not necessary to satisfy a particular purpose or carry out a function.  The minimum necessary standard requires covered entities to evaluate their practices and enhance safeguards as needed to limit unnecessary or inappropriate access to and disclosure of protected health information.  The Privacy Rule’s requirements for minimum necessary are designed to be sufficiently flexible to accommodate the various circumstances of any covered entity.

How the Rule Works


The Privacy Rule generally requires covered entities to take reasonable steps to limit the use or disclosure of, and requests for, protected health information to the minimum necessary to accomplish the intended purpose.  The minimum necessary standard does not apply to the following:


Disclosures to or requests by a health care provider for treatment purposes.


Disclosures to the individual who is the subject of the information.


Uses or disclosures made pursuant to an individual’s authorization.


Uses or disclosures required for compliance with the Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Rules.


Disclosures to the Department of Health and Human Services (HHS) when disclosure of information is required under the Privacy Rule for enforcement purposes.


Uses or disclosures that are required by other law.


The implementation specifications for this provision require a covered entity to develop and implement policies and procedures appropriate for its own organization, reflecting the entity’s business practices and workforce.  While guidance cannot anticipate every question or factual application of the minimum necessary standard to each specific industry context, where it would be generally helpful we will seek to provide additional clarification on this issue in the future.  In addition, the Department will continue to monitor the workability of the minimum necessary standard and consider proposing revisions, where appropriate, to ensure that the Rule does not hinder timely access to quality health care.


Uses and Disclosures of, and Requests for, Protected Health Information.  For uses of protected health information, the covered entity’s policies and procedures must identify the persons or classes of persons within the covered entity who need access to the information to carry out their job duties, the categories or types of protected health information needed, and conditions appropriate to such access.  For example, hospitals may implement policies that permit doctors, nurses, or others involved in treatment to have access to the entire medical record, as needed.  Case-by-case review of each use is not required.  Where the entire medical record is necessary, the covered entity’s policies and procedures must state so explicitly and include a justification.


For routine or recurring requests and disclosures, the policies and procedures may be standard protocols and must limit the protected health information disclosed or requested to that which is the minimum necessary for that particular type of disclosure or request.  Individual review of each disclosure or request is not required.


For non-routine disclosures and requests, covered entities must develop reasonable criteria for determining and limiting the disclosure or request to only the minimum amount of protected health information necessary to accomplish the purpose of a non-routine disclosure or request.  Non-routine disclosures and requests must be reviewed on an individual basis in accordance with these criteria and limited accordingly.


Of course, where protected health information is disclosed to, or requested by, health care providers for treatment purposes, the minimum necessary standard does not apply.


Reasonable Reliance.  In certain circumstances, the Privacy Rule permits a covered entity to rely on the judgment of the party requesting the disclosure as to the minimum amount of information that is needed.  Such reliance must be reasonable under the particular circumstances of the request.  This reliance is permitted when the request is made by:


A public official or agency who states that the information requested is the minimum necessary for a purpose permitted under 45 CFR 164.512 of the Rule, such as for public health purposes (45 CFR 164.512(b)).


Another covered entity.


A professional who is a workforce member or business associate of the covered entity holding the information and who states that the information requested is the minimum necessary for the stated purpose.


A researcher with appropriate documentation from an Institutional Review Board (IRB) or Privacy Board.


The Rule does not require such reliance, however, and the covered entity always retains discretion to make its own minimum necessary determination for disclosures to which the standard applies.

 SEQ CHAPTER \h \r 1Frequently Asked Questions
To see Privacy Rule FAQs, click the desired link below:

FAQs on Minimum Necessary
FAQs on ALL Privacy Rule Topics   

(You can also go to http://answers.hhs.gov/cgi-bin/hhs.cfg/php/enduser/std_alp.php, then select "Privacy of Health Information/HIPAA" from the Category drop down list and click the Search button.)

Obtained from this website: http://www.hhs.gov/ocr/hipaa/guidelines/minimumnecessary.rtf
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ATTACHMENT 9
ATTACHMENT 10  
Insert the Medical Facilities Communication Contact List or see the facilities list from the All-Hazard Plan or complete the HICs communication plan and place here.

ATTACHMENT 11

Insert Health Care Facilities for your area
ATTACHMENT 12

MMA POLICY AND PROCEDURE

Copy in separate Document to be completed by each MRS Region
ATTACHMENT 13

MMA Locations

ATTACHMENT 14

Alternate Care Site Personnel if Predetermined

	
	
	State-wide Medical Reserve Corps (MRC) Steering Committee
(Current as of May 15, 2008)
	

	
	
	
	

	
	
	
	

	
	
	
	
	

	MRC Unit Name:
	Coordinator:
	MRC 'Housing'
Agency:
	Work Phone:
	Email:

	Central NE MRC
	Shelly Boden
	Adams County Emergency
Management Agency
	(402) 461-2360
	sboden@acema.org

	Nebraska/Western Iowa MRC
	Jamesena Moore 
(until coordinator is hired)
	United Way of the Midlands
	(402) 522-7930
	jmoore@uwmidlands.org

	Panhandle MRC
	Melody Leisy
	Panhandle Public 
Health District
	(308) 262-2217
	mleisy@pphd.org

	RROMRS MRC
	Linda Munderloh
	Elkhorn/Logan Valley 
Health Department
	(402) 529-2233
	phn2@elvphd.org

	Southeast Nebraska MRC
	Melanie Hooks
	Volunteer Partners
	(402) 435-2100
	emergcoord@volunteerpartners.org

	Currently, not registered
name undecided
	Justin Watson
	Great Plains Regional Medical Center
	(308) 696-7990
	watsonj@mail.gprmc.com


ATTACHMENT 15
MRCs for the Regions

ATTACHMENT 16
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ATTACHMENT 17

ACS Job Action Sheets

ACS Safety Officer
Mission:   Monitor the safety of the personnel and the continual safe environment of the Alternate Care Site.

                    Organize and enforce employee protection.  The Safety Officer has the authority to modify, alter or
                    stop the operations and order the evacuation of the ACS..  A member of the team knowledgeable regarding all 
 
     Safety procedures.
	Date:
	Start:
	End:
	Position Assigned to:
	Initial:

	Position Reports to: ACS Team Leader
	Signature:

	Team meets:   
	Cell Phone:
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ACS Security Officer (External)

 Mission:   Ensures the physical safety of all ACS personnel, patients, and the external security of the ACS. Coordinate

                     security issues with Law Enforcement                    

	Date:
	Start:
	End:
	Position Assigned to:
	Initial:

	Position Reports to: Security Director at IC
	Signature:

	Team meets:   
	Cell Phone:
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ACS Security Officer (Internal)

Mission:   Ensures the physical safety of all ACS personnel, patients, and the internal security of the ACS 

                    Refer security issues to Security Division Director.  

	Date:
	Start:
	End:
	Position Assigned to:
	Initial:

	Position Reports to: Security Division Director
	Signature:

	Team meets:   
	Cell Phone:


[image: image15.wmf]
[image: image16.jpg]A1l Walking Wounded RESPIRATIONS

[ om0 Tes

—

Position Airway Under 30/min. Over 30/min.

NO respirations Respirations _
becesor ISR

PERFUSION
'

Radial Pulse Absent Radial Pulse Present
OR
Over 2 seconds<— Capillary Refill — Under 2 seconds —————————— 1

MENTAL STATUS
Control Bleeding CANT Follow CAN Follow
i Simple Commands ~ Simple Commands




[image: image17.jpg]AT A GLANCE — May | disclose protected health information for public health emergency preparedness purposes?

(F}om the perspective of the source of the information)

START
> Am | a covered e The Privacy Rule does not apply Disclosures can be made without
= §160 103 to non-HIPAA covered entities regard to the Privacy Rule
© 2
=
L z YES
o - Is the PHA authorized by law to collect or receive
8 % information for the purpose of preventing or controlling:
—8 % Is the intended recipient a public : ;1rl_suease(,)r
@ health authority (PHA)? — YES—— | iy,
a o §164.501 «  disability
e} 5 including, for purposes of emergency preparedness?
=
o 164.512(b)(1)(i
§ (b)(1)(i) YES
et NO
© = Is the disclosure by a
o g Is the intended recipient another Is the intended recipient a health provider and is the recipient The disclosure may NOT be
‘5 s b é" entity that seeks information for care provider that uses or discloses —N another person or agency that —NO— made unless there is a
= 0 ‘6 public health purposes? information for treatment purposes? would use or disclose information signed authorization
a E < for treatment?
055
O 0 <
(73 -
as YES YES
= ] YES———
©
©
N U) A ¥
O w© 7 You may make a
[Or= . . Do you have a disclosure subject to
© Y Jj
5 o Afe _you disclosing only a data use agreement with the minimum necessary
»n limited data set (LDS)? YES———» s g il YES- p—d
o T §164.514(e) recipient of the information?
5 Q2 x §164.514(e) §164.502(b),
o= §164.514(d)
ak \
-
NO
£
25 .8 bl Y
[ :
=} -cs’ g Obtain individual authorization, unless the disclosure is The dlsclnssre
8 5 o % otherwise permitted by another provision of the can be made
S EE Privacy Rule
e §164.508
{2}





ACS TEAM LEADER

Mission:  Oversees the delivery of patient care in the Alternate Care Site as determine by the


    (insert name of facility).  

Goal:  Increase medical care capacity while providing limited medical care to the patients within
           the unit.

	Date:
	Start:
	End:
	Position Assigned to
	Initial

	Position Reports to: Operations Section Chief   
	Signature:  

	Hospital Command Center (HCC) Location:
	Phone:

	Fax:
	Other contact Info:
	Cell Phone: 


	Initial Phase:  Preparedness Phase (Period 0-3 hours)

	Oversee the safe  delivery of care within the ACS:  (priority for position)

1. Receive Briefing from Medical Branch Director or Operations Chief if no Medical Branch Division . Reports only to Medical Branch Director or Operations Chief if no Medical Branch Division

2. Put on required identification

3. Reports to ACS and Signs-in

4. Evaluate available staffing, equipment, supplies

5. Requests additional medical personnel through appropriate chain of command

6. Assists with setting up the medical unit, personnel space and the supply storage room

7. Assist Supply Officer with inventory of initial supplies and supplies being placed in Supply Storage Room

8. Receives initial report from Safety Officer and Internal Security Officer.

9. See to modification of ACS based on # 8

10. Determines when the ACS is ready for patients and notifies the Medical Branch Director or Operations Chief if no Medical Branch Division

11. Checks regarding food service

12. Utilizes Standard Precautions and PPE as recommended by Safety Officer and assures that all personnel comply

     with Standard Precautions and additional safety recommendations.  If prophylactic medication is required ensure

     that all personnel within the facility have been given their medications. (to include security personnel if applicable)


	Intermediate (Operation Period 2-12 hours) & Extended (Operational Period 13 hours - X days)

	1.  Assists with patient admissions to the unit and with turning of immobile patients.
2.  Advises supervisor immediately per phone of any operational issue that has not be resolved.

3.  Is alert for signs and symptoms of  stress or fatigue within the ACS Team,  Ensure that all team members to take their

     rest periods and meal  breaks.  Encourage team members to call to check on family members during their breaks.

4.  Ensure patient safety.  Communication with the medical providers for the ACS unit as needed regarding significant

    changes in patient conditions.

5.  Advise immediate supervisor when unit is at 80% of occupancy.

6.  Provide Medical Director and/or Operations Chief with verbal summary of patients condition at the end of shift.

7.  Check with Inventory Manager for adequacy of supplies, request additional supplies from immediate supervisor if

      needed

8.  Provides shift report to on-coming ACS Team leader and ACS personnel.

9.  Check-out at end of shift, assure that all personnel are ready to leave and the unit has the necessary supplies available for

     the on-coming shift. 


	Demobilization/System Recovery at ACS closure

1.  Assist with terminal cleaning of medical unit

2.  Assist with re-inventory of  remaining supplies and reloading of pallets.

3.  Arrange for pick-up of  trash and biohazards material for return to the medical facility 

4.  See that all medical records are completed and take the medical records to the Medical Director and/or Operations Chief

5.  Brief the Medical Director and/or Operations Chief on any unresolved issues and any follow-up requirement

5.  Debrief ( to include lessons learned and modification needed)

6.  Submit written comments to immediate supervisor  for discussion and inclusion in the after-action report; topic to

     consider: Recommendations for procedural changes, and ACS accomplishments 


Supply Manager for ACS

Mission:   Ensures that all necessary supplies and equipment are available prior to and during ACS operations.


     Tracks all use of supplies and documents use on appropriate HICs forms

	Date:
	Start:
	End:
	Position Assigned to:
	Initial:

	Position Reports to: ACS Team Leader 
	Signature:

	Team meets:   
	Cell Phone:




ATTACHMENT 18

HICS Forms for IC

The following HICS/FEMA forms along with an All Hazards Organization Chart will be needed for the personnel performing these positions

	Incident Commander and Command Staff

	Incident Commander

Incident Action Plan 

HICS Form 201-- Incident briefing form

HICS Form 204--Assignment list

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 252—Section personnel Time Sheet

HICS Form 261—Incident Action Plan Safety Analysis

Copy of the all hazards plan
	PIO

Incident Action Plan 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Copy of the all hazards plan has phone numbers


	Liaison Officier
Incident Action Plan 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 259—Hospital Casualty/Fatality Report

Copy of the all hazards plan has phone numbers



	Safety Officer

Incident Action Plan 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 261—Incident Action Plan Safety Analysis

Copy of the all hazards plan 
	Medical/Tech. Advisors

Incident Action Plan 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Copy of the all hazards plan has phone numbers


	

	

	Operations Section 

	Operations Chief

Incident Action Plan 

HICS Form 204 --Assignment list 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 257—Resource Accounting Record

Copy of the all hazards plan


	Staging Manager

Incident Action Plan 

HICS Form 204 --Assignment list 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Copy of the all hazards plan has phone numbers


	Medical Care Director

Incident Action Plan 

HICS Form 204 --Assignment list 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Copy of the all hazards plan

	Mass Clinic Leader

Incident Action Plan 

HICS Form 204 --Assignment list 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Team calling List


	Decontamination Team Leader

Incident action Plan

HICS Form 204 --Assignment list 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Team calling list
	Security Branch Director

Incident action Plan

HICS Form 204 --Assignment list 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log



	
	

	
	

	 Logistics Section
	

	Logistics Chief

Incident Action Plan 

HICS Form 204 --Assignment list (if additional personnel)
HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 252—Section personnel  time sheet

HICS Form 257—Resource Tracking Record

Copy of All Hazards plan


	Service Branch Director

Incident Action Plan 

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

Share copy of All Hazard Plan with Logistics Chief for employee phone directory and vendor support directory

	. Planning Chief

Copy of All Hazards plan

Incident Action Plan 

HICS Form 204 --Assignment list (if additional personnel)

HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 252—Section personnel  time sheet

HICS Form 254—Disaster Victim/Patient Tracking form

HICS Form 257—Resource Tracking Record



	

	Finance/Administration Section
	
	

	Finance Section Chief

Incident Action Plan 

HICS Form 204 --Assignment list (if additional personnel)
HICS Form 207—Incident Management Team Chart

HICS Form 213—Incident Message Form

HICS Form 214—Operational Log

HICS Form 252—Section personnel  time sheet

HICS Form 257—Resource Accounting Record

Copy of All Hazards plan


	
	


ATTACHMENT 19

HICS FORMS

	HICS 201 – INCIDENT BRIEFING
	

	1.  INCIDENT NAME

	2.  DATE OF BRIEFING
	3.  TIME OF BRIEFING


	4.  EVENT HISTORY AND CURRENT ACTIONS SUMMARY

	

	

	

	

	

	

	

	

	

	

	

	5.  CURRENT ORGANIZATION

	
[image: image2.emf]Incident Commander

Operations Section Chief Logistics Section Chief Planning Section Chief

Finance/Administration

Section Chief

Safety Officer:

Liaison Officer:

Branch Director: Branch Director:

Branch Director: Branch Director:

Staging Officer

Branch Director:

Branch Director:

Public Information Officer:

Medical/Technical Specialist(s):





	HICS 202 – INCIDENT OBJECTIVES
	

	1.  INCIDENT NAME
	2.  DATE PREPARED
	3.  TIME PREPARED

	4.  OPERATIONAL PERIOD DATE/TIME

	5.  GENERAL COMMAND AND CONTROL OBJECTIVES FOR THE INCIDENT (INCLUDING ALTERNATIVES)

	6.  WEATHER / ENVIRONMENTAL IMPLICATIONS FOR PERIOD (include as appropriate: forecast, wind speed/direction, daylight) 



	7.  GENERAL SAFETY / STAFF MESSAGES TO BE GIVEN
    (Examples: Personal Protective Equipment (PPE), Precautions, Case Definitions (refer to HICS 261 Incident Action Plan Safety Analysis)                                                                                                                                                                          

	8.  ATTACHMENTS (mark if attached)

	 FORMCHECKBOX 
 Organization Assignment List - HICS 203
 FORMCHECKBOX 
 Medical Plan - HICS 206
 FORMCHECKBOX 
 Traffic Plan
 FORMCHECKBOX 
 Branch Assignment List - HICS 204
 FORMCHECKBOX 
 Facility System Status Report – HICS 251
 FORMCHECKBOX 
 Incident Map

 FORMCHECKBOX 
 Incident Communications Plan - HICS 205
 FORMCHECKBOX 
 Incident Action Plan Safety Analysis –HICS 261
 FORMCHECKBOX 
 Other__________________



	9.  PREPARED BY (PLANNING SECTION CHIEF):
	10.  APPROVED BY (INCIDENT COMMANDER):

	11.  FACILITY NAME


	6.  NOTES (including accomplishments, issues, warnings/directives)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	7. PREPARED BY (NAME AND POSITION)
	8.  FACILITY NAME



	HICS 205 – INCIDENT COMMUNICATIONS PLAN (INTERNAL)
	

	1.  INCIDENT NAME
	2.  DATE/TIME PREPARED
	3.  OPERATIONAL PERIOD DATE/TIME

	4.  BASIC CONTACT INFORMATION

	ASSIGNMENT/

NAME
	RADIO

CHANNEL / 

FREQUENCY
	PHONE

 Primary & 

Alternate
	FAX
	E-MAIL / PDA
	PAGER
	ALT.

COMMUNICATION DEVICE
	COMMENTS

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	5.  PREPARED BY (COMMUNICATIONS UNIT LEADER)
	6.  APPROVED BY (LOGISTICS CHIEF)

	7. FACILITY NAME


	HICS 205 – INCIDENT COMMUNICATIONS PLAN (EXTERNAL)
	

	1.  INCIDENT NAME
	2.  DATE/TIME PREPARED
	3.  OPERATIONAL PERIOD DATE/TIME

	4.  BASIC CONTACT INFORMATION

	ASSIGNMENT/

NAME
	RADIO

CHANNEL / 

FREQUENCY
	PHONE

 Primary & 

Alternate
	FAX
	E-MAIL / PDA
	PAGER
	ALT.

COMMUNICATION DEVICE
	COMMENTS

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	5.  PREPARED BY (COMMUNICATIONS UNIT LEADER)
	6.  APPROVED BY (LOGISTICS CHIEF)

	7. FACILITY NAME


	HICS 206 – STAFF MEDICAL PLAN

	1.  INCIDENT NAME
	2.  DATE PREPARED
	3.  TIME PREPARED
	4.  OPERATIONAL PERIOD DATE/TIME

	5.  TREATMENT OF INJURED/ ILL STAFF

	Location of Staff Treatment Area 
	Contact Information

	
	

	
	

	Treatment Area Team Leader
	Contact Information

	
	

	
	

	Special Instructions

	

	

	

	

	

	

	

	

	

	6.  RESOURCES ON HAND

	STAFF
	MEDICAL TRANSPORTATION
	MEDICATION
	SUPPLIES

	MD/DO
	Litters
	
	

	PA/NP
	Portable Beds
	
	

	RN/LPN
	Transport
	
	

	Technicians/CN
	Wheelchairs
	
	

	Ancillary/Other
	
	
	

	

	7.  ALTERNATE CARE SITE(S)

	NAME
	ADDRESS
	PHONE
	SPECIALTY CARE
(specify)

	
	
	
	

	
	
	
	

	8. PREPARED BY (SUPPORT BRANCH DIRECTOR)

	9. FACILITY NAME


	HICS 207 – ORGANIZATION CHART

	1. INCIDENT NAME
	2. DATE PREPARED
	3. TIME PREPARED
	4. OPERATIONAL PERIOD DATE/TIME

	5. ORGANIZATIONAL CHART

	
[image: image3.emf]Incident Commander

Planning Section Chief Logistics Section Chief Operations Section Chief Finance/Administration

Section Chief

Liaison Officer Medical/Technical

Specialist

Safety Officer Public Information Officer

Procurement Unit Leader

Compensation/Claims

Unit Leader

Time Unit Leader

Cost Unit Leader

Service Branch Director

Support Branch Director

Resources Unit Leader

Situation Unit Leader

Documentation Unit

Leader

Demobilization Unit

Leader

Staging Manager

Medical Care Branch

Director

Infrastructure Branch

Director

HazMat Branch Director

Security Branch Director

Business Continuity

Branch Director

Power/Lighting

Water/Sewer

HVAC

Building/Grounds Damage

Medical Gases

Medical Devices

Environmental Services

Food Services

Inpatient

Outpatient

Casualty Care

Clinical Support Services

Patient Registration

Detection and Monitoring

Spill Response

Victim Decontamination

Facility/Equipment Decontamination

Access Control

Crowd Control

Traffic Control

Search

Law Enforcement Interface

Information Technology

Service Continuity

Records Preservation

Business Function Relocation

Personnel

Vehicle

Equipment/Supply

Medication

Personnel Tracking

Materiel Tracking

Patient Tracking

Bed Tracking

Communications Unit

IT/IS Unit

Staff Food & Water Unit

Employee Health & Well-Being Unit

Family Care Unit

Supply Unit

Facilities Unit

Transportation Unit

Labor Pool & Credentialing Unit

Biological/Infectious Disease

Chemical

Radiological

Clinic Administration

Hospital Administration

Legal Affairs

Risk Management

Medical Staff

Pediatric Care




	HICS 213 – INCIDENT MESSAGE FORM                                          

	1. FROM (Sender):

	2. TO (Receiver):

	3. DATE RECEIVED
	4. TIME RECEIVED
	5. RECEIVED VIA
	6. REPLY REQUESTED:

	
	
	( Phone ( Radio
	( Yes  ( No

	
	
	( Other
	If Yes, REPLY TO (if different from Sender):


	7. PRIORITY

(  Urgent - High
(  Non Urgent – Medium
(  Informational - Low


	8. MESSAGE (KEEP ALL MESSAGES / REQUESTS BRIEF, TO THE POINT, AND VERY SPECIFIC):

	

	

	

	

	9. ACTION TAKEN (if any):

	

	

	

	

	


	Received by:


	Time Received:
	Forward to:

	Comments:

	

	


	Received by:


	Time Received:
	Forward to:

	Comments:

	

	

	10. FACILITY NAME




	HICS 214 – OPERATIONAL LOG

	1.  INCIDENT NAME
	2.  DATE/TIME PREPARED
	3.  OPERATIONAL PERIOD DATE/TIME

	4.  SECTION /BRANCH
	5.  POSITION

	6.  ACTIVITY LOG

	Time
	Major Events, Decisions Made, and Notifications Given

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	7. PREPARED BY (sign and print)


	8.  FACILITY NAME


	HICS 252 - Personnel Time Sheet

	1. FROM DATE/TIME

	2. TO DATE/TIME
	3. SECTION
	4. TEAM LEADER

	5. TIME RECORD

	#
	Employee (E)/Volunteer (V)* Name (Please Print)
	E/V
	Employee Number
	Response Function/Job
	Date/Time
 In
	Date/Time Out
	Signature
	Total
Hours

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	

	* May be usual hospital volunteers or approved volunteers from community.

	6. Certifying Officer
	7. Date/Time Submitted

	8. Facility Name


	HICS 253 - Volunteer Staff Registration
	
	

	1. FROM DATE/TIME

	2. TO DATE/TIME
	3. SECTION
	4. TEAM LEADER

	5. REGISTRATION

	Name
(Last Name, First Name)
	Address
City, Sate, Zip
	Social Security Number
	Telephone Number
	Certification/Licensure and Number
	Time IN
	Time OUT
	Signature

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	6. CERTIFYING OFFICER
	7. Date/Time Submitted:

	8. Facility Name


	

	1. 
INCIDENT NAME


	2. 
DATE/TIME PREPARED


	
3. OPERATIONAL PERIOD DATE/TIME

	4.
TRIAGE AREAS (Immediate, Delayed, Expectant, Minor, Morgue)



	MR#/

Triage #
	Name
	Sex
	DOB/Age
	Area Triaged to
	Location/Time of Diagnostic Procedures 

(x-ray, angio, CT, etc.)
	Time sent to Surgery
	Disposition (home, admit, morgue, transfer)
	Time of Disposition

	
	
	
	
	
	
	
	
	




	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	5. SUBMITTED BY
	6. AREA ASSIGNED TO
	7. DATE/TIME SUBMITTED



	8. FACILITY NAME




	HICS 255 - MASTER PATIENT EVACUATION TRACKING FORM

	1. INCIDENT NAME



	2. DATE/TIME PREPARED
	3. PATIENT TRACKING MANAGER

	4. PATIENT EVACUATION INFORMATION

	Patient Name


	Medical Record#
	Disposition
Home or Transfer
	Evacuation Triage Category

Immed   Delayed   Minor   Expired
	Accepting Hospital
	Time Hospital Contacted & Report given

	Transfer Initiated (Time/Transport Co.)


	Med Record Sent

Yes    No
	Medication Sent

Yes    No
	Family Notified

Yes    No
	Arrival Confirmed

Yes    No
	Admit Location

Floor   ICU   ER
	Expired (time)

	Patient Name


	Medical Record#
	Disposition
Home or Transfer
	Evacuation Triage Category

Immed   Delayed   Minor   Expired
	Accepting Hospital
	Time Hospital Contacted & Report given

	Transfer Initiated (Time/Transport Co.)


	Med Record Sent

Yes    No
	Medication Sent

Yes    No
	Family Notified

Yes    No
	Arrival Confirmed

Yes    No
	Admit Location

Floor   ICU   ER
	Expired (time)

	Patient Name


	Medical Record#
	Disposition
Home or Transfer
	Evacuation Triage Category

Immed   Delayed   Minor   Expired
	Accepting Hospital
	Time Hospital Contacted & Report given

	Transfer Initiated (Time/Transport Co.)


	Med Record Sent

Yes    No
	Medication Sent

Yes    No
	Family Notified

Yes    No
	Arrival Confirmed

Yes    No
	Admit Location

Floor   ICU   ER
	Expired (time)

	Patient Name


	Medical Record#
	Disposition
Home or Transfer
	Evacuation Triage Category

Immed   Delayed   Minor   Expired
	Accepting Hospital
	Time Hospital Contacted & Report given

	Transfer Initiated (Time/Transport Co.)


	Med Record Sent

Yes    No
	Medication Sent

Yes    No
	Family Notified

Yes    No
	Arrival Confirmed

Yes    No
	Admit Location

Floor   ICU   ER
	Expired (time)

	Patient Name


	Medical Record#
	Disposition
Home or Transfer
	Evacuation Triage Category

Immed   Delayed   Minor   Expired
	Accepting Hospital
	Time Hospital Contacted & Report given

	Transfer Initiated (Time/Transport Co.)


	Med Record Sent

Yes    No
	Medication Sent

Yes    No
	Family Notified

Yes    No
	Arrival Confirmed

Yes    No
	Admit Location

Floor   ICU   ER
	Expired (time)

	Patient Name


	Medical Record#
	Disposition
Home or Transfer
	Evacuation Triage Category

Immed   Delayed   Minor   Expired
	Accepting Hospital
	Time Hospital Contacted & Report given

	Transfer Initiated (Time/Transport Co.)


	Med Record Sent

Yes    No
	Medication Sent

Yes    No
	Family Notified

Yes    No
	Arrival Confirmed

Yes    No
	Admit Location

Floor   ICU   ER
	Expired (time)

	5. SUBMITTED BY


	6. AREA ASSIGNED TO
	7. DATE/TIME SUBMITTED



	8.FACILITY NAME




	HICS – 256 PROCUREMENT SUMMARY REPORT

	1. PURCHASES

	#
	P.O./ Reference #
	Date/Time
	Item/Service
	Vendor
	$ Amount
	Requestor Name/Dept (Please Print)
	Approved By (Please Print)
	Received Date/Time

	1
	
	
	
	
	
	
	
	

	
	Comments
















	2
	
	
	
	
	
	
	
	

	
	Comments
















	3
	
	
	
	
	
	
	
	

	
	Comments

	4
	
	
	
	
	
	
	
	

	
	Comments




	5
	
	
	
	
	
	
	
	

	
	Comments













	6
	
	
	
	
	
	
	
	

	
	Comments





	7
	
	
	
	
	
	
	
	

	
	Comments



	8
	
	
	
	
	
	
	
	

	
	Comments

	9
	
	
	
	
	
	
	
	

	
	Comments

	10
	
	
	
	
	
	
	
	

	
	Comments

	11
	
	
	
	
	
	
	
	

	
	Comments

	12
	
	
	
	
	
	
	
	

	
	Comments

	2. CERTIFYING OFFICER

	3. DATE/TIME SUBMITTED

	4. FACILITY NAME



	HICS 257 – RESOURCE ACCOUNTING RECORD

	1. DATE

	2. SECTION


	3. OPERATIONAL PERIOD DATE/TIME


	4.  RESOURCE RECORD

	Time
	Item/Facility Tracking ID #
	Condition
	Received from
	Dispensed to
	Returned

(Date/Time)
	Condition (or indicate if nonrecoverable)
	Initials

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	5. CERTIFYING OFFICER
	6. DATE/TIME SUBMITTED

	7. FACILITY NAME


	HICS 259 – HOSPITAL CASUALTY/FATALITY REPORT

	1.  INCIDENT NAME
	2.  DATE
	3.  TIME
	4.  OPERATIONAL PERIOD DATE/TIME

	5. NUMBER OF CASUALTIES/FATALITIES

	
	Adult
	Pediatric

(<18 years old)
	Total
	Comments

	Patients seen
	
	
	
	

	Waiting to be seen
	
	
	
	

	Admitted
	
	
	
	

	Critical care bed
	
	
	
	

	Medical/surgical bed
	
	
	
	

	Pediatric bed
	
	
	
	

	Discharged
	
	
	
	

	Transferred
	
	
	
	

	Expired
	
	
	
	

	6. PREPARED BY (Patient Tracking Manager):


	7. FACILITY NAME




	HICS 260 – PATIENT EVACUATION TRACKING FORM

	1. DATE


	2.  UNIT



	3. PATIENT NAME


	4. AGE
	5. MR #

	6. DIAGNOSIS (-ES)


	7. ADMITTING PHYSICIAN

	8. FAMILY NOTIFIED

     ( YES      ( NO      CONTACT INFORMATION:



	9.  ACCOMPANYING EQUIPMENT (CHECK THOSE THAT APPLY

	( Hospital Bed


	( IV Pumps


	( Isolette/Warmer


	( Foley Catheter



	( Gurney


	( Oxygen


	( Traction


	( Halo-Device



	( Wheel Chair


	( Ventilator


	( Monitor


	( Cranial Bolt/Screw



	( Ambulatory


	( Chest Tube(s)


	( A-Line/Swan


	( IO Device



	( Other


	( Other


	( Other


	( Other



	ISOLATION             ( YES      ( NO      
	TYPE

	REASON

	10.  DEPARTING LOCATION    
	11.  ARRIVING LOCATION

	ROOM#
	TIME
	ROOM #
	TIME



	ID Band Confirmed

( YES      ( NO
	By:
	ID Band Confirmed

( YES      ( NO
	By:



	Medical Record Sent        ( YES      ( NO      
	Medical Record Sent     ( YES      ( NO      

	Addressograph Sent         ( YES      ( NO      
	Addressograph              ( YES      ( NO      

	Belongings           ( with Patient      ( Left in Room      ( None      
	Belongings Received     ( YES      ( NO      

	Valuables             ( with Patient      ( Left in Safe        ( None      
	Valuables                       ( YES      ( NO      

	Medications          ( with Patient  ( Left on Unit    ( to Pharmacy      
	Medications Received    ( YES      ( NO      

	PEDS/INFANTS

	Bag/Mask with Tubing Sent    ( YES      ( NO      
	Bag/Mask with Tubing Received    ( YES      ( NO      

	Bulb Syringe Sent                   ( YES      ( NO      
	Bulb Syringe Received                   ( YES      ( NO      

	12.  TRANSFERRING TO ANOTHER FACILITY

	TIME TO STAGING AREA
	TIME DEPARTING TO RECEIVING FACILITY

	DESTINATION

	TRANSPORTATION       ( Ambulance Unit        (Helicopter       ( Other:      

	ID BAND CONFIRMED       ( YES      ( NO      BY: (please print)



	DEPARTURE TIME



	13. FACILITY NAME



	HICS 261 – INCIDENT ACTION SAFETY ANALYSIS



	1. INCIDENT NAME
	2. DATE PREPARED
	3.  TIME PREPARED


	4. HAZARD MITIGATION

	Potential/Actual Hazards

(biohazards, structural, utility, traffic, etc)
	Section or Branch and Location
	Mitigations

(e.g., PPE, buddy system, escape routes)
	Mitigation Completed

(Sign Off)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	5. SAFETY OFFICER
	6.  FACILITY NAME



	Region
	Administrator and Address
	Contact Information

	Region 1
	Sharyn Wohlers 
Region 1 Regional Administrator
4110 Avenue "D"
Scottsbluff, NE 69361
	Phone: (308) 635-3171 
FAX: (308) 635-7026
Website: www.pmhc.net/reg1.html
Email: swohlers@pmhc.net

	Region 2 
	Kathy Seacrest
Region 2 Regional Administrator
110 North Bailey Street
P.O. Box 1208
North Platte, NE 69103
	Phone: (308) 534-0440
FAX: (308) 534-6961
Email: kathy@r2hs.com

	Region 3
	Beth Baxter, M.S.
Region 3 Regional Administrator
4009 6th Avenue, Suite 65
P.O. Box 2555
Kearney, NE 68848
	Phone: (308) 237-5113
FAX: (308) 236-7669
Website: www.Region3.net
Email: bbaxter@region3.net

	Region 4
	Ingrid Gansebom
Region 4 Regional Administrator
206 Monroe Avenue
Norfolk, NE 68701
	Phone: (402) 370-3100 x 120
FAX: (402) 370-3125
Website: www.region4bhs.org
Email: igansebom@region4bhs.org

	Region 5
	C.J. Johnson
Region 5 Regional Administrator
1645 "N" Street Suite A
Lincoln, NE 68508
	Phone: (402) 441-4343
FAX: (402) 441-4335
Web: www.region5systems.net
Email: cjj@region5systems.net

	Region 6
	Patty Jurjevich
Region 6 Regional Administrator
3801 Harney Street
Omaha, NE 68131-3811
	Phone: (402) 444-6573
FAX: (402) 444-7722
WEB: www.Regionsix.com
Email: pjurjevich@regionsix.com


ATTACHMENT 20

Behavior Health Regional Contacts

References Read, Reviewed and Utilized within the Plan

1.   California Dept. of Public Health.  Standards & guidelines for Healthcare Surge During Emergencies Volume II Government authorized ACS.
      http://bepreparedcalifornia.ca.gov/NR/rdonlyres/640A3732-2667-4F61-B044-     
413478888816/0/volume2_ACS_FINAL.pdf
2.   United States Department of Health and Human Services, OCR Privacy Brief.  Summary of the HIPAA Privacy Rule.  Office of Civil Rights, HIPAA Compliance Assistance.  Last reviewed May 2003.  http://www.hhs.gov/ocr/privacysummary.pdf
3.   Altered Standards of Care.  Agency for Healthcare Research and Quality (AHQR).

      April 2005.  Available at http://www.nnemmrs.org/surge.html. 

4.   Medical Surge Capacity and Capability. The CAN Corporation.  August 2004.  Available at http://www.cna.org/documents/mscc_aug2004.pdf.

 5.  The State of New Hampshire Medical Surge Guideline.  October 24, 2006.

      nhcounties.org/sresko/nhdhhsmedsurgeguideline.pdf

6.  California Emergency Medical Services Authority.  Hospital Emergency Incident

     Command System (HEICS).  http://www.emsa.cahwnet.gov/Dms2/heics3.htm

7.  Altered Standards of Care in Mass Casualty Events
     http://www.ahrq.gov/research/altstand/index.html
8.  All-Hazards Plan for Rural Hospitals.  RROMRS Region. Multiple Authors.  

     August 2007.

9.  Pandemic Influenza Plan.  RROMRS Region. Bailey & Plankinton. September 2006.

 10.  Altered Standards of Care in Mass Casualty Events 

        http://www.ahrq.gov/research/altstand/
 11.  Alternate Care Sites Work Group Summary
        bepreparedcalifornia.ca.gov/EPO/.../AltCareSitesWorkGroup.htm - Cached
12.   Rocky Mountain Regional Care Model for Bioterrorist Events: 
         www.ahrq.gov/research/altsites.htm - Cached
13.  Considerations when Designating Alternate Care Sites
        www.epi.state.nc.us/epi/gcdc/pandemic/LHDSiteConsider2007.pdf 
14,  Hospital Staffing and Surge Capacity During a Disaster Event
       National Association of Public Hospitals and Health System, Research Brief. May 2007.

       www.naph.org
15.  Surge Hospitals: Providing Safe Care in Emergencies.  Joint Commission.
      jointcommission.org/NR/rdonlyres/.../0/surge_hospital.pdf
Guidance or additional Resources needed





EM makes a request to NEMA





Deactivation Phase (shift change or site closure)


1.     At shift rotation,  transfer inventory records to on-coming personnel and report any unresolved issues related to


        replacement of supplies.


2.     With closure of site re-inventory all remaining supplies.


3.    Assist with the tear-down and repacking of pallets for the MMA  (site closure)


4.    Check-out with the ACS Team Leader and sign ACS log (end of shift and site closure)


5.    Participate in debriefing and identify issues to be considered for revision of ACS procedures. (end of shift and site 


       closure) .


6.    Transfer all  written records to the ACS Team Leader 





No





The LPHD works with the Emergency Manager to coordinate response using local resources. LPHD FYI to DHHS using the 24/7 number 402-471-1983





Natural or Man-made disaster





  Preparedness Phase (Period 0-3 hours) 


1.    Check-in at Staging Site and obtain identification badge 


2.    Receive team briefing from Medical Branch Director or Operations Chief  and position briefing from ACS Team


       Leader


3.    Obtain HICs forms for inventory control and forms for request of additional supplies


4.    Read this entire Job Action Sheet


5.    Report to ACS and sign-in on ACS log


6.    Review diagram for facilities set-up


7.    Locate Room to be utilized for Supply Room and determine set-up


8.    Assist with unpacking of MMA equipment and supply.


9.    Inventory all supplies as unloaded from transport vehicle.


10.  Assist with setup of the Medical Unit, personnel areas 


11.  Re-inventory and record supplies in excess at beginning of ACS operations


12.  Store all supplies in excess in secure storage area.





Deactivation Phase (shift change or site closure)


1.    Oversee the security of the site during clean-up (end of shift and closure of site)


2.    Report to on-coming security officer concerns and changes since beginning of shift


3.    Assist with the tear-down and repacking of pallets for the MMA  (site closure)


4.    Check-out with the ACS Team Leader and sign ACS log (end of shift and site closure)


5.    Participate in debriefing and identify issues to be considered for revision of ACS procedures. (end of shift and site


       closure) .


6.    Transfer all  written records to on-coming replacement and to the Security Division Director at site closure..





Intermediate (Operational Period 2-12 hours)  & Extended (Operational Period 13 hours - X days)


1.    Ensure the protection of the ACS team members from physical harm


2.    At shift rotation ensure that all persons entering the building have the proper identification badges.


3.    Communicate with external security to ensure that all ACS personnel leaving the building arrive at their vehicles


       safely.


4.    Ensure that bio-hazard materials are transferred to the hospital facility for appropriate disposal.


5.    Safely manage aggressive behaviors of all persons within the ACS


6.    Attend Briefing as requested by Security Division Director.








Immediate (Operational Period 1st (1-2 hours)


1.  Wear PPE as advised by Safety Officer 


2.  Maintain visual on storage area.  This area should be locked except when supply officer is removing supplies. 


3.  Communicate with team members, rotate assignments with team members, assess for sign and symptoms of stress


4.  Be alert for signs of fatigue.  Assure that all team members take their rest breaks


5.  Communicate security issues to internal team members and to ACS Team Leader.


6.  Report to Security Division Director requests for assistance.


7.  Report to ACS Team Leader any security issue which affects the safety of the ACS personnel or patients


     within the facility.





Initial Phase:  Preparedness Phase (Period 0-3 hours) 


1.        Check-in and obtain identification badge and orange security vest.


2.	Receive team briefing from Security Division Director


3.	Obtain Communications equipment and procedure for use briefing form Security Division Director


4.	Meet with security team members at ACS and sign-in to building


5.	Read this entire Job Action Sheet


6.	Verify functionality of equipment from within building with Security Division Director


7.	Review diagram for facilities set-up


8.	Assist with setup of the Medical Unit, personnel areas and storage of excess supplies	


9.	Advise ACS team and Security team of method to use to communicate need for security assistance


10.     Assess lay-out of facility for potential security hazards and report to ACS Team Leader.


11.      Modify identified security hazard if possible, if not report to Security Division Director


12.      Ensure that all non-essential doors are locked. 


13.      Station security personnel at all doors which must remain unlocked. 





Deactivation Phase (shift change or site closure)


Oversee the security of the site during clean-up (end of shift and closure of site)


Report to on-coming security officer concerns and changes since beginning of shift


Assist with the tear-down and repacking of pallets for the MMA  (site closure)


Check-out with the ACS Team Leader and sign ACS log (end of shift and site closure)


Participate in debriefing and identify issues to be considered for revision of ACS procedures. (end of shift and site closure) .


Transfer all  written records to on-coming replacement and to the Security Division Director at the IC at site closure..





Intermediate (Operational Period 2-12 hours)  & Extended (Operational Period 13 hours - X days)


Secure building perimeter, parking, and remediate parking and traffic issues


At shift rotation ensure that all persons entering the building have the proper identification badges.


Provide external security for all ACS personnel leaving the building to ensure that they arrive at their vehicles safely.


Ensure that bio-hazard materials being transferred to the hospital facility for appropriate disposal arrive safely.


Safely manage aggressive behaviors of all persons outside of  the ACS


Attend Briefing as requested by Security Division Director.








Immediate (Operational Period 1st (1-2 hours)


1.  Wear PPE as advised by Safety Officer for the ACS team


2.  Stop all persons, and ask for identification.  Non credentialed medical personnel must return to the staging area for the


     appropriate identification.  If additional personnel are not required, they will be notified at the staging area.


2.  Communicate with team members, rotate assignments with team members, assess for sign and symptoms of stress


3.  Be alert for signs of fatigue.  Assure that all team members take their rest breaks.  This may be done within the facility


     unless advised otherwise.


4.  Report to Security Director requests for assistance.


5.  Report to internal security any security issue which affects the safety of the ACS personnel or patients within the 


     facility.


6.  





Initial Phase:  Preparedness Phase (Period 0-3 hours) 


  Check-in at Staging Area and obtain identification badge and orange security vest.


  Receive team briefing from Security Director


  Obtain Communications equipment and procedure for use during briefing form Security Director.


  Meet with security team members at ACS and sign-in inside of the building


  Read this entire Job Action Sheet


  Verify functionality of equipment from your assigned external location with Security Director


  Review location of entrances and exits to be used.


  Assist with unloading of MMA pallets.	


  Review with Internal Security Team method to obtain assistance from external team members.


10. Assess external lay-out of facility for potential security hazards and report to Security Director.


11. If barriers are being used around the perimeter, see that they are installed


11. Modify identified security hazard if possible 


12. Ensure that all non-essential doors are locked. 


13. Station security personnel at all doors which must remain unlocked. 





Guidance or additional Resources needed





Communicable/ Infectious Disease (Natural Outbreak)





 Yes





The LPHD calls the DHHS 24/7 Disease/Emergency Reporting number


402-471-1983. FYI to the Emergency Manager (EM) as determined by the LPHD





Local Health Department Response





Initial Phase:  Preparedness Phase (Period 0-3 hours) 





Check-in and obtain identification badge


Receive team briefing from Medical Branch Director or Operations Chief if no Medical Branch Division


Obtain Communications call list from Medical Branch Director or Operations Chief if no Medical Branch Division Meet with team members at ACS and sign-in to building


Read this entire Job Action Sheet


Call Command Staff Safety officer by cell-phone and check-in


Review diagram for facilities set-up


Assist with setup of the Medical Unit, personnel areas and storage of excess supplies	


Advise team members of appropriate PPE that will be needed


Assess lay-out of facility for potential hazards and report to ACS Team Leader.   





Immediate (Operational Period 1st (1-2 hours) 


Communicate with team members assess for sign and symptoms of stress


Be alert for signs of fatigue.  Assure that all team members take their rest breaks


Communicate additional information from Safety officer at Command Center regarding changes in appropriate PPE


       to ACS team members.


4.    Implement directions given by the Command Staff Safety Officier


5.   Communicate to the ACS team leader any changes, which may affect the treatment of the patients within the ACS.





Intermediate (Operational Period 2-12 hours)  & Extended (Operational Period 13- X days)


Ensure the protection of the ACS team members from physical, environmental, biological, chemical hazards or exposures.


Periodically review staff activities and site operations for safety.


Ensure incident/injury reports are written/documented and that accidents are investigated. 


If an accident occurs, ensure that injured person receives appropriate medical treatment.


Advise Command Safety officer of incident


Review Sanitation issues as they arise.


Ensure that bio-hazard materials are transferred to the hospital facility for appropriate disposal.


Refer aggressive behavior to the internal security personnel








Deactivation Phase (shift change or site closure)


Oversee the safety of the site clean-up (end of shift and closure of site)


Report to on-coming safety officer concerns and changes since beginning of shift


Assist with the team-down and repacking of pallets for the MMA  (site closure)


Check-out with the ACS Team Leader and sign ACS log (end of shift and site closure)


Participate in debriefing and identify issues to be considered for revision of ACS procedures. (end of shift and site closure) .


6.   Transfer all  written records to on-coming replacement and to the ACS team leader at site closure..





Yes





 No





NEMA calls ESF8 – DHHS to respond to the request





DHHS contacts the LPHD ERC or Director to determine need & assist





DHHS provides further assistance and may draw on CDC and NEMA.  The LPHD may need to contact the EM for local assistance (right side of chart)





Yes





 No





DHHS & LPHD determine additional state and/or federal guidance and/or resources are need





The LPHD requests additional resources from the Emergency Manager





The LPHD FYI to DHHS contact
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Finance/Administration Chief





Planning Chief





Logistics Chief





Operations Chief





Incident Commander
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Intermediate (Operational Period 2-12 hours)  & Extended (Operational Period 13 hours - X days)


1.    Provide requests for additional supplies to ACS Team Leader


2.    Maintain accurate inventory log.


3.    Determine the rate at which supplies are being utilized.  Make requests to ACS team leader allowing adequate time


       for  replacement supplies to arrive.


4.    Remain alert for signs of stress and fatigue within the ACS


5.    Report to ACS team leader any concern regarding secure storage of supplies.


6.    Participate in all team meeting.











Immediate ACS (Operational Period 1st (1-2 hours)


1.  Wear PPE as advised by Safety Officer 


2.  Assist with admissions to the Medical Unit as able.


3.  Maintain visual on storage area when the area is unlocked.  


4.  Be alert for signs of fatigue and stress.  Take breaks as advised.  Do not skip meals and remain hydrated.


5.  Replenish all supplies needed in Medical Unit


6.  Care should be taken not to over stock the medical unit, if an infectious disease is the reason for the unit.  Unused


     supplies from the Medical Unit will have to be destroyed. 
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