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Introduction

There is a general consensus that a collaborative and sustainable process is needed to develop, maintain and systematically evaluate a hospital’s disaster and emergency preparedness response.  Implicit in this process is the understanding that an ‘emergency’ is to be considered a natural or manmade event that significantly disrupts the environment of care (e.g., damage to hospital buildings and grounds from severe weather); that significantly disrupts care, treatment and services (e.g., loss of power, water or telephone due to weather, civil disturbances or accidents within the hospital or its community); or, circumstances within the hospital or in its community that results in sudden, significant changes or increased demands for the hospital’s services (e.g., pandemic, terrorist attack, building collapse, airplane/train crash).  With an established and functional planning process in place, there is strong evidence that hospitals and the communities they serve, will be able to craft a variety of response plans to meet the anticipated multitude of risks and hazards.

I.
Pre-planning issues

A.
Emergency Response Plan
1.
Devise an organizational structure that gives planning and oversight of the hospital’s disaster and emergency preparedness response. Include the following areas:   
a.
Nursing Administration

b.
Medical Staff

c.
Plant Operations 

d.
Pharmacy

e.
Laboratory

f.
Emergency Services

h.
Radiology

i.
Facilities Services 

j.
Senior Leadership

2.
Other considerations:  The size of the hospital will likely dictate some aspects of the selection process.  Where/when available, key personnel in areas of medical records administration, information systems, telecommunications, EMS/medical transportation, nutritional/food services and security are a source of key advice and counsel.
3.
The selected work group should be given a ‘mission statement’ that establishes a clear framework within which to function.  Key components of group’s job description should include the following:
a. Statement of Purpose

b. List of Members

c. List of Officers (e.g., chair, secretary)

d. Meeting Frequency

e. Reporting Lines 

f. Responsibilities

g. Tasks

h. Relationships

i. Accountabilities

B.
Scope of Planning Process

1.
Disaster and emergency preparedness requires a thorough examination of five distinct phases of assessment and analysis.  The phases are:

a.
Mitigation Phase:  Those activities that a hospital undertakes to lessen the severity and impact of a potential emergency.  

b.
Preparedness Phase:  Those activities that a hospital undertakes to build capacity and the identification of resources, both internal and external, that may be needed if an emergency incident occurs.

c.
Response Phase:  Those policies, procedures and protocols that will be implemented under certain identified conditions and circumstances.

d.
Recovery Phase:  Those activities that a hospital undertakes to bring hospital operations to a stable and reliable level of performance during and after an emergency incident has occurred.

e.
Evaluation and Improvement Phase:  Like all planning processes, disaster and emergency preparedness planning demands an on-going effort to measure performance and implement improvements as may be necessary to meet established performance objectives.

C.
External Planning Considerations

1.
Collaborate and plan with a variety of community, civic, governmental and private organizations.
2.
Be familiar with the County’s All-Hazards Response Plan and the health and medical component presented in Annex G of the plan, which is developed by hospital, local public health, community clinics, mental health resources, and EMS.
3.
Develop relationships to facilitate collaboration, coordination, and strong communication.
4.
Overlay the community hospital delivery system with a variety of regional and national systems that may interact at the local level to distribute patients and supplies.    
D.
Surge Demand Plan

1.
Each hospital will have its own unique issues and circumstances, but there are a number of common characteristics and considerations that should be addressed in preparation of a hospital’s surge demand plan:
a.
Establish a defined incident management structure within the hospital and ensure that it is fully integrated with adjunct community and regional incident management structures.
· Become competent with the National Incident Management System (NIMS).
· Use common nomenclature.
b.
Key staff members should be assigned National Incident Management System hierarchical positions and trained to function with an incident management structure.

· Hospitals should design their incident management structure around the operating scope and talent of the institution. 

· Training is necessary to achieve a level of familiarity that will be necessary to have an effective execution of incident management system.

c.
Reaffirm the hospital’s participation in a community or regional planning process (i.e., Annex G).

· Ensure this process includes active participation from a broad representation of the county’s health, medical agencies and organizations.

d.
Review the assumptions and components of the hospital’s supply chain management process to better prepare for the challenges and obstacles that may develop during a medical surge event.

· Recognized that the just-in-time economic environment has reduced hospital inventories.

· Expanding procurement contracts to increase the number of vendor suppliers may be beneficial.   

· Another option is to develop sharing/exchange agreements with neighboring hospitals and/or hospitals within a host network, like the Strategic National Stockpile (SNS).  

· Procurement of drugs, medical gas and blood products may be challenging during an event.  These specialized commodities require forethought and analysis to identify and capture new channels of supply and distribution. 

e.
Review host health network expectations to insure that assumptions on patient referrals, transfers and admissions are consistent with corporate goals.

f.
Review the procedures/protocols that have been devised by the hospital’s county for activating the county’s Emergency Operations Center (EOC).

· The use of Emergency Operations Center-type communication structures is integral to the National Preparedness Plan and state, regional and local response plans.

· It is important that the county’s Annex G clearly delineate the health and medical component of the county’s Emergency Operations Center.  

g.
Review the impact that activation of the National Disaster Medical System (NDMS) may have on the hospital.

h.
Review patient transportation plans and assumptions with the expectation that normal and routine sources may not be available in a timely fashion.

· Moving a large number of patients may require a partnership between hospitals, EMS providers and others in order to effectively stay ahead of the surge capacity curve.  

· It may be necessary to cohort border-line litter patients and transport them by unconventional means such as by buses, thereby allowing staff to be used more productively.  

· Determination of which organization will take the lead in expanding transportation resources and how staffing will be achieved are best addressed as part of a collaborative pre-event planning process.  

i.
Identify strategies and tactics that will enable the hospital to meet its service delivery expectations with a minimum impact on the hospital’s standard of care.

· Under what many may call ‘battlefield conditions’ as the apex of a surge event approaches, there will be an inescapable shift to doing the greatest good for the greatest number.  

· Implicit are the process of triage and the resulting allocation of scarce resources.  

· Development of off-site treatment centers.  

· Develop a pre-event collaboration between the hospital’s pathology department, county medical examiner and Office of the Iowa State Medical Examiner to deal with morgue and autopsy needs.

· Create mutual assistance pacts and inter-institutional agreements when possible.   

II.
Incident Command Structure

A.
Identify a command staff (minimum two to three deep for each position).  It is recommended that each command staff position have at least two to three personnel trained and familiar with the function of the assigned position.  Some personnel may have to become familiar with more than one ICS position. Job action sheets should be available for all of the following positions:

1.
Incident Commander.


a.
Gives overall direction for the direction/mitigation of incidents.


b.
One person should be dedicated to this role.


c.
Recommended for hospital administrator or management personnel most familiar with total system/facility operations. (Chief Executive Officer, Chief Operating Officer, Chief Financial Officer)  

2.
Public Information Officer.

a.
Provides information to the news media.

b.
Person should be skilled at dealing with public and or have experience in Public relations.

3.
Liaison Officer.

a.
Functions as incident contact person for representatives from other agencies.

b.
Since supplies and transportation will be the most pressing need, consider using the materials manager in this role. 


4.
Safety and Security Officer.


a.
Monitors and has authority over the safety of rescue operations and hazardous conditions.

b.
Organizes and enforces scene/facility protection and traffic security. 


c.
In a chemical incident, consider the facilities person for this role.  


d.
In a biological event, consider the infection control person for this role.  


5.
Logistics Chief.


a.
Organizes and directs those operations associated with maintenance of the physical environment, and adequate levels of food, shelter and supplies to support the medical objectives.


b.
The person most suited for this position should have an intimate knowledge of supplies and available resources (Material’s Manager, Director of Facility Maintenance, Security Chief, possibly Chief Operations Officer if not already assigned to Operation’s division)


6.
Planning Chief


a.
Organizes and directs all aspects of planning section.


b.
Ensures the distribution of critical information/data.  


c.
Compiles scenario/resource projections from all section chiefs and effects long range planning.  


d.
Documents and distributes facility Action Plan.  


e.
Consider using a clinical person, such as the Director of Nursing, in this role since planning will require knowledge of the disease process and be able to project resource needs and consumption rates of supplies.


7.
Finance Chief

a.
Monitors the utilization of financial assets.  

b.
Oversees the acquisition of supplies and services necessary to carry out the hospital’s medical mission.

c.
Supervises the documentation of expenditures relevant to the emergency incident.

d.
Consider using Chief Financial Officer or budget management personnel (Account’s Payable/Receivable section). 

e.
Person should have authority to purchase emergency supplies or authorize expenditures as needed.


8.
Operations Chief

a.
Organizes and directs aspects relating to the Operations Section.  

b.
Carries out directives of the Emergency Incident Commander.  

c.
Coordinates and supervises the Medical Services Subsection, Ancillary Services Subsection and Human Services Subsection of the Operations Section. 

d.
One person should be dedicated to this role.  Recommended for assistant hospital administrator or management personnel familiar with total system/facility operations. (Chief Executive Officer, Chief Operations Officer, Chief Financial Officer) 


9.
Medical Officer

a.
Organizes, prioritizes, and assigns physicians to areas where medical care is being delivered.
b.
Advises the Incident commander on issues related to the Medical Staff.
c.
Organizes and directs the overall delivery of medical care in all areas of the hospital.
d.
This position is usually an MD/DO; however, a PA or ANP may fill the role.
10. Other incident command positions

a.  
Develop a clearly understandable process to fill the other positions in the Hospital Emergency Incident Command System as necessary.

B.
Emergency Operations Center Policy (activation, staffing, location, supplies/equipment)

1.
Primary and secondary locations should be selected well in advance and identified within the hospital’s emergency plan.

2.
Location selection should focus on a space large enough to accommodate command staff with some consideration given to “over-flow” which includes outside agencies and additional appropriate positions as determined by ICS organizational chart. Location should also consider adequate distance away from ER/ED or site of possible activity to ensure separation between operations and command staff.

3.
Emergency Operations Center Policy should make clear who can authorize activation of Emergency Operations Center and notification list of personnel to contact (and by what methodology) when activation is initiated.

4.
Appropriate supplies should be located within Emergency Operations Center (or in close proximity and easily transported). Supplies should include at least the following:

A. Incident Command System vests

B. Job Action sheets

C. Writing material

D. Communication devices (Radios, telephones, etc.)

E. State, Regional and Local maps; blueprints of facilities, etc.

F. Computers, Television and other AV equipment

G. White boards, bulletin board, flip charts or other visual aids.

· This list is provided only as a guide to assist in the set-up of an Emergency Operations Center and not intended to act as a total needs list.  Each Emergency Operations Center will have these common components, but some may need additional supplies and/or equipment based on location and specific facility.  

C.
Communications with command structure (e.g. portable radios).

1.
Many hospitals are utilizing cell phones and/or short distance two-way radios.  While this may be an effective methodology for most incidents, consider that cell towers become overloaded during large disasters thus compromising the effectiveness of this type of communication.  Two-way radio systems are also marginalized by distance and building construction and should not be a primary means of communication

2.
Recommended that hospitals work towards the purchase and operation of dedicated 800Mghz systems (or those ranges close to their public safety partners) that has been proven to be reliable during large-scale events.

3.
Communication devices should have a written operations/ directions page for those employees not accustom to their use (a “how-to” guide).

4.
A policy on use (when, where, and how) should be developed and consideration should be made for necessary preventative maintenance and routine checks for operational readiness.   

5.
Hospitals should be well trained on the use of the Iowa Health Alert Network.

D.
Communication with response partners (e.g. Emergency Operations Center interface).

1.
Policy should be developed on communicating with County Emergency Operations Center personnel or Joint Information Center (JIC).  This written guide should include who is authorized (usually Public Information Officer, Liaison, or Incident Commander) and by what methodology (Radio, telephone. FAX or other means).

2.
Contact lists for County Emergency Operations Center personnel should be kept current as needed.

E.
Transition plan to insure continuity

1.
Small incidents that have a predictable “wrap-up,” or end-point (usually within 4-6 hours), and can be mitigated by current staff may not need to utilize a transition plan.  Incidents that do not have a predictable stopping point, or can be realistically forecasted to exceed 6 hours need to utilize a transition plan.

2.
A transition plan should be determined as soon as possible identifying “who will replace whom.”  Some larger systems employ a “team concept” or “shift schedule” that works well for them.  This preplanning may not work well for the smaller rural facilities due to staffing limitations.

3.
Your facility may want to consider utilizing staff from other similar facilities in the region as relief personnel if needed (hospital administrator from the next County brought in to relieve the Incident Commander during an extended operation).

4.
Transition Plan should consider a 30-60 minute overlap (or as needed) in relief personnel to adequately exchange information and determine goals and objectives for specific position.

5.
Relief personnel should not be involved in other activities prior to assuming their duties when they are scheduled (this means that the Incident Commander and his/her relief should not be together for long periods of time - only the transition period).  This recommendation also should include that personnel should not be utilized beyond a 12-hour cycle (if at all possible).  Studies have determined that a person’s effectiveness to manage in a high-stress environment is significantly influenced by fatigue and those decision-making skills become compromised. While every individual has a unique ability to cope with stress, a 12-hour maximum shift should be considered a standard with which to write a transition plan. 

III. 
Hospital Clinical Operations

A.
Patient flow plan 

1.
Hospitals should have a plan that clearly shows the ingress and egress of patients during a disaster.

2.
Since emergency department throughput will be an issue during a disaster, consideration should be given to how this process will be expedited.  This could include delaying diagnostic tests for patients that will be admitted to an inpatient floor.

3.
Plans should include a discussion of how patients will be moved during a surge capacity crisis.  For example, doing portable x-rays may be more time efficient than taking patients to the radiology department.

4.
Work with home healthcare agencies to arrange at-home follow-up care for patients who have been discharged early and for those whose admission was deferred because of limited bed capacity.

5.
Allow family members to stay with children, if possible.  Consider evaluating adults and their children in the same room, if possible.

B.
Diversion policy, including thresholds

1. Each hospital should have a policy that clearly defines when emergency department or inpatient diversions will take place.  This could be a numerical value (more than two critical care patients housed in the ED waiting for a bed), or it could use other criteria (house supervisor determines that the available resources are not sufficient to care for more patients).

2. Thresholds should also be determined for alternate strategies in surge capacity management, such as the cancellation of elective surgeries or early discharge of inpatients.

3. The plan should clearly define who in the hospital has the authority to activate the diversion policy.

C.
Notification policies

1. The plan should include a description of how staff will be notified of the disaster.  This includes addressing such issues as when staff will be recalled, notification systems, and phone trees.

D.
Rapid triage plan

1. Consider creating an alternative triage system when a large number of patients are presenting.  This includes both trauma and medical patients.  

2. Consider setting up a “telephone triage” system, which patients could call for information.

3. Consider assigning a “triage coordinator” to manage patient flow, including deferring or referring patients who do not require emergency care.

4. Consider designating a location away from the Emergency Department as an alternate triage location.  

i.
If this is done, pre-designate which employees will staff the alternate triage location.

E.
Off-site care facilities

1. If the hospital plans to use an off-site care facility in the community, extensive pre-planning is necessary.  Further guidance for off-site medical facility planning will be distributed by the Iowa Department of Public Health.

F.
Disease reporting

1.
The plan should outline how disease will be reported to both local and state public health departments.

2.
If revised surveillance techniques will be used (for example, daily reporting of Influenza like Illnesses), this should be included in the plan.

G.
Infection Control

1.
CDC Guidelines for isolation including using standard precautions on all patients and droplet, contact and airborne precautions should be utilized when indicated in health care settings.

2.
Within health care settings, respiratory hygiene and cough etiquette guidelines should be developed.  

3.
All health care workers are expected to provide care for patients with known or suspected infectious diseases, as well as comply with personal protection equipment, infection control and public health recommendations.

4.
Decisions regarding the need for escalating infection control measures will be based on disease activity and transmission risks.  

5.
When available, adequate personal protection equipment supplies and equipment will be determined and maintained. 

6.
Educational materials related to use of personal protection equipment and supplies will be developed.  

7.
During a pandemic of any size, all infection control professionals will need to formally monitor and reinforce compliance with personal protective equipment measures and policies. 

8.
Infection control professionals will not only implement appropriate infection control measures, but will also cease ineffective practices.

9.
Staff members may be designated to assist infection control professionals during outbreaks (e.g. staff may be placed in patient care areas to assist with proper use of personal protective equipment).  

10.
Visual alerts will recommend respiratory hygiene precautions.

11.
Masks should be available for patients prior to them entering the Emergency Department/outpatient facilities.

12.
Patient movement.

a. Movement and transport of patients with infectious diseases should be limited as much as possible. If a patient must be transported, adhere to the following guidelines: 

· Place surgical mask on patient. 

· Always notify recipient area prior to patient transport. 

· Follow a pre-designated alternate route designated for transport of patients with infectious diseases (separate from main traffic route). 

· Consider limiting hospital admissions, transfers, and discharges (in accordance with local/state recommendations and regulations) in the event that nosocomial infectious disease transmission occurs. 

· Visitors should be limited to reduce the likelihood of infectious disease transmission among visitors, patients, and health care workers.

13.
Surveillance


a.
The hospital should have mechanisms in place to:

· Conduct surveillance in emergency departments to detect and increases in patients being seen that may indicate the presence of specific diseases.

· Monitor employee absenteeism for increases that might indicate early cases of specific diseases. 

· Develop assessment guidelines for staff that may be showing signs or symptoms of disease.

IV.
Staffing

A.
Evaluate Workload

1. Separate essential from non-essential duties- i.e. bath and linens as needed.

2. Separate those functions that must be done by an RN – i.e. patient assessment, blood transfusions, and IV therapy.

3. Determine which patients can be moved to nursing homes and other hospitals in the region.

4. Determine what adjustments can be made for patient acuity

5. Determine what patients can be placed together

6. Determine which of your services can be downsized or shut down and those personnel reassigned.

7. Determine process to transition non-clinical workers into assuming clinical duties.

8. Consider an increase of home healthcare staff to reduce hospital admissions.

B.
Policy Considerations


1.
Agency support

 
a.
Maintain written agreements.



b.
Staffing pools

2.
Consider reassigning staff from lesser acute staffing areas.

3.
Consider restricting vacation policies.


4.
Consider using nursing students as assistive personnel.


5.
Consider reassigning Quality Management and Risk Management nurses to clinical areas.


6.
Maintain staff skills in infection control.


7.
Plan to protect high risk staff from complications of the disease.

C.
Use of Volunteers


1.
Credentialing.

a. Consider how outside staff will be credentialed and used.

b. Consider where this staff will present for duty, and how they will be identified (badges, etc.).

c. Pre-designate areas where volunteer staff will be given assignments.


2.
Training

a. Predetermine what training will be needed for outside volunteers.

b. Consider designing just-in-time training tools for volunteers.

D.
Staffing support strategies

1.
Consider flexible and staggered staffing as needs arise.

2.
Consider written agreements with local motels to assist with sleeping arrangements for staff.

3.
Consider in-hospital dependant adult and child care arrangements for staff family.

4.
Consider written agreements with local veterinarians for pet care.

5.
Consider using staff from affiliated hospitals if available.

6.
Consider providing transportation for staff if needed.

7.
Assign staff recovering from the applicable disease to care for patients affected by that disease.

8.
If other staff are needed contact your local Emergency Management Coordinator for assistance.

E.
Communicate with staff


1.
Ensure that your staff has a family preparedness plan.


2.
Provide staff with regular situational updates.


3.
Recognize that a reduced standard of care may induce staff concerns.


4.
Assure that adequate rest periods for staff are addressed.

F.
Mental Health Issues


1.
Recognize that the mental health issues related to a disaster may require additional assistance for patients and staff, such as social workers and clergy.


2.
Recognize that Critical Incident Stress Debriefings may be needed.


3.
Consider using Child Life Specialists or staff that are trained in comforting and educating pediatric patients during procedures.

V.
Hospital Environmental Operations

A.
Security

1. If the Hospital’s Emergency Response or Surge Plans use the Maintenance Staff to perform Security duties, such as lock-downs and monitoring doors, consider notifying the County Emergency Management Coordinator to access additional security resources such as local Law Enforcement, Sheriff’s Deputies, Department of Natural Resources Ranges, private sector security companies, etc.

2. Consider using the Hospital’s vehicles (tractors, pick-up trucks, vans, etc) to block driveways as needed. Consider preplanned, laminated, directional signs as well.

3. Consider pre-cut lengths of chain or rope to be strung across driveways with signs indicating closure due to emergency, etc.  Chain can be anchored to existing posts or steel posts driven into the ground when needed. Ensure all supplies are kept together so they are available when needed.

4. Consider using students in law enforcement colleges, academies, or Boy Scout Explorer posts with a law enforcement affiliation.

5. Consider the challenges of large crowds waiting in line for services and the dynamics that can arise with these people.

6. Ensure that Security Staff has communication with the Incident Command Center.

7. Ensure that all hospital staff knows how to contact the next level of responsibility when needed (radio channel and staff title, telephone number, etc).

B.
Laundry/Linen

1.
In a surge event there will be an increased need for linens and the corresponding faster turn-around in the laundry department.

2.
Consider establishing agreements with local laundries or related businesses that can provide pick-up and delivery to supplement your hospital’s laundry service.

3.
Consider increasing your hospital’s current inventory of linens to be stocked to provide the necessary early response to a surge event.

4.
Ensure that all hospital staff knows how to contact the next level of responsibility when needs arise (radio channels and staff title, telephone number, etc.).

5.
Remember the need to have sufficient staff personal protective equipment supplies on hand to meet the increased demands.

6.
Pre-plan where incoming and outgoing supplies will be accommodated within your work area to avoid the last-minute congestion.

C.
Nutritional Services

1. Develop a list of food and beverage providers in your local area that can address the need of supplies in bulk and with a quick turn-around time. Suggestions might include:  grocery stores, catering businesses, restaurants, etc.

2. Are there supplies that can be purchased to increase your inventory to ease the potential early depletion of foods and beverages in a surge event?  There will be less of a financial impact if the inventory is increased gradually, over time and not all at once. Stock can be rotated if needed to address any shelf-life concerns.

3. Increased inventory of bottled water will be helpful in the event of a potable water outage at the Hospital.

4. Consider establishing a contract with a local bottled water company (Culligan or other vendors) that can be called upon in an emergency to supplement your supply.

5. Ensure that all hospital staff knows how to contact the next level of responsibility when needed (radio channel and staff title, telephone number, etc.). 

6. Consider the need for additional refrigeration of additional supplies-contract services or local refrigeration trucks.

7. Pre-plan where incoming and outgoing supplies will be accommodated within your work area to avoid last-minute congestion.

D.
Housekeeping/Custodial Services

1. Consider:

a. List the main areas to be serviced on a regular basis (the ED-every hour, the entrances- every two hours, the cafeteria- every four hours, etc) Recognize that the demands may be more than one person can keep up with initially.

b. Establish agreements with local vendors to purchase bulk supplies quickly as needed, such as cleaners, disinfectants, paper towels, brooms/mops, buckets, etc.

c. Consider accumulating additional supplies to build up your inventory without significantly affecting the budget.  This will allow you to keep up with the increased cleaning needs, deplete your supplies more slowly, and provide more lead time in procuring additional supplies when needed.

d. Consider establishing written agreements with local cleaning agencies (SercviceMaster, AmeriClean, etc) for emergencies.

e. Ensure that all hospital staff knows how to contact the next level of responsibility when needed (radio channel and staff title, telephone number, etc.).

f. Remember the need to have sufficient staff personal protective equipment supplies on hand to meet the increased demands.

g. Pre-plan where incoming and outgoing supplies will be accommodated within your work area to avoid last minute congestion.

E.
Water/Sanitation

1.
If there is an interruption to the hospital or community water supply system:

a. Consider the possible duration of the interruption and the need to provide portable temporary toilets (remember to provide handicapped accessible units as well). Also, predetermine the best location of these units to coordinate with patient and staff access as well as the need for daily servicing.

b. Consider using the local fire department to provide water to a hook-up on the hospital- this will provide non-potable water for toilets, general housekeeping services and patient decontamination.

c. Determine which services in your hospital require water (radiology, lab, laundry, etc), and determine which of these could be scaled back to conserve water in the event of an outage.

F.
Parking

1.
On a site map of your Hospital/Campus

a. Pre-plan where hospital staff will park to avoid congestion/conflicts with patient/visitor parking.

b. Coordinate the flow of staff/patients/visitors to avoid congestion and conflict- remember the need for emergency vehicle access (police, ambulances, fire, morticians, etc)

c. Consider the possible need to secure your staff’s parking area so it remains available for rotating shifts and will not be used by patients/visitors/guest. 

d. Pre-plan for the increased parking needs of patients and visitors/guests.  Consider using neighboring businesses, open lots, etc. (consider the need for potential snow removal).

e. Provide signage at points of entry directing patients and visitors to the designated areas.

f. Consider using Volunteers to assist with parking- Possibly Boy Scouts, Kiwanis, Rotary Clubs, etc.

g. Plan for extended usage of flashlights and other lighting mechanisms.

G.
Visitor/Guest Management

1.
Establish one point for entry, registration and exit for visitors and guests.

2.
Consider a sign-in and sign-out log including passes or badges for visitors and guests to better know who is in the hospital at any given time.  Passes and/or badges should be returned – this is more easily monitored if there is one point of entrance and exit.  With an appropriate checklist of duties, volunteers with minimal orientation or training required in an emergency could staff this position.

3.
Pre-determine who will be allowed to visit patients—consider only the immediate family during a surge event to keep the number of extra people in the hospital to a minimum.

4.
Ensure that all hospital staff is aware of the visitor and guest policies, including passes and/or badges, so they can assist in monitoring people in the hospital. Have a plan for assisting non-registered visitors and guests back to the registration area.

5.
Consider written guidelines to be handed out to the visitors and guests after they register.  Identify language-specific and reading-level appropriate materials for patients, family members and visitors.

6.
Consider posting a sign(s) outside your hospital that directs people to the Visitor and Guest Registration, especially if the hospital is secured.

7.
Train Intake and Registration staff to detect patients with disease signs and symptoms and to implement immediate measures to prevent transmission.

8.
Post signs for respiratory hygiene/cough etiquette- provide needed supplies to enforce these protocols (mask, tissues, frequent waste basket changes, etc.).

9.
Create a plan for getting translators when needed.

10.
Consider assigning separate waiting areas for persons with respiratory symptoms.

11.
Registration needs to keep the Incident Command Center appraised on the needs of this area especially if crowds develop that may indicate the need to change security measures or to possibly close the hospital.

12.
Ensure that Registration has communications the Security.

13.
Consider using volunteers to assist with Visitor and Guest Registration. 

14.
Consider the limited mobility issues of non-ambulatory, elderly, and special needs patients.

15.
Consider the special needs of patients who may be pregnant, post organ transplant patients, and renal dialysis patients.

H.
Status of Hospital/Campus Construction Projects

1.
Whenever the Hospital is considering renovations or other construction projects on campus, the implementation of the Emergency Response Plan and Surge Plan should be part of the initial planning effort.

2.
Things to consider:

a. Location of contractor’s office or trailer.

b. Contractor material and staging area.

c. Location of contractors dumpsters, and how often are they accessed.

d. Blocking of normal entrances and exits.

e. Staff parking during construction.

f. Specific areas designated in the Emergency Response Plan or Surge Plan affected by construction.

g. Identification of contractor personnel.

I.

Morgue Capacity

1.
Considerations:

a. Make sure your plan to care for fatalities is integrated into your county Emergency Management Plan.  Further information is available from the State Medical Examiners office.

b. The season of the year may influence the morgue area chosen. An outside garage may work well in the cold winter months while a cool, lower-level room in the hospital may be better suited in warm weather.  Consider the potential for increased refrigeration of deceased persons

c. Use a hospital/campus map to plan the morgue’s location with the flow of patients into and out of the hospital—also the flow of visitors/guests. Keep in mind the eventual need for access by morticians.

d. Consider an appropriate area to expand your morgue area such as a detached garage or storage building.

e. Plan for the increased need for paperwork and tags that go along with more fatalities.

f. Consider providing information to morgue staff regarding identification of the local morticians and medical examiners.

g. Remember the need for security and limited access to the morgue.

h. Be aware of the resources that can be provided by the Disaster Mortuary Operational Response Team (DMORT) - and when to call for their assistance.

i. Ensure that all hospital staff knows how to contact the next level of responsibility when needed (radio channel and staff title, telephone number, etc.).

VI.
Supplies and Equipment


A.
Supply Inventory System. 
1. These procedures must include review of daily material usage to determine if increased demand warrants the activation of surge plans. Special tracking of pre-identified supplies will give a clear and advanced reading of changing situations. Close coordination with the hospital laboratory and emergency department is advantageous.
2. Evaluating the existing system for tracking available medical supplies in the hospital to determine whether it can detect rapid consumption, including items that provide personal protection (i.e., gloves, masks). 
3. Improve the system as needed to respond to growing demands for resources during an influenza pandemic.
4. Utilize planning software to apply numbers to your assumptions.

B.
Assessment of physical storage space.

1.
Current materials management doctrine calls for minimum on hand supply quantities with the support for replenishment transferred to local suppliers who can re-supply on a daily or as needed basis. Paralleling this practice is the redistricting of former warehousing and supply rooms within the hospital. 

2.
Evaluate the need for increased warehouse and supply rooms.

3.
Plan on introduction of a sixty to ninety day level of supply.

4.
Anticipate sporadic re-supply.

5.
Temporary modular storage facilities may be beneficial and must be preplanned.

6.
Conduct a “walk down” of material storage areas.

C.
Assessment of medical supply inventory level/duration and order ship time.

1.
Anticipate that several to all hospitals will identify the change in demand and request the same supplies from the same vendors at the same time. 

2.
There is a cost for being prepared. You can pay for this upfront and stockpile it now or pay for the fallout and blame for not having these supplies when needed at a later time.

3.
Consider stockpiling enough consumable resources for the durations of the pandemic wave (3 to 4 months).

4.
Assess anticipated needs for consumable and durable resources and determine a trigger point for ordering extra resources.

Examples include: hand hygiene supplies (antimicrobial soap and alcohol-based, waterless hand hygiene products), disposable N95 surgical and procedural masks, face shields, gowns, gloves, facial tissues, central line kits, morgue packs, batteries, etc.

D.
List of vendor for commonly needed items.

1.
Update a list of primary and backup suppliers.

2.
Determine their ability to support your needs.

3.
Maintain written agreements.

E.
Assessment of pharmaceutical inventory levels/duration and order ship time.

1.
Establish contingency plans for situations in which primary sources of medical supplies become limited.

2.
Consult with the local and state health departments about accessing the national stockpile during an emergency.

3.
Anticipate needs for antibiotics to treat bacterial complications of influenza and determine how supplies can be maintained during a pandemic.

4.
Establish an inventory and financial tracking program to identify the issue and non-cost accounting for Strategic National Stockpile material and validation of future re-imbursement.

F.
Assessment of biomedical equipment inventory level/duration and order ship time. 

1.
Stockpiling of equipment is very costly. Review of hospital’s capability and capacity is tantamount to the development of a supportive plan. 

2.
Cooperative community planning with neighboring hospitals will enhance your plan and make other’s contributions surge multipliers.
3.
Estimate the need for respiratory care equipment (including mechanical ventilators).
4.
Develop a strategy for acquiring additional equipment if needed. 
5.
Neighboring hospitals might consider developing inventories of equipment and determining whether and how that equipment might be shared during a pandemic.
6.
Critical equipment: ventilators, respiratory care equipment, beds, IV pumps, etc.
G.
Access to non-traditional sources for inventory assistance

1.
Assure that mechanisms are in place to obtain assistance from other hospitals in your network.

H.
Assessment of laboratory inventory levels/duration and order ship time


1.
Assure that your laboratory is included in supply decisions

VII.
Special Considerations

A. Fiscal Issues to Consider and Plan for:

1.
Incremental expenses related to the event.

a. Payroll / salary increases.

· Overtime expenses.
· Additional staffing, i.e.; temp staff.

· Ensure that all financial transactions are documented in case Federal reimbursement should become available. 

b. Increased supply purchases.
· Balances on supplies used during the event may come due when the event is over and when the revenues (income) from interrupted operations are diminished.

· Stockpiling supplies prior to an event is discouraged without a robust plan to rotate stock to avoid obsolescence or outdates.

2. Cash flow demands.

a.  Decreased revenue from decrease of elective procedures.

· Consider business interruption insurance for departments, clinic, or staff (physicians) who may experience a significant loss of income due to interruptions of routine operations.

3. Coding and billing considerations.

a.
 See CMS Medicare/Medicaid Fact Sheets.


B.
Strategic National Stockpile Asset Documentation and Tracking

1.
Strategic National Stockpile assets will arrive at one of several secure designated locations within Iowa. Based on the nature of the precipitating event and the need, the assets will be divided into shipments for distribution to one of several secure regional distribution locations (nodes) across the state. 

2.
Once the Strategic National Stockpile assets arrive at the regional distribution nodes, each county will be responsible for retrieving the Strategic National Stockpile assets from the regional distribution node and distributing the assets to designated treatment locations within the county (e.g. hospitals, public health departments, clinics) as may be determined by the County Emergency Operations Center and the prevailing circumstances. To preserve the security of the assets, the location of state and regional SNS distribution nodes will be unpublished and identified on a need-to-know basis. 

3.
Each hospital should collaborate with the emergency management and public health officials of the hospital’s host county to plan for retrieving and distributing the Strategic National Stockpile assets. 

4.
In addition, each hospital should establish procedures to track Strategic National Stockpile assets to meet Strategic National Stockpile requirements including;

a. No direct charge to patients 

b.
Return of unused assets 

C.

Patient Care Documentation and Tracking

1.
Use familiar systems to avoid loss in efficiency.

2.
Consider/identify minimum acceptable standards for medical documentation and physician dictation to avoid bottlenecks when discharging to home or transferring to another hospital.

3.
Ensure that reliable and redundant systems are in place to accurately track, account for, and report on incident victims.

D.
Securing Resources Through County Emergency Management System

1.
Local emergency management.
a.
Contact local Emergency Management for assistance in obtaining additional supplies, equipment and staff.

b.
Include local emergency management in planning phase to build relationships.

c.
Typically serves as liaison during large-scale event.

E.

Public / Media Demands

1.
Planning

a.
Methods of delivery.
· Newspapers.
· Television.
· Radio.
· Web-based.
· Health Alert Network (HAN)
b. Information delivered by the following people:
· Public information officer
· Member of hospital administrative team

c. Information should be used to:

· Inform

· Direct

· Educate

d. Consider where media interactions should occur.

2. Joint Information Center (JIC)

a. Work with local partners to establish a joint information center
· Allows for the information to be collated and coordinated prior to release

Point of Contact:


John Carter, RN, P.S., MPA


Hospital Bioterrorism Coordinator


Center for Disaster Operations and Response





321 E. 12th Street


Lucas State Office Building, 5th floor


Des Moines, IA 50319-0075


515-242-5096 (phone)


515-281-0488 (fax)


www.idph.state.ia.us
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