Heat Wave-Evacuation TTX MSEL
April 15, 2009 

Note:  the Injects are listed in two manners:  a Longer description and on page 11 we have a list with the Inject #-Abbreviated name 

	Scenario Time Line
	Event Description
	Inject#

And  

Name
	Expected Action (actions we expect the players to complete).
	EEG Cap-Task
	Players
	Event Order

For 

Lead

Controllers

	
	Introduction and Welcome Remarks from Partnership Chair.
	
	
	
	CDPH, CFD, OEMC, RCross,

CC-ME, FDA,

LTC, PPERS, Hospitals
	Leader

@ 8 AM

	
	1. TTX ground rules, Instructions for Players, Controllers, Evaluations, Assumptions Artificialities, Safety
	
	All Players, Controllers, Evaluators agree to rules, ask questions; answer questions
	Capability Summary:       Communication 

Evacuation

Fatality Management

Med Surge (Planning)
	CDPH, CFD, OEMC, RCross,

CC-ME, FDA,

LTC, PPERS, Hospitals
	Lead Controller (LC):  

@ 8:15 AM

	June,

2009
	2. Initiate TTX:  Severe heat wave in June.  Temperatures > 100 F, Heat Index > 130; Expected to last more than 7 days at over 90F.
	
	
	
	Hospitals

CDPH, CFD, OEMC, 

RCross
	LC:

@
8:25 AM

	
	3. Chicago has activated the JOC.
Chicago is providing bus rides free to cooling centers;
They have activated an aggressive public information and safety campaign.


	#1 HICS

HICS

	Discussion Questions: 

How will Hosp, LTC, clinics find out JOC activated?

How will they be asked to collaborate and coordinate?

Expected Actions: City and hospitals coordinate notifications and initial response operations. 

Appropriate staff are notified to report.  JOC is staffed & operational.
	EOCM:  
Activity 1: Activate JOC

Task 1.1:  
Activate, alert, and request response from city and hospital EOC personnel.

	CDPH, CFD, OEMC, 

Hospitals

RCross
	LC:

@
8:30 AM


	
	4. Hospitals running 20% over usual inpt census for Adult and Pediatric Med/Surg and ICU Beds; 

Due to an influx of patients with heat stroke/exhaustion and renal failure.


	#2 PIO
	Discussion Questions: 

Have you activated ICS yet; at what level.  What are priorities on your IAP list?  Who would you contact at this point? Have you gone to staff surge plan?

Expected Actions: activated ICS/HICS, according to NIMS

Identify location of IM activities

Identify logistical, IT, equip, Communications requirements needed to support Incident management.  Est. IOC with other responders:   hospitals, EMS, PH. 
	MedSurge:

Activity 1: Pre-Event Mitigation/Prep

Task  1.2  
Define incident management structure and methodology.
	Hospitals

CDPH, CFD, OEMC, 

RCross 
	LC:

@
8:40 AM

	
	5. Nearly All Emergency Departments are near/at full capacity.
There are high acuity ED patients who normally wait > 20-30 min to be seen who are waiting 3-4 hours.

Admitted patients have been informed they may not receive a bed assignment today.

6. Private ambulances are also overwhelmed by calls.
	#3 Bed

#8 HotOR

#12 MRI 
	Discussion Questions: 

How to distribute Ambulance runs to city hospitals when some have had to go to surge bed space just to manage walk-ins?
Expected Actions:  

Maximize utilization of available beds. Coordinate patient distribution with other healthcare facilities, EMS, and private patient transport partners.
	MedSurge:

Activity 3: Bed Surge Capacity

Task 3.1  
Maximize available beds (Coordinate Pt distribution)
	Hospitals

CDPH, CFD, OEMC, 

RCross

PPERS
	LC:

@
8:50 AM


	
	7. Hosp & City agencies experience staff illness and staff needing to care for heat-affected family members.  They both have 10% call-in rates among the normally scheduled staff.
	#9 Lpool

#10 Outpt


	Discussion Questions: 

How will hospitals, city agencies and others meet the challenges when staff now have heat-affected family members?
Expected Actions:  

Recall clinical staff in support of surge capacity requirements.  Implement organization’s staff call-back procedures (including part-time). Activate procedures to receive process and management staff throughout the incident. Debrief staff on incident parameters and how organization is responding. Discuss the need to verify credentials and issue staff assignments.
	MedSurge Activity 4

Med Surge Staffing Procedures 

Task 4.1 
Implement call-back. Activate protocols to receive, process, and manage staff ongoing


	CDPH, CFD, OEMC, 

CC-ME, FDA,

LTC, RCross, PPERS, Hospitals
	LC:

@
9:05 AM

	6/28

2300
	8. Hospitals complain to ME that deceased heat-wave victim remains are not being transported as quickly as usual.  Families are upset that funeral arrangements were delayed.
The total number of excess heat-related casualties is now >300 over the usual for this season over past 3 days.
	
	Discussion Questions: 

What is our current communications & coordination plan for fatality management?
Expected Actions:  

Request appropriate personnel (psychologists, social services, etc)

Contact appropriate agencies and partners for use of facilities.
	FatMan Activity 1: Direct Fatality Management.

Task 1.2

Coordinate N-of-Kin notification  and collection of antemortem information 
	CC-ME,

RCross, Hospitals CDPH, CFD, OEMC, 


	LC:

@
9:20 AM

	
	Break Out Table Discussion #1
	
	Fatality Management Tables & Staff, Space and Transport  Surge Planning
	9:25 AM

	
	
	
	Controller Assist & document Table Discussions; Report to LC        9:40 AM

	
	
	
	


	6/29

1800
	9. Worker on crane near switching station gets heat stroke, drops big load by accident onto a local power substation, causing catastrophic power losses in Chicago. 
Power lost at 3 Chicago Hospitals in 3 mile radius; They go to emergency generator power.
Those affected hospitals are:
Rush, Stroger and Jesse Brown VA.
	#14 D/C
	Discussion Questions: 

For power-out-Hospitals; what is added to your current IAP?

What are your top priorities?

What can you do immediately to save power?  What information do you need immediately?  What information will you need ongoing?

Expected Actions:  

Use census or nursing station summaries to identify all patients currently in Hospital
ID pts with special needs

Estimate #pts needing transport
Update information as situation changes (this will be needed during ongoing heat-wave surge)
	Evac Activity 1: Direct Evac and/or in-place protection tactical operation

Task 1.3:  
Identify populations (Patients) and locations at risk (in hospital setting).

	Hospitals CDPH, CFD, OEMC, 

RCross
	LC:

@
10:00 AM

	6/29

1900
	10. ComEd reports alternate station power not available for 3 days.

The JOC requests a total count of fatalities, plus how many are still at hospital morgues, have been transferred to funeral homes, and already interred.
Hospitals report that the morgues are all now 30% over capacity.

The total number of excess heat-related casualties is now >500 over the usual for this season over the past 4 days.
	#11 Plot


	Discussion Questions: 
Will you plan evacuation?

What is in your evacuation plan?

Please develop a new IAP.

What are your new top priorities?

Who must you contact right now?

Estimate how many outpatients, visitors and vendors may be on site currently?

Expected Actions:

Hospitals decide to start evacuation.

The partnership should develop a procedure for diversion of new patients (EMS and Walk-ins) to these affected hospitals.

City agencies to update hazard information as situation changes.

FM:  Request appropriate personnel (psychologists, social services, etc)

Contact appropriate agencies and partners for use of facilities. They should go to next Tier in plan.


	Evac Activity 1: Direct Evac and/or in-place protection tactical operation

Task 1.3: 
Identify populations (Patients) and locations at risk (in hospital setting)
Evac-Task 1.3

Also need to estimate outpatients & 

Visitors on-site.

How to alert them?

FatMan-Task 1.2

Collection of antemortem information
	CDPH, CFD, OEMC, 

CC-ME, FDA,

LTC, RCross, PPERS, Hospitals
	LC:

@
10:05  AM

	
	Break-Out Table Discussion #2
	
	Communication, Changes in Incident Mgt. Priorities, & Estimates of victim # & needs  10:20 AM

	
	
	
	Controller Assist & Document Table Discussions; Report to LC  10:35 AM


	6/30

0600
	11. Patient surge, rapid depletion of generator fuel prompts all affected hospitals to go to rapid evacuation.

Hospitals are seeking additional city assistance
By now evacuating hospitals should have total patients who require evacuation and their condition Ambulatory adults & peds

Adults-ICU
Adults Ventilated
Pediatric-ICU
Pediatric-Ventilated 
Women In Labor

Direct Observation (Mental Health and Law Enforcement-Detainees)
Rehab Patients

Bariatric Patients

Transplant patients

Isolation Patients (respiratory, droplet, contact)
	#13 Red/Grn

#16

LPool-2


	Discussion Questions: 

How will time of day & traffic affect patient transport priorities?

Will you consider a rapid discharge staging area rather than transport patients waiting for a CT scan to another overwhelmed hospital?

Where will evacuating and receiving hospitals locate their evacuee pick-up and delivery sites?

How will all of these be communicated between Hosp & Agencies?

How will we coordinate with LTC and PPERS to transport and receive many of the evacuated patients?
Expected Actions:

Continued updates from affected hospitals to JOC on evacuation patients, and evacuation plan.  

Identify resources needed for evacuees. Transportation personnel and support mobilized with good support structure.

Continued updates from receiving hospitals on surge capacity by patient needs.
	Evac-Task Activity 1: Direct Evacuation

Task 1.3 
Identify populations and locations at risk (in hospital setting). Continue with report of final patient numbers and evacuation plan.

Evac Activity 1: Direct Evacuation-Task 1.6 – coordinate transportation response
Direct Evacuation or SIP

ID resources needed

Players need to coordinate plans, communications & efforts.

Evac Activity 1: -Task 1.7- Coordinate location of shelter facilities and services for evacuees.
Number of evacuees estimated.  Transport sites identified based on traffic routes & patient needs.
	CDPH, CFD, OEMC, 

CC-ME, FDA,

LTC, RCross, PPERS, Hospitals
	LC:

@
10:50 AM

	
	LUNCH
	LUNCH
	LUNCH
	LUNCH
	LUNCH
	11:15 AM-12:00 PM


	
	12. Several receiving & one evacuating hospital temporarily lose phone & web access.

Other hospitals are simply not heard from because they are too busy directing surge activities.
	
	Discussion Questions: 

How will the partnership plan to keep participants informed of important information during times of tenuous technology performance?

What are the procedures for those with fixed radios who evacuate their radio site? 
Expected Actions:

All staff at all participating facilities are informed of IOC requirements.

IOC equipment, channels & protocols are activated.
	Comm Activity 1: Alert and Dispatch;  -Task 1.1

Implement communications interoperability plan & protocols between city and hospitals.  


	CDPH, CFD, OEMC, 

LTC, RCross, PPERS, Hospitals
	LC:

@
12:00 PM

	6/30

0630
	13.  Ambulance transport arrives to transport the first patients at the first hospital – Stroger.
We are now deciding where each evacuated patient needs to be transported to.
Hospitals usually call each other in these situations; then the EMS personnel call again when leaving.

Often the POD can coordinate field transports for external disasters.
	#6 Order

#17 MRed
	Discussion Questions: 

What are the specific conversations, communicators, & order of communications for this type of emergency evacuation?

How will we perform bed, resource and patient tracking?

Who will coordinate the information from all of the different sources? (HAv-BED, Evacuees, Transported, Arrivals, ongoing walk-in patients)
Expected Actions:

Timely, accurate and clear information passed to dispatched EMS/PPERS teams, affected & receiving Hospitals. 

Incident information from field relayed back to JOC.


	Comm-Activity 1: Alert and Dispatch - Task 1.2

Communicate incident response info per agency protocols


	CDPH, CFD, OEMC, 

LTC, RCross, PPERS, Hospitals
	LC:

@
12:05 PM

	
	Break-Out Table Discussion #3
	
	What Communications, Activities, & Planning Must Occur as Evacuation Proceeds?  12:20 PM

	
	
	
	Controller Assist & Document Table Discussions; Report to LC
	12: 35 PM


	6/30

0730
	14. Evacuees and new patients are now rapidly arriving at receiving hospitals. 

Hospitals are needing to open up non-traditional treatment areas for inpatients.

Using census numbers & surge capacity of receiving hospitals; we should know who is going where.
	#3 Unified
	Discussion Questions: 

What additional patient surge areas can be used by receiving hospitals?

What patient management procedures can be streamlined or deferred?

Should we implement procedures for confirming that information & Pt identifiers on transport-out match the information communicated to receiving hospitals and that it is the same on transport arrival?

How do family members stay informed about location of evacuated family members?

Expected Actions:

Receiving hospitals activate plans to cancel outpt & elective procedures

Activate plans, procedures and policies to maximize bed surge capacity.

Consider non-traditional patients care spaces such as hallways, waiting areas, procedure rooms, etc.
Identify locations for initial patient reception & triage (PRT).

Disseminate information on PRT site to JOC.

Implement system to track all patients in the facility.

Institute method for distinguishing  between routine hospital patients, new heat-wave arrivals and evacuees.
	MedSurge Activity 3: Bed Surge Capacity

Task 3.2

Bed surge capacity

Implement bed surge plans, proc. and policies.

Activate plans to cancel outpt & elective procedures

Activate plans, proc. And pol to maximize space.

MedSurge Activity 6: Receive, Evaluate and Treat Surge Casualties -Task 6.1

Establish initial reception & triage areas

MedSurge Activity 6: Receive, Evaluate and Treat Surge Casualties -Task 6.3

Institute patient tracking


	CDPH, CFD, OEMC, 

CC-ME, FDA,

LTC, RCross, PPERS, Hospitals
	LC:

@
12:45 PM


	6/30

1000
	15. Receiving hospitals are running out of supplies, equipment and food.
	
	Discussion Questions: 

How will the hospitals determine and communicate to the partnership what their new needs are?

What will be the coordination procedure for medication & supply distribution?
Expected Actions:

ID supplies, equip and other resources needed to meet surge.

Identify needed health care professionals.

Coordinate request for mutual aid with agencies.
	MedSurg- Activity 6: Receive, Evaluate and Treat Surge Casualties

Task 6.4
Execute medical mutual aid agreements


	Hospitals CDPH, CFD, OEMC, 

LTC
	LC:

@
1:00 PM

	
	16. Evacuating hospitals also have had a mortality surge due to the ongoing heat-wave.  Some of the receiving hospitals do not want to accept deceased remains during a receiving hospital surge and their morgues are filled as well.
The total number of excess heat-related casualties is now 1200 over the usual for this season over 5 days.
	#7 FM
	Discussion Questions: 

How will the transport of the deceased be coordinated during a patient surge event?

How will N-of-Kin receive information on transport?

How will the public message be crafted and delivered?

How will remains be protected & stored during such an event?
Expected Actions:

FM identifies Morgue supervisor, PIO, Safety, & Liaison officers.

FM has plan for holding remains in appropriate environment to maintain preservation (appropriate power, water).

Ensure appropriate refrigeration is provided as required by ME guidelines

Secure storage site.
	FatMan- Activity 1: Direct Fatality Mgt.

Task 1.5

Identify key morgue staff

Supervisor, PIO, Safety, & Liaison officers.

FatMan Activity 4: Conduct Morgue Operations
Task 4.4

Store Human Remains
	CC-ME, FDA,

RCross, CDPH, CFD, OEMC, 

LTC, Hospitals
	LC:

@
1:10 PM

	
	Break-Out Table Discussion #4
	
	What NEW Communications, Activities, & Planning Occur as Pt. Arrival Proceeds? 1:20 PM

	
	
	
	Controller Assist & Document Table Discussions; Report to LC
	1:35 PM


	
	HOTWASH
	HOTWASH
	HOTWASH
	HOTWASH
	HOTWASH
	LC:

@
1:50 PM

	
	Controller/Evaluator Debrief
	DEBRIEF
	DEBRIEF
	DEBRIEF
	DEBRIEF
	LC & LE:

@
2:00 PM


INJECT LIST – NEED TO ADD TO MSEL IN C/EVALUATOR HANDBOOK
Numbered and Abbreviated List or Injects for MSEL Table:

#1:
HICS:  What is the HICS/ICS response now?

#2:
PIO:  What is the hospital PIO doing now?  How is the hospital PIO coordinating public information with the JOC.

#3:
Bed:  Is the City doing real-time awareness on bed availability?


HAv-BED:  Does not account for alternate beds within hospital if not licensed staffed beds.


Bed Resource information disconnect:  Bring up Resource typing issues:  Surge Wards or treating inpatients in endoscopy suites, etc.

#5:
Unified:  How is Unified Command being implemented.  Who is actually directing transfers

#6: 
Order:  Who decides evacuation process? E.g. less complex patients first or medically complex patients first? Who decides—city or hospitals?

Further inject:  if traffic is light and receiving hospital is OK vs. heavy traffic and receiving hospital is the most stressed.

So, who decides and what factors influence the decision when prioritizing patients for evacuation?

#7
Fatality Management injects:  Lose dead/living patients during evacuation; News reports several cases.

What are the potential safety issues of storing dead bodies during a heat emergency?

#8
Hot OR:  one hospital has engineer and safety officer make the following recommendation:  
due to very hot weather, the tenuousness of the power supply and the danger of lasers and flammable liquids, and gases in the OR, they should cancel all but the most critical of procedures.

#9:
Labor Pool:  Several nursing agency contact offices have closed due to staff illness and overheated offices, further complicating surge staff problems.

#10:
Ambulatory:  One hospital ambulatory director offers to cancel some clinic appointments and divert staff to help in surge staff operations.

#11:
Parking Lot:  In an effort to save electricity for HVAC requirements cut the power to outdoor operations such as lighting.  They did not now that the parking lot 
gates were on this same power supply.  A massive traffic jam occurred in the facility parking lot.

#12:
MRI:  At one hospital, a patient refuses to get in the MRI machine because they have seen reports that the use of power during this heat-wave may cause a brown out.  That patient would hate to be stuck in the basement MRI machine…

#13:
Red-Green confusion;  One staff starts using the triage terms “Red”, “Yellow” or “Green” to refer to evacuated patients.  This creates confusion because others believe this refers to trauma patients.  The receiving hospital calls for trauma surgeons and O-neg blood! (note: this really happened at a recent TTX).

#14:
DC:  should patients who are just waiting for one non-emergent test or elective procedure get transferred to an overwhelmed receiving hospital that will NOT be able to provide that one test or procedure in the near future.  Receiving hospitals should not be asked to provide DC services to newly transferred evacuees.

#15:
Traffic-Jam:  The communication to JOC for the Stroger evacuation pick-up site was mis-understood by one company.  They went to their USUAL site just off the ED and become caught up in a giant traffic jam!

#16:
Labor Pool 2:  Hospital staff at evacuating hospital decide staff could accompany some patients as the leave the hospital.  They could also send medical supplies and equipment.

#17:
MRec:  Medical records sent with transferred patients are generally PHOTOCOPIES.  One hospital is trying to copy all of the current patient records.  Another hospital decides they will send original medical record with the evacuee and a third decides to send an EMR report.
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