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I.
EXECUTIVE SUMMARY AND RECOMMENDATIONS
EXECUTIVE SUMMARY

The Medically Fragile
The first priority before, during and after a disaster is the health, safety and welfare of all people in the area affected by the event.  The most vulnerable are people who cannot care for themselves because of pre-existing health conditions. These medically fragile individuals are dependent upon the existence of a controlled environment that includes the ongoing medical care by family members or medical professionals.  The needs of this medically fragile population must be ensured in a disaster. 
The Winter Storms
The Winter Storms of 1997 resulted in severe flooding 

of 1997
throughout the State and the evacuation of over 150,000 people from their communities.  This evacuation represented the single largest sustained movement of disaster victims in California and included the virtual abandonment of two entire rural counties.  More than half of those evacuated sought emergency housing in local shelters.  

Approximately one thousand of those evacuated consisted of medically fragile individuals from nursing homes, board and care facilities and home health care settings.  Although these individuals required ongoing medical care and treatment, shelters were neither equipped nor staffed to provide this level of care.  As shelter populations grew, available medical resources became overwhelmed, placing the medically fragile at risk.

Issues Identified 
Out of this event came a surprising number of realizations regarding the variety and needs of the medically fragile community in a disaster.  The issues presented by this disaster were both numerous and wide-ranging.  Resolution of these issues clearly required the collective efforts of state 
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EXECUTIVE SUMMARY  (Continued)

and local government and community-based organizations.  Some of the issues identified include:

· Evacuation decision-making.

· Identifying appropriate destinations.

· Providing adequate and appropriate transportation.

· Ensuring medical support staff accompaniment.

· Ensuring availability of medical records, pharmaceuticals, medical equipment, supplies, bedding and environmental controls.

· Providing for dietary needs.

· Identifying continuing sources of financial coverage.

· Returning evacuees to the correct and appropriate facilities after the disaster.

Shelter Medical Group 
In order to develop policy and guidance to address the needs of the medically fragile after an evacuation, the Shelter Medical Group (SMG) was formed.  The SMG is an approved specialist committee serving as part of the Standardized Emergency Management System (SEMS) Technical Group.  The committee is co-chaired by the Governor’s Office of Emergency Services and the Emergency Medical Services Authority and consists of several state agencies (please see page 48 for complete listing) and the American Red Cross.  

The mission of the SMG is to make recommendations to the Director of the State Office of Emergency Services that are consistent with statutorily required components of the California State Emergency Plan.  

The SMG focused on three main areas:

1.  Development of policy guidance for the evacuation and care of people who are medically fragile.

Development of strategies to ensure adequate staffing for medical treatment units/temporary infirmaries during an evacuation.
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3.  Identification of logistical requirements of the medically fragile.

This report recommends actions, which, if implemented, will improve state and local government and private sector 

preparedness and the ability to respond to the needs of the medically fragile during a disaster.  The recommendations have been developed for statewide distribution to the health care community, state and local government, and the legislature.

Report Organization
The report is organized in accordance with the four phases of emergency management and includes recommendations that address (1) planning and preparedness, (2) response, (3) recovery, and (4) mitigation.  

Recurring throughout the report are the following major themes:  

1)  the need for improved local private/public sector coordination, 

2)  the need to strengthen disaster plans,

3)  the need to integrate the medically fragile into all levels of planning, and

4)  the need to plan for self-sufficiency.  

The report also provides guidance documents to assist local government and facility emergency planners in the development of effective evacuation and sheltering plans to ensure the ongoing health and safety of the medically fragile following a disaster.

Development of Plans 
The information provided to the Shelter Medical Group by the various stakeholders prompted the development of specific recommendations to ensure that disaster plans are in place to address these needs of the medically fragile. 
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These plans should consider individuals who reside in medical and residential care facilities as well as individuals who live independently in the community.  Additionally, counties should ensure the coordination of disaster plans at both the community and regional levels.

The following recommendations reflect the findings of the Shelter Medical Group.  In addition, the Group has also included (in parentheses) those entities/organizations that have responsibility for implementation.

I.
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RECOMMENDATIONS
Planning and 
Regulatory Requirements for Disaster Planning

Preparedness
1. Develop legislation to require uniform language and emergency preparedness requirements for all medical and other residential care facilities.  (DHS, DSS)

2. Develop and maintain a process and fee structure for the joint state/local review of disaster plans to ensure conformity with local emergency operations plans by all medical and residential care facilities.  (Local Government, DHS, DSS)

3. Require all plans to include specific elements, as identified, such as plan development, coordination, roles and responsibilities, emergency equipment placement and operation, food, water, supplies, notification, transportation, patient tracking and record-keeping.  (DHS, DSS)

Standardized Emergency Management System (SEMS)
4.  Strengthen disaster planning coordination among public and private sector medical and residential care providers and community-based organizations.  (OES, DHS, DSS)

Training and Exercises
5.  Include disaster training and exercises in all staff training plans to enhance emergency response skills.  (Care Providers) 

6.  Conduct regular disaster exercises in coordination with government agencies.  (Care Providers)
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Response
Legal Authorities for Evacuation
7.  The Incident Commander must work with the local health officer, EMS agency and affected facilities to determine if 

a decision to shelter in place is appropriate or to ensure that a mandatory evacuation order is carried out.  (Incident Commander)

Decision to Evacuate vs. Sheltering in Place
8.  Provide an evacuation and sheltering guidance document for medical and residential care providers.  (See Appendix F)

Directing Medical Evacuees to Appropriate Destinations
9.  Identify and establish a triage system and protocols. (Local Government, Care Providers)

10.  Encourage coordination between the local government and community based organizations to develop a voluntary registration program.  (OES)

11.  Integrate the needs of the medically fragile into the emergency planning process.  (Local Government, DHS, DSS, Care Providers)

12.  Assess each patient’s/resident’s level of care requirements and designate the appropriate shelter type based on the level of medical services to be provided.  (Care Providers)

13.  Plan for the establishment of medical treatment units or temporary infirmaries.  (Local Government)
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Transportation and Logistics Considerations
14.  Identify the number and location of medically fragile persons located in the community that will require evacuation transportation.  (Local Government, Care Providers)

15.  Identify facilities that remain capable of sheltering the medically fragile following a disaster. (Local Government, Law Enforcement, DSS, DHS, OSHPD)

16.  Survey and document the number and type of transportation assets available within their jurisdiction.  (Local Government, Care Providers)

17.  Establish agreements with private and commercial vendors to ensure the availability of identified transportation resources when needed to evacuate medically fragile individuals. (Local Government, Care Providers)

18.  Develop plans and procedures that expedite the coordination and acquisition of transportation resources.  (Local Government, Care Providers)

Support of Medical Evacuees: Staff, Records and Supplies
19.  Determine medical treatment unit/temporary infirmary staffing needs and ensure ongoing 24-hour coverage.  (Local Government)

20.  Identify medical and pharmaceutical supplies necessary to supply medical treatment units/temporary infirmaries and develop agreements with potential vendors for supply and resupply.  (Local Government)
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21.  Develop an individual emergency evacuation document to assist facility staff in meeting each patient’s medical care needs with little or no interruption.  (Care Providers) 

Recovery
Returning Evacuees
22.  Develop plans to return medically fragile evacuees to appropriate care. (Care Providers, Local Government)

Reimbursement Process
23.  Seek self-sufficiency through development of cost recovery plans with private insurers in lieu of relying on governmental reimbursement.  (Care Providers)

24.  Coordinate meetings with all levels of government, non-governmental organizations, and private entities to discuss and clarify cost recovery issues.  (OES)

25.  Keep clear, detailed documentation of all transactions or costs incurred as a result of efforts to provide services and/or resources to meet the needs of the affected population.  (Care Providers, Public & Private Responders)

26.  Develop a partnership with insurance companies to provide training and guidance to medical and residential care facilities in the development of response and recovery plans. (Local Government, Care Providers)
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Mitigation
Risk Factors for Medical and Residential Care Facilities
27.  Identify potential technological and natural hazards that may affect medical and residential care facilities and develop specific plans to mitigate or minimize the risk posed by these hazards to the greatest extent possible.  (Local Government, Care Providers)

II.
INTRODUCTION
Purpose
The Shelter Medical Group was convened to establish policies and procedures to meet the medical needs of people who must move during disaster from their residence or care facilities to alternative locations.

Scope
This organization conducted all business and communications under the title of the Shelter Medical Group.  This organization had the authority to perform its purpose as an approved specialist committee serving as part of the Standardized Emergency Management System’s (SEMS) Technical Group.  The Shelter Medical Group may continue to meet at the discretion of the SEMS Technical Group.

Intended Audience
The Shelter Medical Group developed this report for statewide distribution to the health care community, state and local government, and the legislature. The report is intended for use as a guide to improve current evacuation and sheltering practices and to reduce future adverse impacts on public health and safety during emergency evacuations of the medically fragile.

III.
BACKGROUND
Historical Needs
During the Winter Storm flooding of 1997, over 150,000 

Californians were evacuated from their communities, and more than half of these evacuees sought alternate housing in shelters.  This was the single largest sustained movement of disaster victims in California and included the virtual abandonment of two entire rural counties. 

Approximately one thousand of those evacuated were patients or residents from nursing homes, board and care facilities and home health care settings.  These medically fragile individuals, in addition to their emergency sheltering needs, required a higher level of medical care than was available in general population shelters.  As the shelters grew in population over the course of the emergency, so did the need for additional medical support.
The limited transportation, medical treatment, and sheltering capability for the medically fragile presented major challenges to government and other human service organizations in their efforts to accomplish a successful evacuation and sheltering operation. 

Lessons Learned
State and local government was surprised at the variety and scope of issues related to the medically fragile. These issues included:

· Evacuation decision-making.

· Identifying appropriate destinations.

· Providing adequate and appropriate transportation.

· Ensuring medical support staff accompaniment.

· Ensuring availability of medical records, pharmaceuticals, medical equipment and supplies, appropriate bedding and environmental controls.

· Providing for dietary needs.

· Identifying continuing sources of financial coverage.

· Returning evacuees to the correct and appropriate facilities after the disaster.
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Shelter Medical Group
The Governor’s Office of Emergency Services and the Emergency Medical Services Authority, in conjunction with other State Departments (please see page 48 for complete listing), formed the Shelter Medical Group in the wake of the 1997 Winter Storms and one of the largest evacuations in California history.  This working body reports to the Standardized Emergency Management System Technical Group. 

     Mission
The Group’s Charter was specific: 

To establish policies and procedures to meet the medical needs of people who must move during disasters from their residence or care facilities to alternative locations.  These recommendations will be presented to the SEMS Technical Group.
Because of the potential threat presented by the 1998 El Niño weather pattern, the Group guided the development of interim policy letters and informational bulletins that related to the evacuation of the medically fragile.  These documents were designed to provide guidance to facilities and local emergency management agencies to enhance or modify their planning efforts and response programs.  (See Appendix A - Interim Policy Letters and Informational Bulletins.)

IV.
ISSUES AND STRATEGIES FOR IMPROVEMENT
Background 
After considering the challenges presented by both the size and scope of the evacuation and sheltering issues, the Group decided to address each issue as it relates to the four recognized phases of emergency management:

1.  Planning and preparedness 

2.  Response

3.  Recovery

4.  Mitigation

These issues were then sorted into related topics as they applied to the four phases. 

Contents
The recommendations for each emergency management phase are found in the following sections:
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Planning and Preparedness
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Response


25

Recovery 


39

Mitigation


45
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Contents
The recommendations for the planning and preparedness phase of emergency management are organized under the following topics:

Topic
Recommendations
Page

Regulatory Requirements For Disaster Planning


1 - 3
16

Standardized Emergency Management System 

(SEMS)


4
21

Training and Exercises


5 - 6
23

Organization
Each of the topics listed above contain the following information:

1.  Background

2.  Implications

3.  Recommendations
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Regulatory Requirements for Disaster Planning
Background
Statute (Health and Safety Code, § 1336.3) and the California Code of Regulations, Title 22, require each facility licensed by the Department of Health Services, Licensing and Certification Program, to adopt a written emergency preparedness plan and have the plan available to this state department by request.  Title 22 Regulations also require Community Care facilities licensed by the California Department of Social Services (DSS) to have a written disaster and mass casualty plan and training for staff.

Although acute and most long‑term care facilities are required to adopt a written emergency preparedness plan that is available for review by DHS, such plans do not require approval by the department.  The regulations define both an "External Disaster and Mass Casualty" and a "Fire and Internal Disasters" plan which vary for each type of facility.  Similarities in these plans include notification of personnel; patient transfer, relocation and discharge procedures; medical record and identification procedures for patients and casualties; location of equipment; and requirements for drills.  The external plans must be reviewed and updated annually by the facility, with drills every six months.  The internal disaster plans require quarterly drills.

Community Care facilities are required to have written disaster and mass casualty plans that are subject to review by DSS.  These plans include general requirements for evacuation, exiting, transportation, relocation and requirement for drills.  Disaster drills are to be conducted every six months.  Administrators must be trained and certified by the Department as a condition of licensure.

Implications
While most facilities are required to have an emergency plan, the extent and detail of written plans varies widely by type of facility.  Some facilities are only required to have an emergency plan, others are required to have separate plans 
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for internal and external disasters.  There are no consistent standards or general guidelines for emergency plans.  Many 

plans are sadly lacking in the procedures required to implement them, which can result in inadequate coordination and confusion on all levels.   

Even though the plans are subject to review by licensing agencies, this is done very sporadically.  There is also no training or criteria for review of the plans by the evaluators.  Although long‑term health facility emergency plans are to be reviewed by the local disaster authorities for consistency with local emergency plans, there is no such requirement for acute‑care or community care facilities.  The local review is also done sporadically and there is no funding provided for this task.  

Detailed plans, procedures, and knowledgeable staff decrease the potential for injury for the medically fragile if they must be moved quickly to other locations.  Adequate planning and local coordination will help to ensure the safe evacuation and care of patients and residents during a disaster.  

1. Develop legislation to require uniform language and 

Recommendations
emergency preparedness requirements for all medical and other residential care facilities. (DHS, DSS)

2.  Develop and maintain a process and fee structure for the joint state/local review of disaster plans to ensure conformity with local emergency operations plans by all medical and residential care facilities. (Local Government, DHS, DSS)

This process should incorporate a coordinated review by county emergency management agencies, including fire and 
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law enforcement, local Health Officer, local EMS agency, American Red Cross, and state agencies such as the Departments of Aging, Health Services, Social Services, the EMS Authority and other appropriate agencies.  Appropriate funding should be provided to these agencies to carry out these duties.

3.  Require all plans to include specific elements, as identified, such as plan development, coordination, roles and responsibilities, emergency equipment placement and operation, food, water, supplies, notification, transportation, patient tracking and record-keeping. (DHS, DSS)

All facility emergency plans should include the following elements:

· Consistency with the Standardized Emergency Management System (SEMS). 

· Developed with input from the facility medical staff, administration, fire, safety, and other appropriate experts.

· The plan shall be reviewed at least annually and revised as necessary to ensure that the plan is current. All personnel shall be instructed in the requirements of the plan. There shall be evidence in the personnel files, or the orientation checklist, indicating that all new employees have been oriented to the plan and procedures at the beginning of their employment.

· Review and approval by the local disaster authority.

· The facility shall participate in all local and state disaster drills and test exercises when asked to do so by the local or state disaster or licensing agencies. 
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· A disaster drill shall be held by the facility at six‑month intervals. There shall be a written report of the facility's participation in each drill or test exercise.  Staff from all shifts shall participate in drills or test exercises.

· Threat/risk assessment.

· Disaster‑specific procedures for events such as fires, floods, earthquakes, hazardous‑materials spills, or other hazards likely to impact the facility.

· An emergency management structure that is consistent with the Incident Command System (ICS), such as the Hospital Emergency Incident Command System (HEICS). 

· Evacuation procedures.

· Pre‑determined relocation sites which are equipped to provide safe, temporary accommodation for patients/residents.

· Procedures for recalling off‑duty personnel and assignment of personnel to specific tasks and responsibilities, either at the facility or to provide continuing care for patients/residents at alternate sites.

· Procedures for the conversion of all usable space into areas for patient observation or immediate care of emergency admissions. 

· Information concerning the location of fire alarm boxes, fire extinguishers, fire-fighting equipment, utility shut off valves, and other emergency equipment.
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· Availability of basic supplies, including water, food, and essential medical and supportive materials capable of supporting patients and staff for at least 72 hours.

· Procedures for notifying emergency response agencies such as the fire department, law enforcement agency, local disaster authority, State regulatory agency, and other appropriate persons, including a list of names and telephone numbers.

· Procedures to transport patients/residents, including:

--Identification of primary and alternate transportation resources.

--Type of vehicles to be used.

--Medical equipment and staff essential for movement of patients or residents.

· Procedures to track the location of evacuated patients/residents.


· Procedures to assure that all pertinent personal and medical information accompanies each patient/resident who is moved, transferred, discharged, or evacuated.
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The Standardized Emergency Management System (SEMS)
Background
The Standardized Emergency Management System (SEMS) is based upon the Incident Command System (ICS) adapted from the system originally developed by the Firefighting Resources of California Organized for Potential Emergencies (FIRESCOPE) program including those currently in use by state agencies.   This system is also based on the Multi-Agency Coordination System (MACS) as developed by FIRESCOPE program, the operational area concept, and the Master Mutual Aid Agreement and related mutual aid systems.  (See Appendix B - SEMS Organizational Levels and Functions.)

SEMS is intended to standardize response to emergencies involving multiple jurisdictions or multiple agencies.  SEMS is intended to be flexible and adaptable to the needs of all emergency responders in California.  SEMS requires that emergency response agencies use basic principles and components of emergency management including ICS, multi-agency or inter-agency coordination, the operational area concept, and established mutual aid systems.  State agencies must use SEMS.  Local government, including special districts, in California must use SEMS in order to be eligible for state funding of response-related personnel costs pursuant to activities identified in California Code of Regulations, Title 19, §2920, §2925, and §2930.  Individual agency roles and responsibilities contained in existing laws or the state emergency plan are not superceded by these regulations.

Implications
There are no legal requirements for private sector organizations to use the SEMS structure in California.  In addition, private organizations are unaware of the mutual aid regions used by government.  These barriers add to the frustration of coordination between government authorities 

IV.
ISSUES AND STRATEGIES FOR IMPROVEMENT
PLANNING AND PREPAREDNESS
The Standardized Emergency Management System (SEMS)  (Continued)
and private medical resources and organizations.  Some medical facilities are required to use SEMS during disaster response because they are operated under the authority of a county and/or city, and in some cases as a special district.  Though some of the hospitals use an adapted form of the Incident Command System (part of the SEMS structural elements for field response) there are few connections statewide between the day-to-day operations of medical support for the medically fragile and government emergency management.

4.
Strengthen disaster-planning coordination among 

Recommendation 

public and private sector medical and residential healthcare providers and community based organizations. (OES, DHS, DSS)

The SEMS Maintenance System should work diligently to encourage stronger emergency management ties among local and state government, private sector medical and residential care operations, and community-based organizations.  
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Training and Exercises 

Background

To date, few comprehensive guidelines, standards or national criteria exist that establish minimum training requirements for emergency sheltering of the medically fragile.  General disaster preparedness guidelines are available for both the public and private sector, but stop short of addressing the specific actions or procedures necessary to protect vulnerable populations during an emergency.

Implications  

Inadequate training and exercises compromise public health and safety in many ways.  Emergency responders are likely to make mistakes in one or more of the following ways:

· Poor decision making during fast-moving situations

· Inefficient use of resources

· Conflicts with community health facilities and organizations

· Non-existent, incorrect or incomplete communication

· Poor tracking and care of patients in transit and at shelters

· Poor facility recovery when it is time to restore normal services

Recommendations 
Training and exercising are the foundations of emergency 

management preparedness programs.  When practiced regularly, a good training and exercise program helps to familiarize staff with disaster response plans and procedures, increases overall staff effectiveness during critical emergencies, mitigates death and injury, and limits the impact of the disaster on the community. (See Appendix C – Training Health Care Providers).
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5.  Include disaster training and exercises in all staff training plans to enhance emergency response skills. (Care Providers)

Ensuring that staff are trained to respond during disasters is a responsibility of management.  However, if staff is to learn how to function effectively during a disaster, classroom training alone is not enough. Drills and exercises, when utilized in conjunction with classroom instruction, provide staff with challenging opportunities to practice what they have learned, enhance skills and thus optimize their performance during an emergency.  Therefore, management is encouraged to adopt a regular, standardized approach to training staff that includes classroom training, drills and exercises and performance evaluation. 

6.  Conduct regular disaster exercises in coordination with government agencies. (Care Providers)

To ensure proper coordination of government services and resources, however, it is essential that plans are practiced and exercised as frequently as possible in conjunction with government agencies.
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Contents
The recommendations for the response phase of emergency management are organized under the following topics:

Topic
Recommendations
Page

Legal Authorities for Evacuation


7
26

Decision to Evacuate vs. Sheltering In Place


8
27

Directing Medical Evacuees to Appropriate Destinations


9 - 13
28

Transportation and Logistics Considerations


14 - 18
34

Support of Medical Evacuees: Staff, Records, and Supplies


19 - 21
37

Organization
Each of the topics listed above contain the following information:

1.  Background

2.  Implications

3.  Recommendations
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Legal Authorities for Evacuation 
Background  
It is the responsibility of county and/or city law enforcement agencies to implement evacuation orders when mandated by local officials.  During the Storms of 1997, one acute care hospital refused to follow the local county order to evacuate the area.  Even though the hospital was not subsequently flooded, this raised the issue of who had the ultimate authority to force evacuations.

Implications
There are several statutory sections that provide authority to force evacuation.  (See Appendix D - Authority to Force Evacuation of Health and Community Care Facilities.)  However, law enforcement agencies rarely, if ever, forcibly remove individuals from an evacuation area.  In reality, the ultimate decision to evacuate medical and residential care facilities lies with the facility management.  These decisions are usually made in response to a crisis and on fairly short notice.  Guidelines suggested for local government in planning for and implementing an evacuation are provided in Appendix E - Government Level Evacuation Checklist.

If facility management chooses to ignore a mandatory evacuation order, the responsibility and liability for the safety of their residents remains with them.  They are in violation of law and are ultimately responsible for any adverse outcomes their residents might experience.  While the process of evacuation may subject patients to additional risk and cause economic disruption to a facility, the failure to evacuate may also present potentially grievous consequences. 

7.
The Incident Commander must work with the local health 

Recommendation 


officer, EMS agency and affected facilities to determine if 


a decision to shelter in place is appropriate or to ensure that a mandatory evacuation order is carried out. (Incident Commander)
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Decision to Evacuate versus Sheltering in Place 
Background

Every organization is potentially threatened by a variety of hazards, both known and unknown.  These hazards should be identified in the organization’s disaster plan along with appropriate response strategies, including evacuation procedures.  For medical and residential care facilities, planning how, when and where to evacuate their patients/residents is an essential responsibility.

Implications

The problems encountered during the 1997 evacuations could have been avoided, or at least minimized, had there existed a primary, single-source document available to guide medical and residential care providers in planning for evacuation of their facilities.  Although some level of disaster or emergency planning may have occurred, these plans did not necessarily include realistic evacuation procedures, resulting in critical delays in decision making.

Recommendation
8.
Provide an evacuation and sheltering guidance document for medical and residential care providers. (see appendix F) 

The Group prepared a guidance document to assist medical and residential care providers in planning for evacuations until other documents could be developed.  This is provided in Appendix F - Risk Assessment and Evacuation Strategies.

IV.
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Directing Medical Evacuees to Appropriate Destinations 
Background  

During the Winter Storms of 1997, patients/residents evacuated from facilities and home care settings went to general population shelters.  (With the exception of the county mental health facility, the option of evacuating to like facilities was rarely utilized.)  At first, the evacuees were accompanied by facility staff to ensure continued medical care.  However, as shelter populations grew, these shelters became overwhelmed and were unable to keep up with the demand for medical staff and resources.

During emergencies, general public shelters are the most prevalent.  These shelters are only able to meet basic human needs and offer sleeping quarters, meals, sanitary facilities and basic first aid for minor injuries or illnesses.  Access to these shelters is limited to persons who are basically healthy with no acute health care needs.  These shelters will generally accept individuals who have brought their essential medications, supplies and/or equipment, and, if necessary, a caregiver to assist with their individual needs.  Public Health, Red Cross, or community nurses are frequently available to provide medical triage and arrange for transfer to appropriate facilities for those whose needs exceed the level of care available in general or public shelters.

Implications  

Managed care in California has resulted in an increasing number of patients being released early from hospitals to be treated at home by family members or by home health nursing services.  Such patients may be ambulatory, bed-bound, confined to a wheelchair, require special medications or procedures (i.e., ventilators, oxygen, I-V, etc.), or have a chronic debilitating illness that inhibits their ability to perform one or more critical life functions.  Although such medical conditions may not justify hospitalization in an acute care 
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facility, their care requirements exceed the basic first aid provided in general population shelters. 

If specific measures are not taken to include the integration of medical care (between basic and acute care needs) in either the general public shelter as a temporary infirmary or as a separate medical treatment unit, future evacuations will not be able to provide for the continued, appropriate level of care required by the medically fragile. 

Recommendations 
9.
Identify and establish a triage system and protocols. (Local Government, Care Providers)




The triage concept can help prevent the sheltering of the medically fragile in inappropriate facilities, better utilize scarce resources, and provide sheltering organizations with a better sense of what they can expect.

Each county should develop a triage system, including designated teams and protocols, to help determine whether people will be best suited for placement in a general public shelter, a medical treatment unit/temporary infirmary or a hospital.  Counties are encouraged to obtain input from representatives from local agencies including emergency management, emergency medical services, American Red Cross chapter, the medical society and hospital association, home health and other services providers, and the County Health Officer. 

During an evacuation, triage teams should be located at designated intake sites.  When people begin to arrive, the team(s) would make an assessment, based on established criteria, and either refer them to the general public shelter, medical treatment unit/temporary infirmary, or arrange to transport them to a designated hospital.
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The triage team could also work with the county’s registry for medically fragile persons.  Cases could then be reviewed and a determination made as to where these individuals would best be served in a sheltering situation.

10.  Encourage coordination between the local government and community based organizations to develop a voluntary registration program. (OES)

Article 5, Section 8589.6 of the California Emergency Services Act, encourages local government agencies or community based organizations to provide for the voluntary registration of residents within their jurisdiction who would need assistance.

In conjunction with government services providers and community-based organizations, local emergency management should coordinate the voluntary registration of people who will need assistance.  In the event of a disaster or emergency requiring evacuation and/or sheltering of individuals, it is extremely beneficial to local authorities if they can quickly identify the medically fragile individuals in the community.  These individuals will be specifically targeted for special outreach and educational efforts to encourage voluntary registration.  The confidential nature of the medical treatment registry should be emphasized.

The form provided in Appendix G - Voluntary Registration Request for Medically Fragile Individuals will document the specific medical information pertinent to each evacuee and should be assembled into a county-wide database coded geographically.  This information will assist local authorities in determining appropriate transportation and sheltering destinations.  Also, the form pre-authorizes response agencies to enter an individual’s home during post-disaster search and rescue activities.  The Medically Fragile Registration program is voluntary and all registration documents are confidential. 
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11.  Integrate the needs of the medically fragile into the emergency planning process. (Local Government, DHS, DSS, Care Providers)

Because floods and other natural and technological disasters will continue to threaten the displacement of large numbers of people from their homes and/or care facilities, it is essential that the medically fragile be appropriately integrated into the planning process.  Evacuation plans should take into consideration the level of care required for each patient, the appropriate facility destination, and the method of transportation required.

Although the basic concern is the provision of medical care, the solution lies in the long term planning and involvement of the State, local government, county health and welfare departments, medical and health care organizations, emergency response planners, community organizations, the American Red Cross and others. 

12.
Assess each patient’s/resident’s level of care requirements and designate the appropriate shelter type based on the level of medical services to be provided. (Care Providers)

The medically fragile population encompasses a broad range of medical and behavioral conditions.  Some evacuees may be eligible for discharge from a facility to their family, or to a general population shelter, while others will require a medical treatment unit/temporary infirmary.  Still, there are some patients with extensive or critical medical conditions where only the services provided at a like facility or acute care hospital would be most appropriate.

The appropriateness of patient/resident placement should be based on the level of medical care required for each individual.  Such levels are determined by the type and 
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scope of medical aid required to maintain the individual’s health or to accomplish day-to-day living requirements.  Medical and residential care providers should, as part of their disaster planning efforts, seek to identify their patient/resident in accordance with these guidelines, determine the type of transportation required to a pre-determined type of alternate housing/sheltering destination.  (See Appendix H -  Patient/Resident Emergency Evacuation Destination Categories).
Once it has been decided to evacuate patients/residents from an unsafe area, emergency planners must then determine where to evacuate.  The destination selected must be appropriate for the level of care required for each patient/resident.  This could include, in priority order, one of the following:

· a like facility away from the threatened area

· a stand-alone medical treatment unit

· a general population shelter with a temporary infirmary

· a general population shelter

13.
Plan for the establishment of medical treatment units or temporary infirmaries. (Local Government)

In conjunction with shelter providers (i.e., American Red Cross, Salvation Army, etc.), local government must plan for the establishment of independent medical treatment units or temporary infirmaries as a part of general public shelters.  Both of these ad hoc facilities are designed to care for medically fragile individuals requiring a level of care beyond that available in public shelters.  These medical treatment units or temporary infirmaries must be staffed and managed by local health authorities, staff from evacuating facilities, or other medical care personnel.  Please refer to Appendix I–
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Shelter Medical Operations Guidelines.  See Appendix J for sample agreements between the American Red Cross 




and local health and mental health departments.  (Appendix K - Adopt-a-Shelter Program also contains innovative ideas for developing shelters).
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Transportation and Logistics Considerations 
Background

When an emergency occurs and an evacuation is ordered, most of the general population is able to transport themselves to safety.  However, the mass movement of the medically fragile population will require the planning and coordination of local government and the medical/health community.

Implications   
The medically fragile are dependent upon their care givers to plan for, manage, and provide appropriate transportation in an evacuation.  This is true whether they are patients residing in a medical or residential care facility, or are receiving nursing care via services provided by a home health agency.  The responsibility for crisis transportation planning rests mainly with local government.  Without a disaster transportation plan for the medically fragile, these individuals may face tremendous risks during major disasters. 

14.
Identify the number and location of medically fragile 

Recommendations 

located in the community that will require evacuation 


transportation. (Local Government, Care Providers)

Local officials should work with the medical/health community to identify the number and location of the medically fragile that could potentially require evacuation.  When identifying potential populations, planners should also focus on geographic locations that may harbor potential hazards (i.e., flood plain, near rivers or streams, etc.).

Medical and residential care facilities should evaluate each patient/resident to assess their transportation needs should evacuation become necessary.  Each individual should be designated as either ambulatory or non-ambulatory.  Ideally, this kind of information would be documented on a special 
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patient assessment record (see Appendix L - Health Passport) designed for emergency evacuation purposes.  Also, the record should include medical treatments, equipment, appliances and/or medications that impact transportation needs.  The patient’s/resident's record should include transportation recommendations and should be available to management immediately upon the order to evacuate.

15.  Identify facilities that remain capable of sheltering the medically fragile following a disaster. (Local Government, Law Enforcement, DSS, DHS, OSHPD)

16.  Survey and document the number and type of transportation assets available within their jurisdiction. (Local Government, Care Providers)

Government planners and facility managers should identify and plan for those patients/residents that can be transported by bus, van or other vehicle, reserving the limited supply of ambulances for evacuating acutely ill/injured patients. 

The listing of transportation assets should include the name of each company’s authorized contact person(s), telephone numbers (regular and emergency numbers), the type of vehicles available (bus, van truck, etc.), the total number of each vehicle by type, passenger capacity and whether or not they are equipped with a lift for wheel chairs.

17.  Establish agreements with private and commercial vendors to ensure the availability of identified transportation resources when needed to evacuate medically fragile individuals. (Local Government, Care Providers)

When transportation assets have been identified, it may be necessary to establish an agreement with each provider outlining potential needs, authorized agents, emergency contact numbers, method of payment and/or reimbursement, documentation, etc.
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18.  Develop plans and procedures that expedite the coordination and acquisition of transportation resources. (Local Government, Care Providers) 

Plans and procedures should be developed to expedite communication between impacted facilities and the Health Officer (or other designated authority) at the local 

Emergency Operations Center, in order to coordinate information and transportation resource requests.  As evacuation needs escalate, requests for transportation assets should be coordinated and prioritized at the local or operational area (OA) EOC. 
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Support of Medical Evacuees: Staff, Records and Supplies 
Background 
The flooding of 1997 revealed significant gaps in planning and preparing for evacuated populations requiring medical care beyond the first aid level.  The number of medical/health staff available to the shelters was inadequate as needs continued to increase.  Relief staff had not been adequately planned for until those in need of replacement became exhausted and could no longer function.

Medical and other supplies were not available until shelter needs became critical and requests were forwarded to the State.  Requested supplies ranged from egg-crate style mattresses to blankets and antacid medications.  Similarly, the appropriate medications did not always accompany the evacuee, adding to their discomfort, increasing their health risks, and significantly adding to staff stress.  Because of physical, mental or language deficiencies, some individuals were unable to communicate their needs to caretakers. 

Implications
Due to the aging of the general population, trends in today’s healthcare system, and ongoing threat of future disasters, government officials need to more adequately plan for the potential evacuation/sheltering needs for all segments of their community. 

 

19.
Determine medical treatment unit/temporary infirmary staffing needs and ensure ongoing 24-hour coverage. (Local Government)

Recommendations


Medical treatment units/temporary infirmaries should be staffed in sufficient numbers with the appropriate levels of expertise to ensure adequate medical coverage.  Additionally, planning should include enough staff for at least one (or two) additional shift rotations to ensure caretakers are rested every 8 - 12 hours.  (See Appendix I.)
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20.
Identify medical and pharmaceutical supplies necessary to supply medical treatment units/temporary infirmaries and develop agreements with potential vendors for supply and resupply. (Local Government)

Medical and pharmaceutical supplies should be identified and stocked in sufficient quantity to meet the needs of the potential evacuees.  To aid facility planners in identifying the type and quantity of medical supplies, Appendix I has been provided as a resource.  This listing identifies the medical and pharmaceutical supplies that most generally meet the needs of the medically fragile.  Planners are urged to utilize this listing and to establish agreements with potential vendors or other suppliers to ensure that medical treatment units/infirmaries can continue to provide services to the medically fragile within their community.

21.
Develop a special emergency evacuation document for each individual to ensure their medical care needs continue to be met with little or no interruption. (Care Providers)

Each individual’s medical needs should be pre-identified before the disaster occurs and before emergency evacuation becomes necessary.  Such advance planning should include 1) level of care category, 2) medications, 3) transportation options, and 4) appropriate shelter.  This information should be documented and available when an evacuation is imminent.  Having such information on hand eliminates confusion, saves time and aids staff in their efforts to meet the ongoing medical care needs of each individual patient/resident.  An example of this type of document is provided in Appendix L.
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Contents
The recommendations for the recovery phase of emergency management are organized under the following topics:

Topic
Recommendations
Page

Returning Evacuees


22
40

Reimbursement Process
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42

Organization
Each of the topics listed above contain the following information:

1.  Background

2.  Implications

3.  Recommendations
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Returning Evacuees 
Background

When evacuation orders are lifted, the medically fragile evacuees must be returned to their homes, original care facilities, or alternate locations.  While there were few reports of problems in 1997, the medically fragile face additional risks if their original care facility is damaged or unavailable.

Implication

In the usual post-disaster haste to return to ‘normal’ (i.e., the stability represented by family, home or care facility), the process of returning medically fragile evacuees to their point of origin (or, if damaged, alternate facilities) may be problematic, especially if this phase of planning has not been emphasized.  Any deficiencies in one or more of the following areas could adversely impact the health and safety of the medically fragile evacuee:

· Assigning an inappropriate level of medical transportation.

· Misdirection to the wrong or inappropriate facility.

· Failure to provide or assign an attendant caregiver (when required).

· Failure to return the evacuee with their medical records, medications or other medical equipment.

22.
Develop plans to return medically fragile evacuees to appropriate care. (Care Providers, Local Government)

Recommendation 
This process can be accomplished more smoothly and efficiently if plans are developed in the same manner and with the same considerations used in planning for the initial evacuation.  Following is a summary of some of the plan elements that should be included to effect a safe and appropriate return of evacuees after a disaster:

· Assess the health of the evacuee (fitness to travel, etc.).
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· Determine the appropriate destination for the evacuee.

(return evacuee to original facility

(transport to an alternate like facility (if facility of origin is damaged)

(transport to a different type of facility

(release or return to previous residence

(release to alternate residence

· Determine appropriate level of medical transport (van, bus, ALS, BLS).

· Provide for attendant caregivers to accompany evacuees as necessary.

· Return evacuees with their medical records, medications, and medical equipment.

· Provide returning evacuees with mental health counseling.

· Coordinate with volunteer, community-based organizations and governmental agencies to provide outreach services (food, water, supplies, transportation, household chores, clothes, etc.) to medically fragile living at home.
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Reimbursement Process
Background
The need to recover costs incurred by private and public sector participants is a critical issue.  Recovery issues could include repairing or replacing damaged facilities, returning evacuees to an appropriate facility, and cost recovery.  This issue is complicated by the fact that most medical resources are owned by the private sector and many costs are not eligible for government reimbursement.  Insurance companies can provide significant expertise in helping a facility plan for and recover from a disaster.

Implications
Costs recoverable through governmentally funded programs vary significantly depending upon the type of disaster, whether it be a federal, state or local declaration.  Additionally, the costs eligible for governmental reimbursement may not adequately compensate medical care providers for the expenses incurred in responding to a disaster.  This is confusing for private sector providers, especially when the day-to-day costs of their patients are covered by specific state and federal programs, and also by private insurers.

23.
Seek self-sufficiency through development of cost 

Recommendations 
recovery plans with private insurers in lieu of relying on governmental reimbursement. (Care Providers)

Care providers should develop an adequate cost recovery plan that provides for self-sufficiency and does not depend entirely upon governmental funding.  Having adequate contingency plans in place will ensure maximum cost recovery.  These plans should include documentation procedures that will allow for patient billing, appropriate business insurance coverage, and reimbursement agreements between facilities.
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The Medi-Cal program is authorized to reimburse hospitals for acute care beds that must be used for skilled nursing because of a State of Emergency Proclamation issued by the Governor or Disaster Declaration issued by the President.  

24.  Coordinate meetings with all levels of government, community based organizations, and private entities to discuss and clarify cost recovery issues. (OES)

25.  Keep clear, detailed documentation of all transactions or costs incurred as a result of efforts to provide services and/or resources to meet the needs of the affected population. (Care Providers, Public and Private Responders)

Accurate, complete and detailed records of all activities and costs resulting from the emergency are essential.  Documentation should include:

· Staff hours 

· Name of the facility/person requesting services/resources

· Type of service/resource requested

· Cost of service/resource requested

· Dates and times of each request 

· Person taking the request

· Justification for the request

· Names of evacuees

· Evacuation departure and destination points

· Mileage, name of driver, vehicle license number

· Name of passengers transported 

· Name of personnel/provider receiving individuals
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26.  Develop  partnerships with insurance companies to provide training and guidance to medical and residential care facilities in the development of response and recovery plans. (Local Government, Care Providers) 
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The recommendations for the mitigation phase of emergency management are organized under the following topics:
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Risk Factors for Medical and Residential Care Facilities


27
46

Organization
Each of the topics listed above contain the following information:

1.  Background

2.  Implications

3.  Recommendations
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Risk Factors for Medical and Residential Care Facilities
Background

In California’s emergency management community, one of the most important lessons learned through a decade of disasters is the need for medical and residential care providers to identify the level of risk to their facilities and residents.  This is particularly important when identifying and planning for hazards that may involve not only the facility, but the surrounding community as well. 

Implications

Without a strategy for risk recognition and planning, facility managers may opt to make decisions based on their intuition or experience rather than through the use of carefully designed plans that have been backed up by regular training and exercises.  Such reactive thinking, especially under the stress of an emergency in progress, can result in poor decision making, adversely affect staff and residents, and ultimately, the success or failure of the facility to respond during the disaster.

27.
Identify potential technological and natural hazards that 

Recommendation

may affect medical and residential care facilities and 


develop specific plans to mitigate or minimize the risk 


posed by these hazards to the greatest extent possible. (Local Government, Care Providers)

Appendix F discusses some of the risks that may be faced by a facility.  All facilities should survey and assess possible hazards (both natural and technological) in and adjacent to the property and take protective measures to increase their potential for a successful response to a disaster.  Following are a few potential hazards to consider:  

Natural Hazards:
(Flood zone near a river or lake (rain)

(Beachfront/coastal (tsunami, flooding, landslides)

(Earthquakes (near a fault line)
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(Forest or chaparral (fire season)

(Mudslides/landslides (rainy season)

Technological Hazards:
(Nuclear power plant 

(Airport 

(Other fuels (propane, gasoline, etc.)

(Power failures (any time)

(Toxic chemical and/or manufacturing plant 

(Railway or highway (transportation of toxic materials)

(Structural hazards
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