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Preface
   The Western WI Healthcare Emergency Readiness Coalition Response Plan (WWHERCRP) is an overall coordination plan among participating entities that describes how: 
· Medical (both acute care and non-acute care hospitals), emergency medical services (EMS), public health, emergency managers, and other first responders will coordinate and communicate during a disaster. 
· Medical and healthcare resources will be coordinated, shared, and prioritized among healthcare facilities. 
· Patient movement will be coordinated among participating hospitals and the WWIROC during an emergency.  
· Regional decisions affecting medical and healthcare issues will be made as a collaborative effort.  
   The WWHERCRP does not supersede existing facility, local, regional, or state level emergency response operational plans; rather, it supports these existing plans and serves as a tool for coordination among participating organizations and the first responder community.  The WWHERCRP establishes the Western Wisconsin Region Operations Center (WWIROC). The WWIROC is composed of healthcare professionals who understand the operations, capabilities, and needs of hospitals and medical issues that may arise during an emergency or disaster incident.  Healthcare professionals supporting the WWIROC are pre-determined individuals who represent hospitals, emergency services, or other healthcare professionals.  Additional expertise from other disciplines, including public health, poison control, HazMat, or public information may be brought in as needed.   
When activated, the WWIROC operational staff may consist of:
· WWIROC Lead Coordinator (who also serves as the initial point-of-contact for County Dispatches) 
· Two hospital representatives, one from the clinical side and one from hospital operations/administration. 
· Medical Director or designee 
· RTAC Coordinator 
· One public health representative, or one EMS representative, or other subject matter expert(s) based upon the incident. An additional hospital coordinator may also be placed in this position if the situation warrants additional assistance.  
   The WWIROC provides the analytical, coordination, and communication capability needed for hospitals and other healthcare organizations to be able to effectively respond to any type of emergency event.  When activated, the WWIROC operates out of the Tri State Ambulance or Regional Communications Center or Tomah Health.  Tri-State Ambulance and Tomah Health both provide the infrastructure and technology needed to support emergency response operations and assists the WWIROC with gathering accurate information about the incident.  All members of the WWIROC team will collaborate to make decisions that are in the best interests of the region. Working in coordination with emergency management and other first responders, the WWIROC will make decisions based on the following criteria: 
· The first priority for all decisions will be life safety.  
· The primary consideration when making decisions regarding transportation and patient placement must be what is best for patients and residents. 
· All decisions and protective actions will support regional response operations, regardless of discipline or jurisdiction, as decided upon in coordination with affected incident commanders/EOCs or a public health liaison. 
   During an emergency, the WWIROC will serve as a center for collecting and disseminating current information about healthcare resources and needs (including equipment, bed capacity, personnel, supplies, etc.), assist with developing priority allocations, tracking disbursement of resources, and other relevant healthcare response matters. If authorized to activate, the WWIROC may be given purchasing authority, once incorporated, which will allow it to directly procure the resources needed to support healthcare response and recovery operations. The WWIROC will serve as a central point of contact between healthcare facilities and other governmental and non-governmental response agencies as necessary. Resource requests between healthcare organizations will follow the rules and guidelines established in the Hospital Mutual Aid Agreement Memorandum of Understanding between Hospitals in the Western Healthcare Region 4, see Annex 1 (Western Health Care Coalition Hospital Memorandum of Understanding). The WWIROC will also communicate and coordinate with hospitals to reach out to neighboring regional hospitals, and with other local, state and federal agencies.   
[bookmark: _Hlk36906482]   For the WWHERCRP to be operationally viable, a comprehensive training and outreach program is required to identify and prepare WWIROC team members and other first responders on the roles and responsibilities of the WWIROC.  Supporting policies, procedures, and plans must be developed or revised to reflect the concepts of coordination, alert and notification, and response and recovery processes described in this WWHERCRP. Senior leadership support from healthcare organizations is essential to the successful implementation of this plan and the future emergency response and recovery capabilities of the region.  

1. INTRODUCTION
[bookmark: OLE_LINK1]   The goal of the Western WI Healthcare Emergency Readiness Coalition Response Plan (WWHERCRP) is to provide for mitigation, planning, response, and recovery to minimize medical and healthcare issues during a disaster affecting the Western Healthcare Region 4.  The WWHERCRP is an overall coordination plan among participating entities that describes how:
· Medical (both acute care and non-acute care hospitals), emergency medical services (EMS), public health, emergency managers, and other first responders will coordinate and communicate during a disaster.  
· Medical and healthcare resources may be shared and prioritized among healthcare facilities. 
· Patient allocation may be coordinated among participating hospitals during an emergency.  
· Regional decisions affecting medical and healthcare issues may be made.  The WWHERCRP does not supersede existing facility, local, regional, or state level emergency response operational plans; rather, it supplements these existing plans and serves as a tool for coordination among participating organizations and the first responder community.  
· The policies and procedures described in the WWHERCRP work within the concept of operations described in hospital, city, county, Western Regional Healthcare Coordination Plan, State Emergency Operations Plans (EOPs).  
   The WWHERCRP supports the concepts and operations detailed in the individual jurisdiction EOPs and the emergency operations plans for the hospitals included in the following counties: 
Buffalo, Crawford, Jackson, La Crosse, Monroe, Trempealeau, Vernon, Ho-Chunk Nation
· The WWHERCRP supports regional response efforts by providing a centralized location that response agencies (such as emergency management and/or emergency operations centers (EOC)) and hospitals can contact to obtain information on the status of hospitals and the medical community and their resources, as well as to obtain advice on medical and healthcare issues.
· During ALL emergency situations the HERC Coordinator needs to be notified as soon as possible to ensure the entire region is alerted of situation, regardless of the extent.  This is to ensure the coalition has situational awareness.  
1.1 Purpose of Plan      
The purpose of the Regional Hospital Coordination Plan:  
· Provide a unified incident management approach among the participating responding healthcare agencies and organizations in the region.  
· Ensures a mechanism is in place for centralized coordination with local, regional, state, and federal emergency management organizations.  
· Provides a mechanism for an integrated healthcare response with other disciplines. 
· Establishes a mechanism for collecting and disseminating information regarding the availability of and need for healthcare resources, including but not limited to equipment, supplies, hospital bed capacity, personnel, specialty treatment capabilities, fatality management capabilities, transportation/evacuation capabilities, and alternate care site capabilities.  
· Coordinate’s healthcare resources and personnel from outside the region to respond to or recover from the incident, if necessary. 
· Provides a structure for healthcare agencies and organizations to communicate and coordinate response and recovery efforts.  
· Facilitates the sharing of resources and personnel among healthcare agencies and organizations in the region.  
1.2 Scope
   This plan can be used during any disaster or emergency, including those caused by technological, human, or natural agents of sufficient scale to overwhelm the normal medical response capabilities of a hospital and require assistance from other hospitals, hospital systems, public health resources (such as the Strategic National Stockpile (SNS)), or other first responder organizations (such as emergency management, law enforcement, fire, EMS, public works).
   This plan applies to all hospitals within the counties within the Western WI HERC Region 4. However, other counties and hospitals from outside of Region 4 may need to be utilized to assist when this plan is activated. Region 4 resources may have to be engaged in incident response and recovery activities depending on the incident.  The COALITION authority is limited to those compacts and other documents signed by the members and does not supersede jurisdictional or agency responsibilities and/or requirements.
1.3 Situations and Assumptions
1. A member organization or the community as a whole can be affected by an internal or external emergency situation that has impacted operations up to and including the need for a facility to evacuate.
2. Impacted facilities have activated their emergency operations plan and staffing of their facility operations center. 
3. Local resources will be used first, and then State resources, followed by a federal request as needed, however State and Federal resources may not be available for 72-96 hours. State, and possibly Federal, resources may be staged closer to an impact area to avoid delays. 
4. The increased number of area residents and staff needing medical help may burden and/or overcome the health and medical infrastructure. This increase in demand may require a regional response and/or subsequent city, county, state, and/or federal level of assistance. 
5. Facilities will communicate their medical needs to the COALITION and non-medical needs to the jurisdictional emergency operations center, unless otherwise documented in a facility emergency plan to communicate their needs through ESF-8 at the EOC. If coordinated, the COALITION could supplement ESF-8 staff at the EOC. The ESF-8 liaison will communicate with COALITION members to update the status of an incident and request support for needed resources with other ESF partners.
6. Healthcare organizations will report status on situational awareness but will assume to be able to handle the incident on their own as much as possible before asking for assistance. 
7. Healthcare organizations will take internal steps to increase patient capacity and implement surge plans before requesting outside assistance. 
8. Processes and procedures outlined in the response plan are designed to support and not supplant individual healthcare organization emergency response efforts. 
9. The use of National Incident Management System (NIMS) consistent processes and procedures by the COALITION will promote integration with public sector response efforts. 
10.Except in unusual circumstances, individual private healthcare organizations retain their respective decision-making sovereignty during emergencies.
11.This plan is based on certain assumptions about the existence of specific resources and capabilities that are subject to change. Flexibility is therefore built into this plan. Some variations in the implementation of the concepts identified in this plan may be necessary to protect the health and safety of patients, healthcare facilities, and staff.

1.4 Administrative Support 
   The WWHERCRP will be managed and maintained by the WWHERC Regional Coordinator, under the authority of the Executive Board. Participating hospitals, emergency management agencies, EMS agencies, and public health departments are responsible for updating their respective EOPs. The WWHERC Regional Coordinator will update this plan following an exercise or at least once annually. The WWHERCRP will be reviewed and accepted by the COALITION and a copy will be made available to all participating healthcare facilities and jurisdictional EOCs.  A tracking log will be inserted after the cover page to provide notification of what, when and by whom changes were made to the plan.  

2. Concept of Operations
   This section delineates roles and responsibilities of the COALITION and members, including: how they share information, coordinate activities and resources during an emergency, and plan for recovery.

2.1 Introduction 
   The process outlined below describes the basic flow of a response to disaster and emergency situations with the steps and the activities that may need to be accomplished. Not all steps and activities will apply to all hazards.

2.2 Role of the Coalition in Events
- Promote common operating picture through shared information
- Assist with resource management between partner entities, particularly within the healthcare sector for healthcare resources Support Patient Tracking 
- Support Evacuation activities 
- Support Shelter-in-Place activities 
- Assist with linkage with the local EOC and serve as the intermediary for healthcare and information sharing 
- Identify time-sensitive performance metrics for COALITION Response (e.g., notification of incident to COALITION members; Bed Availability Reporting; Time to Setting up Field Triage; Time to appropriately distribute casualties; Time to stage Transportation Resources to Transport Casualties; Time to Update Patient Tracking Info at Intervals; and Time to Staff a Family Assistance Centers. 

2.2.1 Member Roles and Responsibilities
   The following provides a general overview of the roles and responsibilities of the partner agencies and organizations during a response. More detailed roles and responsibilities are defined under the functional areas of the Plan.
- Hospitals – in the event of a large-scale incident, all hospitals will evaluate current capabilities and all current patients to determine who may be discharged or transferred to another facility for the duration of the incident.  At which time those patients that were transferred can be returned to their original facility for continued treatment or final discharge.  Hospitals need to ensure any current MOUs with associated medical facilities are current and in good standing.  These agreements should cover a wide range of disciplines to include, but not limited to; medical transport, clinical or hospital facilities, and Long-Term Care (LTC) facilities.  Keep in mind that when transferring patients to other facilities, supplies, staff, notification of family and capabilities at receiving facilities must be addressed prior to transfer. 
- Emergency Medical Services (EMS) – all EMS and transport agencies within the affected area of the incident should be notified as soon as possible of the incident for staff planning and response coordination.  Upon arrival of the incident site EMS will ensure a Transportation Officer is appointed to coordinate movement of all casualties at the site.  If the incident commander has appointed one, coordination must be made for all movement.  Any mutual agreements between agencies should be activated and coordinated to ensure “routine” response to coverage area is maintained at all times.  Should the agency affected by the incident need additional support or capabilities, that agency must notify all incident commands and emergency operations centers of their need to ensure additional help is coordinated and requested in a timely manner.  
- Emergency Management – all emergency management offices, county or facility, will operate their facility per their policy and procedures.  The agency responsible for the incident has the lead and all others will support as needed based on requests from the lead EM agency.  If EMS has not established a Transportation Officer for all patient movement, the incident commander will do so immediately to ensure careful coordination is being made with all available hospitals.  It is the intent of the WWIROC that it will maintain situational awareness (SA) of all patient tracking concerns to include bed availability throughout the region and report to the lead EM on the status and potential shifts in support.  The EM responsible for the incident will make its’ requests based on the situation and follow standard protocol for all requests needed for the incident.
- Public Health – has a wide range of response options that it is responsible for.   Depending on the nature of the incident, Public Health (PH) can respond in a variety of ways; for example, it can establish family Assistance/Information Centers or be the lead agency in combating an outbreak of a disease that requires a large number of staff and resources to address and contain the outbreak.  Based on the outbreak, PH will require assistance from many organizations and could be augmented by State and Federal agencies to address the situation.  PH will respond based on current plans, state and federal guidance, policies and procedures it currently has in place to address each specific situation.   
- Long-Term Care – is responsible for maintaining their response plans as current as possible to address a multitude of situations as they occur.  Due to the significant number of resident’s each facility has when combined in a region, great care and coordination must be maintained at all times.  Great care and thought must be given to the evacuation of each facilities residents in the event of an incident that requires them to evacuate their facility.  LTC facilities can also support incidents that do not directly affect them, but can be a resource multiplier when it comes to housing individuals from affected hospitals in their area that need to open up additional beds for incoming casualties from large scale incidents.  

2.2.2 Coalition Response Organizational Structure
[image: ]
[bookmark: _Hlk52348286]WWIROC Staffing: 
   The WWIROC is a team of five to six appropriately trained individuals who have an in-depth understanding of hospital organizations, hospital operations, and regional hospital capabilities and resources. Each discipline identified in the WWIROC organizational structure will assign and provide a representative(s) to serve on the WWIROC on a rotational basis. The assigned individuals representing the hospitals maybe members of a hospital emergency preparedness or security staff, administration, or clinical/medical staff. 
When activated, the WWIROC operational staff will consist of: 
•	WWHERC Regional Coordinator as WWIROC Coordinator (who also serves as the initial point-of-contact for County Dispatch) 
•	Two hospital representatives, one from clinical and one from hospital operations/administration. 
•	WWHERC Medical Director, could serve as the clinical representative for hospitals
•	WWHERC SWRTAC Coordinator
•	One public health representative, or one EMS representative, or other subject matter experts based upon the incident. An additional hospital coordinator may also be placed in this position if the situation warrants additional help.  
•	Emergency Management representative if available
The SME’s that form the COALITION & WWIROC work together to: 
•	Share information on an incident that may have medical ramifications to healthcare providers 
•	Develop recommended protective actions and guidance 
•	Respond to questions and provide advice to hospitals and other response agencies regarding medical issues, capabilities, status, and capacity
•	Identify and assist in requesting, obtaining, allocating, and track resources needed by hospitals 
•	Support the protection of the healthcare infrastructure 
•	Provide a single point of data collection/dissemination for healthcare 
•	Provide healthcare situational awareness to other disciplines

2.3 Response Operations
Under these section/subsections, we will address the actions taken by the coalition and its members before, during, and following an event.
· Purpose of the Western Region Operation Center:
· [bookmark: _Hlk52346126]The Western Region Operations Center (WWIROC) is a regional coordination entity supported by participating hospitals and response organizations that coordinates communication and decision-making (including resource allocation, resource tracking and coordination of resource needs) related to medical issues.  The WWIROC is composed of subject matter experts (SMEs) from the medical and public health communities, including hospitals (both administrative and clinical), emergency medical services, and public health. Additional expertise, such as poison control, hazardous material (HazMat), fire, emergency management, and law enforcement will be brought in or consulted as necessary.  

2.3.1 Stages of Incident Response
See section 2.3.1.2 Activation of WWIROC.

2.3.1.1 Incident Recognition
· A request to activate or monitor by a Coalition member or partner (local Emergency Management, EMS, Long Term Care, Hospital, Local Public Health) 
· Multi-jurisdictional incident or outbreak 
· Awareness through open-source media, notification by a partner, notification by a local, state, or Federal entity 
· An incident in an area with few resources, such as Buffalo County
· An incident large enough to require resource sharing including: 
· Strategic National Stockpile 
· Deployment Epidemiologic Investigation 
· Large facility Evacuation, either hospital or private business due to illness or injury
· A substantive alert message requiring action from public health and/or healthcare (e.g., Health Alert Network) such as: 
· A natural disaster (e.g., widespread tornado or flooding) 
· A biological attack 
· A chemical attack or spill, a biological disease outbreak (e.g., pandemic influenza)
· A radiological threat or incident 
· A credible terrorist threat or actual terrorist incident
WWIROC Responsibilities: 
   Region 4 has designated the WWIROC as the communication as the regional coordination center for medical disaster planning and response. 
All WWIROC representatives must complete training on WWIROC operations. 
WWIROC Responsibilities Include: 
· Communicating and coordinating with other EOCs and first responders to provide information on the operational status of hospitals and the needs and capabilities of hospitals and other healthcare facilities 
· Providing information to hospitals regarding the incident and the needs and capabilities of other hospitals and response agencies 
· Identifying and meeting the healthcare needs of the region 
· Monitoring EMResource and eICS systems for resource statuses and information
· Monitoring WISCOM radio system 
· Monitoring bed availability through EMResource and assisting in identification of patient destinations to equitably manage patient load Coordinating hospital staff and equipment under the Western Region Healthcare MOU 
· Assist in providing appropriate transfer to healthcare facilities based on both patient needs and hospital capacity and capability 
2.3.1.2 Pandemic Response
A pandemic is a public health threat that could overwhelm existing public health, public safety, and health care system infrastructures in the region. Managing the human health consequences of an influenza pandemic will require coordination and collaboration among local response partners, and state and national assistance.
The purpose of the public health pandemic response is to provide a coordinated community response to a pandemic in the region in an attempt to limit illness and death, preserve continuity of essential government functions, and minimize social disruption and economic losses. This section represents actions that can be utilized for a pandemic response. The actions outlined here may also be extrapolated, where appropriate, for other highly contagious, severe pathogens or other biological events.
Guiding Principles
• Protection of citizens of the region, health care workers and their patients, first responders, and long-term care employees and their residents;
o Protection of their health and safety
o Maximize the workforce available to maintain day-to-day operations
o Minimize influenza spread and reduce impact on public health
• Continuity of day-to-day operations;
o Continue day-to-day business operations to the maximum extent possible
throughout all stages of the pandemic
o Limit daily operations when necessary or upon direction by higher authority
• Execution of Public Health pandemic response;
o Communicate and coordinate pandemic preparedness and response to all
stakeholders of the coalition
o Support the efforts of public health authorities in mitigating the consequences of a pandemic
Actions
•    If this has region wide affect; establish a working group or consortium to discuss required actions based on current state and federal published guidance.  
•    Establish a broader based working group involving emergency management, hospitals and their systems, EMS and the coalition
•   Based on current state and federal policies and procedures for the current pandemic, compare to and adjust county plans as appropriate
· Establish gating criteria for resumption of pre-pandemic operations
•    Request support as appropriate for the current situation
•    Refine policies and procedures as the situation progresses
· All coalition members should adjust policies as needed and monitor/order PPE as needed for staff and patients

2.3.1.3 Activation of WWIROC
Activation of the WWIROC can only be done after the approval of the Executive Board has been briefed and agrees with the activation.  This action could involve subcontracts for various members of the coalition and agreement must be in place prior to activation.  
There are four increasing levels of activation: 
Phase 4 – Normal Operations – During this phase, the focus is on general situational awareness. The WWIROC Regional Coordinator monitors external intelligence information and shares accordingly. The WWIROC is not activated at this point.  
Phase 3 – Significant Incident – During this phase, an incident has occurred that could affect the WWHERC response agencies. The primary focus is on gathering more information about the incident. The WWIROC Coordinator periodically contacts other first response agencies (e.g., public health and/or emergency management) or affected healthcare facilities to obtain additional information to determine if the situation has escalated and/or if further WWIROC action is warranted. The WWIROC Regional Coordinator may request periodic conference calls with the other WWIROC members and other first response agencies to get more information on the incident and share situational awareness with healthcare providers.  
Phase 2 – Partial Activation – During this phase, the threat of a regional medical emergency is imminent and hospitals or first response agencies are submitting initial requests for support/information to the WWIROC. The WWIROC Regional Coordinator notifies the other WWIROC members who are also on call and coordinates a process to respond to initial requests, to provide advice and recommendations to healthcare facilities, and/or to assess current hospital capabilities and anticipated needs/gaps. During a partial activation, the members of the WWIROC may operate virtually from their individual locations (using all communication methods available), from an appropriate EOC, or some combination thereof.  
Phase 1 – Full Activation – During this phase, the WWIROC will coordinate and implement actions to aid healthcare facilities and support response operations in the region. If the emergency warrants, the WWIROC will assist with coordination of resource requests between hospitals and to/from hospitals to other response agencies. During this stage, the WWIROC requires the support and communication capabilities of an appropriate “host” EOC.
2.3.1.4 Alert and Notification: 
   The WWHERC Regional Coordinator (or designee) is requested to activate the WWIROC by a jurisdiction of authority. The WWIROC Regional Coordinator may be notified of an event by: 
(1) Central County Dispatch; 
(2) Receiving a message directly from a member of the response community, such as emergency management, law enforcement, fire, etc.;  
(3) Through a hospital/healthcare facility; and/or 
(4) Becoming aware of an incident from another source (e.g., news media, etc.).    

An EMResource alert should be posted as soon as possible providing as much known information as possible.  See the sample message to assist with the development of the initial alert message.  

“Enter the known information in regards to the event that is taking place; what is the event (car crash, train wreck, tornado, etc…), enter the number of known casualties, location, what hospital/facility is posting the alert.” The WWIROC is activated, an immediate contact number is 608-751-0698, other phone numbers will be posted as they become available.  

2.3.1.5 Mobilization; Incidents That May Activate the WWIROC
   The WWIROC may be activated when an incident occurs that has or will have substantive impact to the hospital or medical communities in region 4’s or surrounding regions. Substantive impact is defined as any consequence or activity that overwhelms or has the potential to overwhelm the day-to-day operational capacity of any hospital or medical facility.  
Regional incidents that may initiate the notification of the WWIROC Regional Coordinator include: 
· Law Enforcement/Fire/EMS incidents 
· Large scale event at La Crosse Regional, or private, county, city airports  
· Volk Field and Camp Williams Air National Guard Base, or Fort McCoy base 
· Other incidents in or outside the State of Wisconsin that would have an impact to our hospital operational or infrastructure
· HazMat Team Operations for a significant event
· Mass Casualty Incident that will consume a majority of assets within a localized region 
· Change in status of Homeland Security or Local Threat Condition that identifies a creditable threat is imminent.  
· Any suspected terrorist activity confirmed by local law enforcement 
· At the request of an Office of Emergency Management (OEM) or Emergency Management Agency (EMA) Hospital incidents 
· Any incident or internal crisis at a hospital in the Western Healthcare region that impacts the hospital’s capacity or capabilities (e.g., HazMat contamination, power outage, water problem, etc.) 
· Response to or investigation of any biological incident 
· Any obvious health hazards (e.g., water contamination, unhealthy air conditions, food contamination, etc.) 
· Activation of NDMS to move patients from an incident and a Casualty Collection Point
· Pandemic or other forms of outbreaks causing significant distress for the healthcare system
2.3.1.6 Incident Operations Direction, Control, and Coordination
   While the WWIROC has no jurisdictional oversight or authority over the region, the WWIROC will work with governing entities, such as the Incident Commander, EOCs, emergency management, and public health, in coordinating response, mitigation of adverse effects, preparedness, and planning to ensure emergency incidents do not adversely affect the quality, capacity, and continuity of healthcare operations for the region. The WWIROC will follow NIMS and ICS principles and interact with local, state, and federal response agencies through the affected county EOCs. In most cases, the WWIROC will communicate with an EOC through an ESF 8 representative or through a public health/medical liaison.  The WWIROC recognizes its unique role and responsibilities to the general public and the medical community, and will respond to community and regional medical emergencies by providing regional coordination for many aspects of medical response. This includes but is not limited to transportation, medical surge capacity and capabilities, notifications, updates, patient tracking, and facility requests for resources.  Upon activation, the WWIROC will begin utilizing the electronic Incident Command System (eICS).  To track the event situation and communicate with regional partners.  This system will be the primary tool for the coalition to track all events, document all actions and process all logistics requests identified for the coalition to complete.  
2.3.1.6.1 Initial COALITION Actions
- Establishing points of contact with jurisdictional authorities and other entities involved in the response for the particular incident 
- Gathering initial information and sharing with responding COALITION members  
- Establishing the operational period – The period of time scheduled for execution of a given set of operation actions as specified in the Incident Action Plan. Operational Periods can be of various lengths, although usually not over 24 hours.
- Establish the necessary incident management structure 
	o Who/where is the incident command
	o Is there an EM EOC established
	o What hospitals have established their operations centers
	o Is the county or state operating theirs in response to this event
- Verify if a volunteer reception center (VRC) has been established.  The VRC will be activated immediately following a disaster, typically 12-72 hours following a disaster.  There will be a notification team, or phone tree, that will notify volunteers when they are needed.  The location will depend on the area or areas affected by the disaster.  The establishment of the VRC is the responsibility of the county.

2.3.1.6.2 Decision-Making Criteria
   The WWIROC and all healthcare facilities in the region do not discriminate on patient placement, transportation, care, or services based on minority status, race, religion, age, or country of origin. The WWIROC team will make decisions using the following criteria: 
· The first priority for all decisions will be life-saving measures.  
· The primary consideration when making decisions regarding transportation and patient placement must be what is best for patients and residents, following the guidance of the medical adviser or designated medical provider
· All decisions and protective actions will support regional response operations, regardless of discipline or jurisdiction, as decided upon in coordination with affected incident commanders/EOCs or a public health liaison.  
   Integrating with Local, Regional, State, and/or Federal Response Efforts During a regional incident warranting the activation of the WWIROC, healthcare facilities in the region will need to work with other response agencies, potentially at all levels of government (local, regional, state, and federal). This is especially true if non-hospital owned assets are needed.  The ability of the WWIROC and healthcare facilities to obtain local, state, or federal assistance is dependent on the activation of the local emergency response system and/or declaration of an emergency by Local, State, and/or Federal authorities.  In accordance with NIMS, the WWIROC will coordinate all requests for additional assistance with the local jurisdiction, such as the county EOC. If the local jurisdiction cannot fulfill the request, the county will submit the request to the state. Consequently, if the state cannot fulfill the request by using its own resources or through the Emergency Mutual Aid Compact (EMAC), the state will then submit the request to the next level of authority; FEMA, CDC, etc. The WWIROC will attempt to fulfill the requests locally, if possible, first looking within the regional healthcare systems, other HERC Regions then to local municipalities such as cities and counties. Requesting resources from the State DHS and/or CDC/FEMA will usually take several days, which may be too late to meet the needs of the affected healthcare facilities.  These requests will be made through local county emergency management.   
2.3.1.6.3 Communication and Coordination
   For an effective regional medical response, the WWIROC must maintain situational awareness, understand the common operational picture, and be able to provide accurate and accessible information to stakeholders in a rapid, user-friendly manner. 
    At the onset of an incident, the WWIROC will assess the situation, identify and prioritize requirements, establish incident objectives (in accordance with the affected EOC to support regional response efforts), and request activation of available resources and capabilities to support healthcare facilities.  
   Upon activation, the WWIROC will send out a request for information on the current bed status of healthcare facilities in the region. This request for information will be updated in EMResource for all healthcare facilities as soon as there is the threat or potential threat of an incident. Healthcare facilities will need to update this information on a frequent basis. The WWIROC will determine the schedule the healthcare facilities will follow to update the information based on incident requirements.   
Healthcare Facility Status Information Needed by the WWIROC: 
· Bed capacity 
· Staffing levels 
· Facility capabilities 
· Epidemiological projections, if applicable 
· Specialty services available or needed 
2.3.1.6.4 Communication Tools
   The WWIROC will use all available communication tools during an incident. WEB EOC & other online meeting platforms, Email, and EMResource should be used to communicate and coordinate if the Internet and connectivity are available. These systems help provide greater visibility of status and needs among all healthcare facilities, the WWIROC, and other response organizations.  The tools (such as the conference call lines and the web-based disaster management system) and how to access/use them are described in the Communication section of the Western Healthcare Coalition System Plan. These systems include Western Regional Resource Coordination System Plan. These systems include, but are not limited to:   
· Landline telephones  
· Dedicated telephone lines,
· Fax, E-mail 
· HAM radios 
· Satellite phones
· Cellular phones
· WISCOM Radio
· WebEx, Zoom, Skype, Go to Meeting
· RAVE/Send Word Now
2.3.1.6.5 Information Sharing, Information Collection and Dissemination
   During an emergency, there is a strong likelihood that communications will be degraded and various locations will have varying levels of capability. All available forms of communication should be used. The WWIROC will specify how information should be submitted back to the WWIROC when making a request for information. The WWIROC will disseminate information using as many communication methods as available to ensure receipt of information.  
  Information sharing/management Process for multiagency information sharing – may include virtual/physical
· Information sharing procedures 
· Communication methods, frequency, and communication systems/platforms and utilization steps refer to the WWHERC communication plan.  Identify who leads information sharing efforts, what are the Essential Elements of Information (EEIs), see Annex 2 for current coalition EEI list, agreed to be shared, including information format; gain guidance from lead EOC for this
· Information access and data protection procedures, refer to communications plan 
· Strategies to protect healthcare information systems and networks
· Internal communications/ notifications
· Rapidly acquire and share clinical knowledge among health care providers and among health care organizations during responses. External communications/Public information, who is the lead PIO for the event 
· Define communication methods and communication systems and platforms are detailed in the coalition communication plan 
· Overview of the existing primary and redundant communications systems and platforms capable of sending EEIs to maintain situational awareness are located within the coalition communication plan
· System maintenance and replacement is based on manufacture specs and organization policy for maintenance and/or replacement
2.3.1.6.6 Sharing Information with EOCs and Other First Responders
   The WWIROC will submit information and requests to EOCs using standard NIMS and ICS forms unless otherwise directed by a specific EOC to do otherwise. The WWIROC will serve as a consolidated communication and coordination center to share information bi-directionally with local emergency management offices, healthcare facilities, EMS agencies, public health, and other appropriate organizations.  
2.3.1.6.7 Resource Coordination Administration, Finance and Logistics
   The WWIROC will complete and track all time, expenses, and resources used during response to the incident in accordance with NIMS procedures and submit the request for reimbursement, as directed in the tasking.  The WWIROC Regional Coordinator and the individuals supporting the WWIROC during the activation will work with the requesting jurisdiction to identify and submit the forms for reimbursement. Hospitals and supporting organizations should follow procedures for tracking resources to ensure that the necessary documentation is available should reimbursement opportunities become available. Each Hospital’s Preparedness committee will work with appropriate jurisdictional organizations such as Wisconsin Emergency Management and local Emergency Management agencies to develop a process to help facilitate reimbursement.  
   During an emergency incident, the availability of resources for life saving measures, medical transportation, and protection of the public and the environment are in high demand. Basic supplies (e.g., water, ice, food, fuel) may also be scarce. The WWHERC Region 4 MOU facilitates the sharing of resources, equipment, and personnel necessary to provide emergency medical care during a disaster. A copy of this mutual aid agreement is attached in Annex 1.  During an emergency, the WWIROC will serve as a center for collecting and disseminating current information about healthcare resources and needs (including equipment, bed capacity, personnel, supplies, etc.), developing priority allocations, tracking disbursement of resources, and other relevant healthcare response matters. If authorized to activate, the WWIROC may be given purchasing authority, which will allow it to directly procure the resources needed to support healthcare response and recovery operations. The WWIROC will serve as a central point of contact between healthcare facilities, state and local emergency management agencies, and other governmental and nongovernmental agencies as necessary. All participating healthcare facilities will provide updated relevant information on resource requests, including available and needed resources, at the request of the WWIROC.  
   Requesting Resources per the MOU, only the hospital command center (COALITION) or designee of a healthcare facility needing assistance has the authority to initiate a request for resources. This request can be made through the WWIROC using the incident specific established resource request mechanism(s). In most cases, verbal telephone requests and electronic requests (submitted using WEB EOC, or email) are acceptable. All verbal requests must be followed up with a written request within 24 hours of the initial request.  **NOTE: Verbal requests are NOT recommended unless other methods of communication and documentation are unavailable. ** The WWIROC will communicate the request to the other healthcare facilities directly and to other response agencies via EOCs, and conduct the ongoing communication and coordination needed to obtain the resource.  The healthcare facility requesting and receiving the resource, referred to as the recipient hospital, will assume direction and control of the resource (e.g., personnel, equipment, and supplies) during the time the resource is at the recipient hospital.  
   As specified in the WWHERC Hospital MOU, if the resource is obtained from another healthcare facility, the recipient hospital will reimburse the transferring hospital (the hospital that provides the resource) for all of the transferring hospital's costs as determined by the transferring hospital’s established regular rates. Reimbursable costs include salary and benefits for personnel; all use, breakage, damage, replacement and return costs of equipment and supplies; and management and administration costs. Reimbursement will be made within ninety (90) days following receipt of the invoice. When requesting resources or assistance from other Wisconsin hospitals, the WWIROC will communicate the request through the designated Regional Coordination Center.  
2.3.1.6.8 Request of Resources
   Facilities should first utilize all internal avenues to fulfill their needs prior to contacting the WWIROC. Individual facilities that are part of healthcare system should contact their hospital command center/EOC via their ICS structure, as described in their individual hospital emergency plans. The hospital command center/EOC should submit a request to the WWIROC only when all other avenues of supply have been exhausted. When a facility is requesting resources, the WWIROC will require the following information: 
· Type and number of requested resources 
· Estimate of how quickly the request is needed 
· Location and point of contact person where the resource is to report 
· Estimate of how long the resource will be needed (if applicable)
· The request for resources should be submitted in writing, preferably electronically, in the format and forms as described by the WWIROC. If available, electronic resource request forms in disaster management systems such as WEB EOC should be used 
    CHEMPAK requests should go through the Wisconsin Emergency Management Duty Officer, 24-Hour Duty Officer: 1-800-943-0003.  Coordination can be made via this coordination.  By using this process, this will also serve as a notification that a significant chemical event is ongoing and additional assets can be coordinated to support the event.
2.3.1.6.9 Request of Personnel
   In the event the request is for personnel and the transferred personnel are required to work in a facility greater than 50 miles from their home facility, the requesting facility will be responsible for housing and feeding the transferred personnel. Documentation, credentialing, and liability will be following the guidelines stipulated in the WWHERC MOU. The use of Volunteers may be used with the utilization of WEAVER & MRC. Each hospital will maintain and be responsibility for policies and procedures for WEAVER/MRC requests. Any requests shall be shared with the WWIROC, and Western Regional Healthcare coordinator.   
2.3.1.6.10 Request for Pharmaceuticals, Supplies, or Equipment
   If a facility is unable to obtain necessary resources, supplies, or equipment from its regular vendors, the WWIROC will attempt to locate needed items within the region.  If no assets are found within the region, the WWIROC will reach out to DHS for assistance in locating needed items.  As specified in the WWHERC MOU, the recipient hospital will reimburse the transferring hospital for any consumable supplies or pharmaceuticals at actual cost, including a fee for management and administration associated with the transfer of the supplies or pharmaceuticals.  The recipient hospital will pay for all reasonable transportation fees to and from the transfer site. The recipient hospital is responsible for appropriate tracking, use, and necessary maintenance of all borrowed pharmaceuticals, supplies, and equipment during the time such items are in the custody of the recipient hospital in accordance with law as required, and shall be responsible for risk of loss and may insure or self-insure risk of loss with the right of subrogation reserved.
2.3.1.6.11 Patient Tracking Transfer/Evacuation of Patients 
   When a facility is not able to carry out its transfer/evacuation plans, the request for transfer of patients may be made via the WWIROC. In making a request to transfer through the WWIROC, a transferring hospital must specify the number of patients who need to be transferred, the general nature of their illnesses or conditions, and whether specialized services or placement is required. To the extent that is practicable in the context of the disaster, the participating hospital requesting transfer of one or more of its patients will provide copies of the patient’s pertinent medical records, registration information, and other information necessary for continued care at the receiving hospital.
   Additionally, to the extent possible under the circumstances, and at the request of the receiving hospital, the transferring hospital will provide any extraordinary drugs or other special patient needs (e.g., equipment, blood products). The WWIROC will assist with coordination of the placement and transportation needs of the patients. 
The coalition will not develop its’ own transportation plan, as it does not have any authority to mobilize, prioritize or direct transportation assets during any type of event.  The coalition can merely recommend or advise in such matters.  Therefore, the coalition will support and follow current facility and organizational transportation plans, memorandums of agreement, transfer agreements and Mutual Aid Box Alarm System (MABAS) response plans.  
2.3.1.6.12 Escalation of Response
   During a widespread catastrophic disaster, resources may need to be requested from outside the region. Resource requests for emergency supplies can be made from the healthcare facility to the WWIROC or county EM. If the WWIROC is unable to fulfill the request locally (directly or through coordination), the WWIROC will submit the request to the County EOC from which the request was made. If the County EOC is unable to fulfill the request, the County EOC may escalate the resource request to the State. The State EOC, if unable to fulfill the resource request, may seek assistance via EMAC agreements and/or escalate the request to federal agencies. 
   In addition, MABAS should be considered during these types of incidents. This may be coordinated through the local fire and EMS agencies. The division president, or regional coordinator for MABAS should be contacted during these types of events. 
2.3.1.6.13 Long-Term Care
   In the event of a catastrophic or impending large-scale disaster, i.e. a flood, action will need to be taken to address the potential movement of a large number of long-term care patients throughout the region.  Great care and planning efforts are required to be in place prior to any event happening.  All memorandums of understanding/agreement should be implemented as soon as coordination can take place.  At a minimum annual review of current agreements should be validated and refined as necessary.
2.3.1.7 Demobilization  
   This section describes the process the coalition will use to stand down incident response actions. This section can also address how to de-escalate from fully activated, to limited activation, to monitoring. This should address any steps needed to debrief personnel, any forms that should be completed and other administrative actions.
   After Action Reports and Improvement Plans (IPs) are important parts of emergency preparedness. WEM, WWIROC, WWHERC, RTAC, Hospitals, and Emergency Services will assess the response to emergency events, and simulated events during an exercise, or real-world. AARs review the design and execution, and provide an assessment of what went well and what needs to be improved upon. 
   Improvement Plans (IP) outline how and when improvements will be made to address shortcomings identified by the exercise/incident evaluation and AAR. 
   The AAR and IP will be provided to all regional, state and federal agencies for review. The WWHERC Preparedness Coordinator will coordinate an after-action meeting with all staff, stakeholder and responders involved in the emergency or disaster. This meeting will address what went well and what needs to be improved upon. The ARR and IP will provide additional information necessary to for mitigation, planning, response, and recovery for the next emergency or disaster.
2.3.1.8 Recovery Phase / Return to Pre-Disaster State:

   The Recovery Phase is an important part of any emergency or disaster. WWHERC recognizes a Disaster Recovery Phase is likely to involve a significant amount of coordination and collaboration with emergency managers and services, state and federal agencies support. The priority during this phase is the safety and wellbeing of the patients, communities and other involved persons.  The immediate goals during the Recovery Phase are:
1.    Minimize the short- and long-term effects of the emergency or disaster.
1. Remove or mitigate any threat of further injury or damage.
2. Re-establish all external services such as power, communications, water etc.
3. Complete a Damage Assessment of all regional facilities and infrastructure.
4. Will establish Critical Incident Stress Debriefing (CISD) for staff after an emergency or disaster WRHCP activation. Some resources will be available through the EAP.  WWIROC will ensure a debriefing coordinator is established in the region as necessary.
The WWIROC may request an assessment of the follow resources, and operations from the Disaster Recovery Team to help determine the level of support the HEC can provide.
1. Staffing
a. Number of available hospital staff need at each hospital in 12-hour periods
b. Staffing shortfalls by occupational specialty 
c. Number of Injuries, or deaths. 
d. Number of staff needed from outside agencies to fulfill operational needs.
e. Request WEAVER to fulfill short falls on volunteers, or other licensed professionals. 

2. Medical Equipment (Major Items)
a. Loss of all essential medical equipment 
b. Is equipment repairable; if so, was is the estimated down time
c. Replacement requests from within the hospital system
d. Any projected requests for equipment from other agencies
3. Utilities
a. Status of all utilities such as, water, sewer, electric, cable, phones, radios, intranet, and backup generator.
b. Projected timeline line of utilities out of service.
c. Indicators of any future loss of utilities within the next 96 hours.
d. Determine if regional agencies are receiving any assets from utility companies.
4.  Fuel, Oxygen, Gas, or Diesel Supplies
a. Provide a total inventory of useable fuel and oxygen for each agency.
b. Identify potential shortages, or quantity that will not last more than 96 hours.
c. Identify and verify sources for resupply. 
d. Help identify any additional recourses need to maintain operations.
5.  Facility Assessments
e. Obtain a damage assessment reports for Regional Health Care facilities
f. Identify potential structural issues than may affect future operations.
g. Obtain a time line to have infrastructure repaired or replaced.
h. Identify additional resources that will be need to ensure structural safety.
i. Identify any potential hazards that may affect future operations. 
   WWIROC will review the Disaster Committee assessments and recommendations. This information will be provided to Incident Commander(s) to determine the next objectives needing to be completed during this phase of the disaster or emergency.
   The recovery phase might be long or short term but either way will require coordination and funding to reach full operational capacities. 
2.4 Continuity of Operations
· Back-up communication and coordination systems is based on regional communications plan.
· Activation of Alternate WWIROC location, see COOP Plan
· Primary and alternate personnel, to include leadership, will be identified and trained to carry out COALITION/WWIROC coordination activities to ensure the coalition can support the region for extended periods of time should the situation warrant such support.  
· Continued administrative and finance management functions, including expense tracking for reimbursement will be the responsibility of the fiscal agent or coalition Treasurer for the coalition or as otherwise determined by the Executive Board and/or coalition members that are available at a given time.
· Should the region deem it necessary to evacuate, shelter-in-place, and relocate multiple facilities, it is incumbent upon the coalition to provide any support within its’ capability to ensure the safe transfer of staff, residents and any other necessary resources to ensure a continued operation of said facility.  
· Devolution of Operations is based upon the ongoing situation and the need for transferring operations.  Should the need arise to do so, the Executive Board will provide guidance and final approval if time warrants.  Safety of all personnel assigned to the WWIROC at the time will be of the utmost importance in all considerations.  
2.5 Elements of Performance:
   An emergency or disaster WWHERC region can drastically impact the demand for services or its ability to provide services.  These emergencies can either be human made, natural or a combination of both.  These types of emergencies escalate in complexity, scope and durations.  WWHERC shall annually conduct a hazard vulnerability assessment (HVA).  The HVA provides WWHERC the first step towards mitigation of potential hazards that can directly impact WWHERC. Mitigation is done thru: 
1. The WWHERC, RTAC, and WEMS and review changes in law, regulations, and the standards, and conditions; it assures that regular drills, exercises and after actions reports are conducted to assess the need to change the equipment, procedures or activity used to implement the emergency preparedness management program.
2. The Hazards Vulnerability Assessment (HVA) shall be reviewed annually by the WWHERC.
3. The HVA is reviewed by coalition partners to prioritize the potential emergencies identified in the HVA. 
4. Western WWHERC communicates it needs and vulnerabilities to community emergency responders and identifies the communities’ capabilities to meet our needs. 
5. The WWHERC Coordinator will work with the Western WWHERC partners to define mitigation activities. These activities are to reduce the risk of and potential damage from an emergency. 
6. WWHERC shall use the HVA to determine preparedness activities that will organize and mobilize resources. 
2.6 Test, Training, and Exercise:
   The development of a comprehensive, on-going test, training, and exercise program to inform and educate decision makers, hospitals, and other response stakeholders is essential. An initial orientation and training session for all participating hospitals will be held following the adoption of this plan. Additional training sessions for senior leadership within healthcare facilities and other response agencies will be scheduled through the Coalition Exercise and Training Planning Committee.  The WWIROC and all participating hospitals will conduct periodic exercises to test and validate the concept of coordination described in this plan. Following the conclusion of each exercise, the WWIROC Regional Coordinator will update and disseminate changes to this plan to reflect lessons learned and corrective actions.  




Annex 1 – Western Health Care Coalition Hospital Memorandum of Understanding 

Western Health Care Coalition Hospital Memorandum of Understanding

This Memorandum of Understanding (MoU) is made and entered into as of this beginning on 28th day of November, 2023, by and between the hospitals located within the Wisconsin area hereafter known as Western Health Care Coalition (“Western COALITION”) as identified by the State of Wisconsin ASPR Hospital Preparedness Program.  This MoU also includes hospitals located in the States of Iowa and Minnesota that may wish to be included in this MoU with the Wisconsin hospitals in Western COALITION.   

RECITALS

WHEREAS, this MoU is not a legally binding contract but rather this MoU signifies the belief and commitment of the undersigned hospitals that in the event of a mass casualty event or other surge event, the medical needs of the community will be best met if the undersigned hospitals cooperate with each other and coordinate their response efforts. 
WHEREAS, the undersigned hospitals desire to set forth the basic tenets of a cooperative and coordinated response plan in the event of a mass casualty or other surge event. 
NOW THEREFORE, in consideration of the above recitals, the undersigned hospitals agree as follows: 

ARTICLE I

COMMUNICATION BETWEEN THE UNDERSIGNED HOSPITALS DURING A DISASTER EVENT


The undersigned hospitals will: 
1.1 Communicate and coordinate efforts to respond to a mass casualty event via their liaison officers, public information officers and incident commanders primarily.  This assumes that all participating hospitals will use some form of an Incident Command System organization. 
1.2 Communicate with each other’s Incident Command Center (ICC) by phone, fax, email and will maintain radio capability to communicate. 
1.3 Initialize a Joint Public Information Center (JPIC) to the extent possible during an event, to allow their public relations personnel to communicate with each other and release consistent community and media educational / advisory messages. 

ARTICLE II

ONGOING COMMUNICATIONS ABSENT AN EVENT

The undersigned hospitals will: 
2.1 Meet at least annually under the auspices of the Western COALITION to discuss continued emergency response issues and coordination of response efforts. 
2.2 Identify primary point-of-contact and back-up individuals for ongoing communication purposes.  These individuals will be responsible for determining the distribution of information within their respective healthcare organizations. 

ARTICLE III

FORCED EVACUATION OF AN UNDERSIGNED HOSPITAL

3.1 If a disaster affects an undersigned hospital(s), forcing partial or complete facility evacuation, the other undersigned hospitals agree to participate in the distribution of patients from the affected hospital(s), even if this requires activating emergency response plans at the receiving hospital(s). 
3.2 In the event of an anticipated evacuation, transportation arrangements will be made in accordance with the affected hospital’s usual and customary practices. Local Emergency Operations Center (EOC) resources may be used by the affected undersigned hospital to help arrange transportation resources. 

ARTICLE IV

REPORTING BED CAPACITY AND CAPABILITY

4.1 The undersigned hospitals will transmit information to the local Emergency Operations Center (EOC) concerning the hospital’s bed capacity, its capabilities and its Emergency Department’s ability to receive patients when requested.  The undersigned hospitals will update this information periodically and/or as capabilities change so that the EOC has current information to immediately determine regional resources during an event. 
4.2 Bed capacity will include at a minimum:  Medical/surgical floor, Monitored (step down), and ICU units. 
4.3 Bed capability refers to the staff available to serve those available beds. 

ARTICLE V

AUXILIARY HOSPITAL AND CASUALTY COLLECTION LOCATION

5.1 An auxiliary hospital and/or casualty collection location may be required if the event overwhelms the regions area hospitals’ capacity and capabilities. 
5.2 The undersigned hospitals may be asked to contribute volunteer staff to an auxiliary hospital or casualty collection location on an urgent basis, subject to availability. 

ARTICLE VI

STAFF, MEDICAL SUPPLIES, AND PHARMACEUTICAL SUPPLIES DURING AN EVENT

6.1 In the event of a disaster when patient care staff is available at one of the undersigned hospitals and lacking at another, an undersigned hospital with a surplus will share staff to help ensure that the available hospital beds in the region are adequately staffed during an event to the extent possible. 
6.2 In the event that needed supplies are available at one of the undersigned hospitals and lacking at another, undersigned hospitals with a surplus will share supplies to help ensure that patients in the region receive necessary treatment during an event. 
6.3 The above staff and supply sharing will be cooperatively managed by the incident command leadership at the involved undersigned hospitals. 

ARTICLE VII

MISCELLANEOUS PROVISIONS

7.1 This MoU constitutes the entire MoU between the undersigned hospitals. 
7.2 Proposed amendments to this MoU must be in writing, submitted to the Western COALITION Chairperson, voted upon and signed by the participating hospitals. 
7.3 An undersigned hospital may at any time terminate its participation in this MoU by submitting written notice of termination to the Western COALITION Chairperson.





**Signed signature pages are available upon request**



Western COALITION Hospital MoU

EXHIBIT A

DEFINITION OF TERMS

Emergency Operations Centers (EOC):  A local coordination center for event response staffed by liaisons from affected response organizations.   
Event:  A situation in which an incident’s resource requirements exceed immediate available resources. 
Hospital Emergency Incident Command Systems (HEICS):  A command framework for hospitals that provides a compatible incident command format, specifies a chain of command and provides functional position definition that can enhance event communication and coordination during a mass casualty situation.  The WHEPP Steering Committee for the State of Wisconsin recommends at least the first level of incident command structure be incorporated into hospital mass casualty plans. 
ASPR:  Office of the Assistant Secretary for Preparedness and Response. 
Incident Command Center (ICC):  A location within a hospital where leadership gather to coordinate in-hospital activities and communicate with the EOC during the event. 
Joint Public Information Center (JPIC):  A location at which information that is identified by more than one agency or group can be coordinated during an event to assure consistent messages and flow of information to the public.
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For a more detailed and comprehensive EEI list regarding data collection and responsible agencies refer to the EEI excel list version of this appendix.
Ref #	Category	Question to be answered	
1	Transportation 	What is the status of transportation assets and routes (including air, ground, rail and accessible transportation)? 		
2	Command	What is the scope of the incident and the response? 		
3	Command	Where are the impacted communities?	
4	Healthcare	What population is impacted? 	
5	Healthcare	What is the anticipated medical surge? 	
6	Communication	 Status of facilities comms	
7	Healthcare	 Status of critical infrastructure (i.e., hospitals, urgent care, EMS service, long-                  term-care, public health department, behavioral health) 		
8	Finance		Address regulatory requirements for reimbursements		
9	Command	What is duration of incident? 		
10	Command	Loss of senior medial staff at various facilities or region leadership	
11	Operational	Chemical agents and how used and expected longevity	
12	Healthcare	Loss of facilities or anticipated loss due to event	
13	Command	Federal agencies moving in/out		
14	Transportation 	Additional transports available		
15	Command	Other COALITION Regions affected	
16	Command	Follow on events that could affect operations (i.e. after shock)		
17	Healthcare	Loss of medical aviation assets	
18	Healthcare	Loss of ground transport assets	
19	Command	Transport route degraded (i.e. bridge collapse)	
20	Healthcare	Status of long-term care facilities 
21	Command	Status of electrical grid		
22	Command	Status of water supply		
23	Command	Status of natural gas supply		
24	Command	Location and operational status of sheltering facilities  		
25	Command	Confirmed number of injuries and fatalities 	
26	Command	Areas under current evacuation orders, and the details concerning the orders 	
27	Command	Location, type, and operation status of PODs for distribution of food, water and other bulk commodities
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Annex 5, Western Wisconsin Healthcare Emergency Readiness Coalition Response Plan, Region 4 Highly Infectious Disease Annex

		
Annex 6, Western Wisconsin Healthcare Emergency Readiness Coalition Response Plan, Region 4 Radiation Surge Annex

		
Annex 7, Western Wisconsin Healthcare Emergency Readiness Coalition Response Plan, Crisis Standards of Care CONOPS


Annex 8, Western Wisconsin Healthcare Emergency Readiness Coalition Response Plan, Public Information Officer Checklist
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		EEI Number (1) 		Essential Elements of Information (2) 		Specific Information Required (3)		Data Collector (s) (4) 		Data Source(s)  5



		Reference number assigned to each EEI to be collected		Category/functional element of data to be collected		Question to be answered or data to be provided by Department/Agency (D/A)  identified in Column 4.		Department/Agency (D/A)  responsible for providing the requested information to the Information Cell		Source used by the data collector

		1		Transportation  		What is the status of transportation (assets and routes, including air, ground, rail and accessible transportation)? 		WIDOT                            POC:

		2		Command		What is the scope of the incident and the response? 		EOC

		3		Command		Where are the impacted communities?		EOC

		4		Healthcare		What population is impacted? 		EOC , PH

		5		Healthcare		What is the anticipated medical surge? 		WROC

		6		Communication		Status of facilities comms		WROC										 

		7		Healthcare		 Status of critical infrastructure (i.e., hospitals, urgent care, EMS service, longterm-care, public health department, behavioral health) 		WROC, Hospital Systems

		8		Finance		 What is the financial tracking requirements for reimbursements		Hospitals Systems

		9		Command		What is the expected duration of incident? 		EOC

		10		Command		Loss of senior medial staff at various facilities or region leadership		WROC

		11		Operational		Chemical agents and how used and expected longevity		EOC

		12		Healthcare		Loss of facilities or anticipated loss due to event		WROC, Hospital Systems

		13		Command		Federal agencies moving in/out		EOC

		14		Transportation  		Additional transports available		EOC, WROC

		15		Command		Other HCC Regions affected		EOC

		16		Command		Follow on events that could affect operations (i.e. after shock)		EOC

		17		Healthcare		Loss of medical aviation assets		WROC

		18		Healthcare		Loss of ground transport assets		WROC

		19		Command		Transport route degraded (i.e. bridge collapse)		EOC

		20		Healthcare		Status of long term care facilities 		WROC

		21		Command		Status of electrical grid		EOC

		22		Command		Status of water supply		EOC

		23		Command		Status of natural gas supply		EOC

		24		Command		Location and operational status of sheltering facilities  		EOC

		25		Command		Confirmed number of injuries and fatalities 		EOC

		26		Command		Areas under current evacuation orders, and the details concerning the orders 		EOC

		27		Command		Location, type, and operation status of PODs for distribution of food, water and other bulk commodities 		EOC, PH

		28		Command		Shortage of PPE at levels for operational periods of less than one week		EOC

		29		Command		Staff shortages that will cause significant reduction of capabilties within a particular department or ward		EOC
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Region 4 PEDS Surge Annex:
Pediatric Surge Patients
Annex 3, Western Wisconsin Healthcare Emergency Readiness Coalition Response Plan, Region 4 Pediatric Surge Annex
December 1, 2022




1. Purpose

This pediatric surge annex has been developed for local jurisdictions, public health partners, first responders and healthcare organizations within the Western Wisconsin Healthcare Emergency Readiness Coalition to increase pediatric surge capacity. This annex applies to a mass casualty event with a number of pediatric patients that overwhelm local capacity. Actions described here are intended to support, not replace, any existing facility or agency policy or plan. 

2. Overview and Background

The unique needs of children mandate specialized and appropriate planning for response to a pediatric mass casualty incident (PMCI). Children differ from adults in physiology, developing organ systems, behavior, emotional and developmental understanding of and response to traumatic events, and dependence on others for basic needs. Children’s rapid minute ventilation, large surface area relative to body mass, more permeable skin, and proximity to the ground increase their risk of adverse outcomes from exposure to environmental hazards such as particulates or droplets, whether from debris or biological or chemical threats.  

3. Scope

For the purpose of this annex, the following age groups comprise the pediatric population:

· Infants/toddlers (0 -24 months)

· Toddlers/preschoolers (2 -5 years)

· School aged children (6 – 13 years)

· Adolescent children over 14; and children with underlying complex medical conditions. 

Across the HERC region, there are local risks for pediatric-specific mass casualty events (e.g., incidents at schools, transportation accidents, events at tourist destinations) that might arise. It recognizes that facilities that treat patients will have stocks of age-appropriate medical supplies that may be requested to share resources in an emergency.

At this time, the HERC does not have a role in coordination of mental health and age-appropriate support resources, nor pediatric/neonatal intensive care unit (NICU) evacuation resources, except in its ongoing role in facilitating resource sharing requests within the region and with the state, as requested by member facilities or organizations. In the absence of a statewide pediatric plan, the HERC does not have individual coordination mechanisms with dedicated children’s hospital(s) at this time, rather that process will fall to the coordinating hospital to ensure proper transfer processes are followed an in line with the any specialized care needed by the patient.

4. Planning Assumptions

The Region 4 Pediatric Medical Surge annex assumes the following scenarios which may impact a pediatric medical surge event and the subsequent response:

• In the coalition region, a pediatric medical surge event is an incident that could potentially overwhelm local, regional, and/or state resources for pediatric medical care.

• All hospitals with an emergency department are capable of providing initial triage,

resuscitation, and stabilization of critical pediatric patient(s).

• The state’s level I and II pediatric trauma centers have the resources to deliver non-trauma tertiary pediatric care. Thus, in this plan, the pediatric trauma centers are used as tertiary pediatric centers.

• In a pediatric medical surge event, local hospitals may activate their hospital plans to support critical pediatric patient treatment, transfer, and tracking.

• During a large scale pediatric medical surge event, designated medical care centers, a list of initial resources to support member readiness is included at the end of this annex, may be called upon to serve as surge centers to provide critical pediatric care for up to 72 hours until patient(s) can be transferred to a Level I or II pediatric trauma center.

• Participation by hospitals in Wisconsin’s pediatric medical surge plan is voluntary and based on available capacity at the time of the incident.

• Pediatric capabilities are limited, and coordination of patient transfers (destination and logistic) may take days to achieve when out-of-state capacity is required.

• Pediatric surge incidents may occur due to a single mass casualty incident (e.g., a traumatic injury or burn related event) or from a sustained response event in which there may or may not be an inciting incident (e.g., an infectious disease, hazmat, or radiological event).

• The stabilization of critical patients is prioritized over the care of other traumatic, burn, hazmat, and radiation related injuries or infectious disease related illness. Transfers to specialty facilities for secondary injuries or illnesses are conducted following stabilization at the closest appropriate facility to the incident site. Level III and IV trauma centers operating as local hospitals may need to provide crisis care

ethics support to the treatment teams on patient care and prioritization until beds are made available at pediatric trauma centers or level I or II adult trauma centers. The purpose of this support is to relieve burden of decision making from the medical teams so they may focus on patient medical care. In specific instances, hospitals or the HERC may request that the state activate the State Disaster Medical Advisory Committee (SDMAC) or other subject matter expert resources to provide guidance to hospitals.

5. Concept of Operations

5.1. Activation and Notifications

Pediatric events will be notified to the HERC by individual member entities in the same way as any other incident, and as described in the HERC response plan. This will trigger the alerting and notification of members as described in the HERC response plan in order to ensure general situation awareness across the region.  Activation will follow the same procedures as outlined in the response plan.  

The flow of the pediatric medical surge plan is highlighted in the below figure:

[image: ]

5.2. Roles and Responsibilities

The role of the HERC during a pediatric surge event will be consistent with the response role during any large-scale event: predominantly information sharing amongst membership, facilitation of resource support if any is available, and as a liaison to state and federal resources, if needed. During the preparedness phase, the HERC can work to support pediatric readiness through provision of regional training, exercising around such events, and participation in statewide efforts to coordinate pediatric planning. 

When the HERC is notified of a pediatric event, the member organization experiencing the surge may notify the HERC of any needs or requests. The HERC will then determine if such needs should be conveyed to the membership through information sharing channels (e.g., EM Resource, eICS, etc) or conveyed to state partners for a wider dissemination.

At this time the HERC will work with the Wisconsin Department of Health Services and Wisconsin Emergency Management as needed to determine available local, state, and interstate resources. This includes access to subject matter experts at the local, state, and national levels.  Below is a break down by discipline of anticipated rolls and responsibilities during a surge event such as this:

Emergency Medical Services (EMS)

EMS agencies are the first responders on an incident scene. EMS follow their medical training

when caring for pediatric patients using online medical consultations for support as needed.

EMS will transport patients following normal procedures to the closest appropriate facility and

should utilize online medical consultation to assist with triage and transportation decisions

between local hospitals, pediatric trauma center, and hospitals with pediatric specialty care. 

Roles and responsibilities for EMS include, but are not limited to:

• Participation in pediatric training courses as recommended in this plan and outlined by the organization.

• Development of policies and education that outline communication methods, transportation resources, and hospital destinations for pediatric patients.

• Participation in trainings and exercises provided at a local, regional, and state level.

• Establishment of communication with the receiving health care facility through normal

communication methods and/or establish an on-scene incident command.

• Conducting interfacility transfers through normal procedures.

• Support mental health and family support efforts.

• Providing mutual aid support through normal procedures.

• Providing a debriefing discussion for EMS personnel.

• Conducting or supporting an after-action review.

Local Hospital

A local hospital is any acute care facility geographically close to an event that is able to provide

initial stabilization for pediatric patients until they can be transferred to a higher level of care.

These facilities may be a pediatric trauma center or a level I or II adult trauma center, in which

case they would operate under both roles. The roles and responsibilities for local hospitals

include, but are not limited to:

• Participation in pediatric training courses as recommended in this plan and outlined by their organization.

• Development of policies and education that outline communication methods listed in this plan.

• Participation in trainings and exercises provided at a local, regional, and state level.

• Administering initial stabilization and care of patients before transfer to a pediatric trauma center, surge facility, or hospital with pediatric specialty care.

• Establishing communication with the pediatric trauma center or surge facility for triage and transportation information.

• Support mental health and family support efforts.

• Providing a debriefing discussion for personnel.

• Conducting or supporting an after-action review.

Pediatric Trauma Center

A pediatric trauma center is a level I or II trauma hospital that is capable of providing definitive

care for critical pediatric patients due to their resources and expertise in handling a variety of

medical conditions. These facilities may act as a local hospital depending on the location of the

incident. Roles and responsibilities for pediatric trauma centers include, but are not limited to:

• Participation in pediatric training courses as recommended in this plan and outlined by their organization.

• Development of policies and education that outline communication methods listed in this plan.

• Participation in trainings and exercises at a local, regional, and state level.

• Providing or supporting pediatric-specific education and training for allied health

professionals.

• Support mental health and family support efforts.

• Providing definitive care of traumatic injury patients.

• Acting as a referral center for critically injured or ill children.

• Providing a debriefing discussion for personnel.

• Conducting or supporting an after-action review.

Level I or II Adult Trauma Center

A level I and level II adult trauma center is a hospital that does not specialize in pediatric trauma

care, but is able to provide definitive care for non-critical pediatric patients or provide initial stabilization for critical pediatric patients. Roles and responsibilities for surge centers include,

but are not limited to:

• Participation in pediatric training courses as recommended in this plan and outlined by their organization.

• Development of policies and education that outline communication methods listed in this plan.

• Participation in trainings and exercises provided at a local, regional, and state level.

• Providing care of pediatric patients until transfer to pediatric trauma center is available. These hospitals will be able to stabilize a limited number of injured children prior to transfer to a pediatric tertiary care center during a mass casualty incident.

• Acting as a referral center for appropriate injured or ill children when pediatric trauma

centers are unable to receive patients.

• Support mental health and family support efforts.

• Providing a debriefing discussion for personnel.

• Conducting or supporting an after-action review

Emergency Medical Services for Children

The Emergency Medical Services for Children (EMSC) program works to improve the quality of

emergency care for children by supporting the availability of appropriate resources and trained

personnel. Roles and responsibilities for EMSC include, but are not limited to:

• Providing leadership and support for all hospitals in Wisconsin to improve pediatric

emergency care by utilizing pediatric readiness principles.

• Development of a network of hospitals and communities that prioritize the medical needs of children by utilizing the best evidence-based approach to provide the most appropriate medical care.

Office of Preparedness and Emergency Health Care, Wisconsin Department of Health Services

OPEHC is notified at the activation of the state PM pediatric medical surge plan via

EMResource. The main function of OPEHC is to support and enhance the capacity of the state,

local and tribal public health departments, and the healthcare system to prepare for public

health threats and emergencies through planning, exercises, trainings, and response. Roles and

responsibilities for OPEHC include, but are not limited to:

• Developing and maintaining the state pediatric medical surge plan and regional pediatric surge annex template.

• Supporting regional and local efforts to the development of pediatric plans and conducting trainings and exercises.

• Maintaining communication with the Wisconsin Emergency Management Duty Officer for situational awareness.

• Support efforts taken by Department of Children and Families, Office of Children’s Mental Health, and Resilient Wisconsin to provide mental health and family support services. Wisconsin Pediatric Medical Surge Plan Department of Health Services

Office of Preparedness and Emergency Health Care 	Assistance in the coordination of Emergency Support Function #8 medical response needs as requested by the health care system in the event a pediatric medical surge event may result in the opening of the state EOC.

• Supporting any review efforts conducted by regional and local partners, such as after-action reports.

• Review, assessment, and coordination of reimbursement needs.

Healthcare Emergency Readiness Coalitions

The HERC coordinators may be notified by emergency response agencies, LTHDs, hospitals, or

OPEHC. When requested, seven HERC regions support coordination with local public health,

health care facilities, and first responder agencies (police, fire, and EMS) to support a unified

response to an emergency. The HERCs support communities before, during, and after a

pediatric medical surge incident. Roles and responsibilities for the HERCs include, but are not limited to:

• Support of the education and training efforts of EMS, local hospitals, and surge facilities.

• Development and dissemination of regional coordination plans.

• Communication with coalition members to catalog regional resources, and assess the need for education, training, and supply stockpiles.

• Assistance as a liaison between the region’s health sector and state and federal agencies.

• Supporting communication and coordination efforts between EMS and hospitals as needed. And allied health personnel.

• Supporting or sponsoring after-action review efforts.

• Assistance with reimbursement process questions.

5.3. Communication Methods

At this time the HERC could assist with patient transfers and transport decisions.  There are several forms of communication that may be used in the notification and coordination of an incident response. WISCOM and EMResource are state platforms that should be uniformly used to support statewide coordination. However, other communication methods are used to support regional and local responses based on the resources and needs of the area. Principles of trauma informed messaging may be used to support communications for pediatric surge events.

· EMResource: EMResource is a tool that healthcare facilities use to alert and communicate with each other and with their emergency response partners, but in an emergency and on a day-to-day basis. The alert is usually initiated by the local facility to alert others of an MCI. EMResource also allows for polling of facilities to conduct bed capacity counts. Any member of EMResource can register an event, and alerts can be sent to specific facilities, partners in a region, or all state partners.

•  WISCOM: The Wisconsin Interoperable System for Communications (WISCOM) radio system is a statewide wireless radio-frequency network primarily used for emergency communication between facilities.

• Additional radio channels: EMS may use a variety of radio channels to conduct transfer operations on a local or regional basis.

•  Phone: Traditional phone use (text, email, or call) is used for communication between organizations involved in the response (e.g., pediatric trauma center, EMS agency, dispatch center, hospital, local and tribal public health, HERCs).

•  EMTrack: EMTrack is a tool that facilitates patient tracking in a variety of patient movement situations. It can be initiated during a prehospital encounter or at a health care facility. It can be used for tracking daily EMS transports, mass casualty incident victims, and facility evacuations, and it supports situational awareness, resource allocation, and family reunification.

5.4. Training 

EMS, First Responders, and Hospital Staff

Hospitals, EMS, and other first responder agencies should have plans and conduct trainings for

the management of mass casualty incidents.

It is recommended that leadership of hospitals, EMS, and first responder agencies review their

organization’s need for pediatric-specific training. The following courses are educational

resources for pediatric surge and disaster events.



• Pediatric Advanced Life Support (PALS)

• Emergency Nursing Pediatric Course (ENPC)

• Pediatric Care After Resuscitation (PCAR)

• Advanced Trauma Life Support (ATLS)

• Advanced Burn Life Support (ABLS)

• Advanced Hazmat Life Support (AHLS)

• National Disaster Life Support (NDLS)

• National Disaster Preparedness Consortium (NDPC)- Funded Training

5.5. Evaluation and exercise plan for the specialty function

At this time, the HERC will exercise its roles in information sharing and coordination of assistance upon request for pediatrics in the same way that it does for any other event of regional significance.

6. Deactivation and Recovery

The response can be deactivated when all patients have reached definitive care in a local hospital, surge center, or pediatric trauma center. This decision is made with the understanding that there will be ongoing communication and patient care needs at a hospital and primary care level.  The decision for the HERC to deactivate will be based on the recommendation from the coalition’s Executive Board.

Review and reimbursement actions will be conducted following the deactivation of the plan.  After-action reviews may be conducted by any agency or facility involved in the response at the local, regional, or state level depending on the event. It is expected that all members involved in a pediatric surge response participate in and support an after-action review of the event and response.


7. Resources

Pediatric Trauma Centers

		Hospital

		Location

		Capabilities



		American Family Children’s Hospital

		HERC 5 (South Central)

600 Highland Ave 

Madison, WI 53792

		Level I Trauma Center

Pediatric Burn Center

PICU

NICU



		Children’s Wisconsin

		HERC 7 (Southeast)

9000 W Wisconsin Ave

Milwaukee, WI 53226

		Level I Trauma Center

Pediatric Burn Center

PICU

NICU



		Marshfield Medical Center

		HERC 2 (North Central)

611 N Saint Joseph Ave

Marshfield, WI 54449

		Level II Trauma Center

PICU

NICU





















Level I Adult Trauma Centers

		Hospital

		Location

		Capabilities



		University of Wisconsin Hospital

		HERC 5 (South Central)

600 Highland Ave

Madison, WI 53792

		Adult Burn Center



		Froedtert Memorial Lutheran

Hospital

		HERC 7 (Southeast)

9200 W Wisconsin Ave

		





Level II Adult Trauma Centers

		Mayo Clinic Health System Eau Claire

		HERC 1 (Northwest)

1221 Whipple St

Eau Claire, WI 54703



		Aspirus Wausau Hospital

		HERC 2 (North Central)

333 Pine Ridge Blvd

Wausau, WI 54401



		St. Vincent Hospital

		HERC 3 (Northeast)

835 S Van Buren St

Green Bay, WI 54301



		Aurora Bay Care Medical Center

		HERC 3 (Northeast)

2845 Greenbrier Rd

Green Bay, WI 54311



		Gundersen Health System

		HERC 4 (Southwest)

1900 South Ave

La Crosse, WI 54601



		Mercy Hospital and Trauma Center

		HERC 5 (South Central)

1000 Mineral Point Ave

Janesville, WI 53548



		SSM Health St. Mary’s Hospital Madison

		HERC 5 (South Central)

700 S Park St

Madison, WI 53715



		Theda Care Regional Medical Center—

Neenah

		HERC 6 (Fox Valley)

130 2nd St

Neenah, WI 54956



		Aurora Medical Center Summit

		HERC 7 (Southeast)

36500 Aurora Dr

Summit, WI 53066
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Region 4 Burn Surge Annex: Guidelines

for the Stabilization of Burn Patients

for 72 Hours until Transfer to a Burn Center



December 2020



Introduction

The Western Wisconsin Hospital Emergency Readiness Coalition provides these guidelines to hospitals for the stabilization of burn patients for 72 hours or more when immediate transfer to a Burn Center is not feasible. This is due to limited burn beds available in the region, state and in border state areas. An incident such as an explosion or fire could cause a surge of patients at a local hospital(s) with delays in transferring these patients to a Burn Center due to the unavailability of burn beds at the Burn Centers.



Region 4 Hospital Plan to Manage a Surge of Burn Patients

Although burn patients should be transferred to the appropriate Burn Center as soon as possible, the extent of the incident and the availability of burn bed resources may be limited. Thus, hospitals in the vicinity of the incident may be called upon, at least initially, to stabilize and treat these patients, until the transfer to a Burn Center is possible.



ASPR Benchmark for Trauma and Burn Care Surge Capacity

The U.S. Department of Health and Human Services, Assistant Secretary for Preparedness and Response (ASPR) set the goal that hospitals have the capability of providing trauma and burn care, at a minimum, to at least 50 severely injured adult and pediatric patients per million of population due to a mass casualty incident. The following burn treatment capacity is recommended in each of the seven Hospital Preparedness Regions, using the ASPR recommended target formula: 



		Table One: Minimum Burn Bed Capacity



		HERC REGION

		Population

		Burn Capacity



		1

		                  584,703 

		29



		2

		                  475,968 

		24



		3

		                  480,261 

		24



		4

		                  279,050 

		14



		5

		              1,210,545 

		61



		6

		                  959,420 

		48



		7

		              1,864,803 

		93



		State

		              5,854,750 

		293 





Although this ratio of 50 severely injured adult and pediatric patients per million of population provides a rational basis for planning purposes, the above numbers may be considered conservative, given the limited number of Burn Centers in the State of Wisconsin and in neighboring states:

WHEPP Region 7: Columbia/St. Mary’s Hospital, Milwaukee WHEPP Region 7: Children’s Hospital of Wisconsin, Milwaukee WHEPP Region 5: University of Wisconsin Hospitals, Madison Minnesota: Hennepin Medical Center, Minneapolis

Minnesota: Regions Hospital, St. Paul Illinois: Loyola University, Chicago Illinois: University of Chicago, Chicago Iowa: University of Iowa, Iowa City

Michigan: University of Michigan Health System, Ann Arbor



2



		Burn Center Contact Information



		Children’s Hospital of Wisconsin

		Children’s Transport and Physician Referral Center. Transport hotline # 414-266-2470



		Columbia/St. Mary’s Burn Center

		414-585-BURN (2876) Milwaukee Metro



		University of Wisconsin Burn Center

		800-323-8942



		Hennepin Connect

		612-873-4262; 800-424-4262



		Regions Hospital

		800-922-2876



		Loyola University Medical Center

		888-584-7888



		University of Chicago	

		888-824-0200



		University of Iowa	

		319-356-2496



		University of Michigan Health System

		734-936-5738





Pediatric burn patients, to the extent possible, should be transferred to the above listed Burn Centers. If this is not possible, pediatric burn patients with TBSA1 >15% and < 2 years and those children with TBSA >20% and > 2 years should be sent to a hospital with a Pediatric Intensive Care Unit. The following is the list of hospitals in Wisconsin that have a Pediatric Intensive Care Unit:

WHEPP Region 2: Ministry Saint Joseph’s Hospital, Marshfield

WHEPP Region 3: St. Vincent Hospital, Green Bay

WHEPP Region 4: Gundersen Health, La Crosse

WHEPP Region 5: St. Mary’s Hospital, Madison

WHEPP Region 5: University of Wisconsin Hospital, Madison

WHEPP Region 7: Children’s Hospital of Wisconsin, Milwaukee

Burn Care Planning Assumptions

1. The ASPR National Hospital Preparedness Program target number of 50 severely injured adult and pediatric trauma and burn patients (286 beds are needed) will easily overwhelm the Burn Centers within the State and in our border states.

2. National burn bed capacity is limited. Current plans for transport of burn patients to out-of- state Burn Centers are likely to be inadequate for a large-scale trauma and burn incident.

3. Federal resources for transport, portable facilities, burn team support and medical equipment (such as ventilators) could take anywhere from 12 hours to 7 days to arrive, or not be available at all, depending upon demand for these resources in other areas of the country.



4.  Federal resources from the Strategic National Stockpile or its Managed Inventory assets to

  		   support state Burn Centers and other hospitals could take from 12 hours to arrive, once the

     		   Governor has made this request and the request has been approved by the federal government.



5. Hospitals at Trauma Level I and II have the resources to stabilize and treat burn patients if unable to transfer to a Burn Center.

6. Hospitals at Level III and IV also should be capable of stabilizing burn patients, if necessary, in a surge incident, especially with consultation support from the Burn Centers. However, one or two patients with severe burns may overwhelm the resources of these hospitals.





1 TBSA means Total Body Surface Area.



7. Burn Centers have plans to manage a surge of burn patients by creating additional bed capacity to existing and available burn beds.

8. Treatment of burn patients is resource intensive. Treatment of burn patients may last for weeks after the incident.

9. Burn victims, as other patients, prefer to be treated locally.

10. Hospitals usually have the supply items necessary to care for burn victims.



Burn Treatment for a Burn Surge Incident: Flowchart

The following flowchart describes the procedures that will be implemented at hospitals in the state of Wisconsin, based on the severity of the burns and the number of victims involved.



Definitions

1. Base Hospital is defined as the hospital closest to the incident

2. Burn Center, for the purposes of this plan, include the following hospitals:

a. University of Wisconsin Hospital, Madison

b. Columbia/St. Mary’s Hospital, Milwaukee

c. Children’s Hospital of Wisconsin

d. Hennepin County Medical Center, Minneapolis, MN

e. Regions Hospital, St. Paul, MN

f. Loyola University Medical Center, Chicago, IL

g. University of Chicago Burn Center, Chicago, IL

h. University of Iowa, Iowa City, IA

i. University of Michigan Health System, Ann Arbor, MI

3. Burn Incident is any incident that involves

· burn victims with severity of burns that cannot be managed by local hospital resources and/or

· the number of burn victims is such that this number of burn victims cannot be managed by transfer to the Burn Center(s).

Note: EMS should be familiar with local hospital resources and should be able to identify a burn incident, based on its knowledge of local hospital resources to manage a Burn Incident.

4. Designated Hospital is the hospital that voluntarily agrees to manage the incident as requested by the Base Hospital

5. Hospital Coalition is the name for a group of hospitals, identified by the Base or Designated Hospital, as the hospitals initially contacted to assist in management of the incident. In all burn incidents, all state and border state Burn Centers, as identified in this plan, should also be alerted.  

6. Medical Control is defined as the physician or designee who provides advice and direction to Emergency Medical Services who are providing medical care at the scene of an emergency or enroute to a health care facility.





Wisconsin Hospitals

Burn Treatment Plan

Process Flow Chart – Burn Surge Incident





Management of Incident by Individual Hospital


Management of Incident by Hospital Coalition


Management of Incident by Burn Center Coalition





		Local EMS Establishes Field Incident Command Center (ICC) in Response to a Burn Incident

BASE/DESIGNATED HOSPITAL Liaison

Officer/Medical Control:

· Determines Regional Resource Availability via WITRAC or Telephone Call

LEAD BURN CENTER Accepts Patients from BASE/DESIGNATED/COALITION HOSPITALS





Representative of Each Coalition Hospital Provides Following Information to BASE/ DESIGNATED HOSPITAL Liaison Officer/ Medical Control via EMRESOURCE or Telephone Call:

· Capacity of Their Emergency Department (Using Triage Color Classifications) to Receive Patients







CanEMS ICC Notifies BASE HOSPITAL1

EMS Transports Patients from BASE/ DESIGNATED/COALITION HOSPITALS to LEAD BURN CENTER



BASE HOSPITAL

Manage Incident?LEAD BURN CENTER Contacts

REGIONAL BURN CENTERS








LEAD BURN CENTER Cares for Patients







No

































YesRegional Partner Is Identified as

DESIGNATED HOSPITAL2
































Can Regional Partner

Manage Incident?




Yes























NoBASE HOSPITAL Contacts Regional Partners

BASE HOSPITAL Opens ICS and Implements Emergency Burn Plan








BASE/DESIGNATED HOSPITAL Liaison

Officer/Medical Control:

· “Activates” Hospitals with Ability to Receive Burn Patients via EMRESOURCE or Telephone Call

· Notifies COALITION HOSPITALS

via EMRESOURCE or Telephone Call of Patients Being Transported to Their Facility (By Triage Color Classification)

· Notifies EMS ICC of Transport Decisions

EMS Transports Patients to BASE/ DESIGNATED/COALITION HOSPITALS













BASE/DESIGNATED/COALITION

HOSPITALS Care for Patients for Up to 72 Hours


































Yes




OTHER BURN CENTERS “Triage”

Patients at BASE/DESIGNATED/ COALITION HOSPITALS and LEAD BURN CENTER 3









Can

OTHER BURN

CENTERS Accept Patients?







YesEMS Transports Patients from BASE/ DESIGNATED/ACTIVATED HOSPITALS

and LEAD BURN CENTER to Identified

OTHER BURN CENTERS







No







OTHER BURN CENTERS Care for PatientsBASE/DESIGNATED HOSPITAL Liaison

Officer/Medical Control Contacts LEAD BURN CENTER

DESIGNATED HOSPITAL Implements Emergency Burn Plan and Opens ICS





NoBASE/DESIGNATED Hospital Begins Receiving Patients.





		If Necessary, BASE/DESIGNATED HOSPITAL Contacts Local Emergency Management to Request that EOC Be Opened.

LEAD BURN CENTER “Triages” Patients at BASE/DESIGNATED/COALITION HOSPITALS3

LEAD BURN CENTER Contacts ABA for Assistance in Identifying OUT-OF-STATE BURN CENTERS Capable of Receiving Patients







BASE/DESIGNATED HOSPITAL

Continues Management of Incident.


Can

LEAD BURN CENTER

Accept Patients?














OUT-OF-STATE BURN CENTERS CareEMS Transports Patients from BASE/ DESIGNATED/COALITION HOSPITALS,

and LEAD BURN CENTER to Identified

OUT-OF-STATE BURN CENTERS



for Patients







Notes

1. BASE HOSPITAL is the hospital closest to an incident.

2. DESIGNATED HOSPITAL is the hospital that voluntarily chooses to manage an incident.

3. The triaging of patients is a dynamic process that repeats itself until all critical burn patients are being cared for in a certified burn center.



Management of the Burn Incident by an Individual Hospital



1. The first agency on scene (EMS, fire, law enforcement) establishes the field Incident Command Center (ICC) in response to the Burn Incident (see definition). Based on the nature of the incident and the number of victims involved, the field Incident Commander may request the activation of the local Emergency Operations Center (EOC).



2. EMS follows State of Wisconsin Trauma Field Triage Guidelines. If the State of Wisconsin Trauma Field Triage Guidelines cannot be followed because of the nature of the burn incident, then EMS in the field should triage the burn victims by the triage colors of RED, YELLOW, GREEN, and BLACK, according to standard triage procedures.



3. The field Incident Commander is to notify the Base Hospital that a burn incident has occurred and give an estimate of the number of victims involved.



4. If Medical Control at the Base Hospital decides that the Base Hospital can manage the incident, then no further hospitals, other than the Burn Center, may need to be involved. The Base Hospital will activate, as necessary, its Emergency Operations Plan and Incident Command System, stabilize the burn victim(s), contact the appropriate Burn Center and then follow the instructions of the Burn Center for which patients should be transferred.



Management of the Burn Incident by a Hospital Coalition



1. If Medical Control at the Base Hospital believes that it cannot manage the incident by itself, then the Base Hospital, through its Liaison Officer, should alert other hospitals through EMResource that it is in need of assistance to manage the incident. The alert to coalition hospitals should also involve state and border state Burn Centers, as identified in this plan, as appropriate.

Note: Use of EMResource does not preclude the use of other communication methods. EMResource, however, can reach many facilities at the same time, provide real time data and has other functions, such as Command Center, that could be used to manage the incident.



2. If the Base Hospital cannot serve as the Designated Hospital (the hospital that manages the incident), then the Base Hospital should identify another hospital that can serve as the Designated Hospital.



3. The Designated Hospital should then, to the extent possible, communicate to the Liaison Officer at the field Incident Command Center

a. the names of the hospitals in the coalition that are prepared to receive victims and

b. the number of patients by triage designation that can be accepted by each hospital

c. the names of the Burn Centers that have been notified.



4. The field Command Center (EMS Transportation Group Supervisor) should have only one hospital with which to communicate.



5. All hospitals in the coalition will activate, as necessary, its Emergency Operations Plan and Incident Command System.



a. Upon activation of the Hospital Command Center, each hospital in the Coalition is to send an up-date through EMResource that it has been activated and is prepared to receive the burn victim(s).

b. Each coalition hospital should also post on EMResource, under MCI Patient Capacity, the number of burn victims it can receive by color category: RED, YELLOW, GREEN, BLACK2. The number of triage-color patients that the hospitals can accept will assist Medical Control and EMS Transport Group Supervisor in the determination of destination hospitals.

c. The coalition hospitals may contact the Burn Centers for treatment information. If digital images of burn wounds are sent to Burn Centers for consultation, the standard procedures for de-identifying information to be in compliance with HIPAA are to be followed.



6. Medical Control at the Base or Designated Hospital will, to the extent possible, assist the EMS Transport Group Supervisor3 in the triage of patients to the hospitals in the coalition.

a. Medical Control will use his/her knowledge of the capabilities of coalition hospitals to manage the transport of RED, YELLOW, GREEN, BLACK burn patients to the appropriate coalition hospitals.

b. Medical Control notifies each coalition hospital of the number and triage color of the burn victims it may receive.

c. The Hospital Command Center of the coalition hospital will advise Medical Control of the Base or Designated Hospital of their capability to accept burn victims.

Note: These above procedures are based on those patients being transported from the field. The coalition hospital(s) may need to divert patients to other coalition hospitals based on the number of burn victims who self-present to the hospital.



Management of the Burn Incident by the “Lead” Burn Center

Note: In this phase, it is assumed that all patients have been transported from the field to coalition hospitals and to Burn Centers.

1. The Burn Center closest to the incident shall be considered the “lead” unless otherwise specified by a decision among the Burn Centers.

2. The coalition hospitals, to the extent that communications permit, shall work with the “Lead” Burn Center to help the triage and transport of burn victims to the appropriate Burn Centers from the coalition hospitals.

3. The “Lead” Burn Center will communicate with the other appropriate Burn Centers.

4. The “Lead” Burn Center will communicate with coalition hospitals and provide an estimate of the number of hours/days that the hospitals may need to care for treat the burn victims until transport and transfer to a Burn Center can be arranged.





2 BLACK refers to expectant – patients that may not survive.

3 It is recognized that field to hospital communications may not be possible in all areas. In these areas, EMS usually has a plan on how to get messages to their destination hospitals.



Management of the Burn Incident by the “Lead” Burn Center in Collaboration with the American Burn Association

1. The “Lead” Burn Center will contact the American Burn Association if state and border state Burn Centers do not have the capacity to manage the number of burn victims, resulting from the incident.

2. The American Burn Association will provide directives to the “Lead” Burn Center about out-of- state burn bed availability and when these out-of-state Burn Centers can receive these burn victims.

3. The “Lead” Burn Center, in collaboration with the American Burn Association, will work with the coalition hospitals about the transport of burn victims, being cared for by the coalition hospitals, to out-of-state Burn Centers.



Burn Training and Resources for EMS and First Responders



EMS and First Responders should have plans for the management of Mass Casualty Incidents. EMS and First responders are encouraged to use the following document on which to base their Mass Casualty Incident Response Plan: Wisconsin EMS Mass Casualty Incident Response Planning Guide4.



The Burn Centers have proved guidelines for EMS regarding the initial management and transport of patients with burns. (See Appendix A: Consensus Guidelines for the Initial Management of Burns by EMS.)

· EMS and First Responder Medical Directors are encouraged to use these “Guidelines” and include them in their operational protocols.

· These “Guidelines” should be incorporated in the protocol books that are carried on each ambulance.

· EMS and First Responders should carry the supplies on their ambulance as recommended by the “Guidelines”.





Hospital-associated EMS, Paramedics, and Advanced EMTs may take advantage of the Advanced

Burn Life Support course, ABLS Now©. (See Appendix C: Advance Burn Life Support Training.)



	Burn Training for Regional Hospitals





The Wisconsin Department of Health Services for the fiscal year of 2020/2021is also has funding for training available for hospital personnel. The following individuals are recommended for this course:  



1. There should be 24-hour nursing care for any burn patient. Nurses should have successfully

completed ABLS Now© from the American Burn Association. Multiple nurses should receive

this training, so at least one ABLS trained nurse is available on each shift.



2. There should be 24/7 physician consultation available. Physicians should have ABLS Now©

from the American Burn Association. It is recommended that at least one Emergency

Department physician and one General Surgeon receive this training.

		

4 This planning guide can be found at http://www.dhs.wisconsin.gov/ems/Prevention_safety/prevention_index.htm





Other Staff that care for burn patients may also take advantage of the ABLS Now© (e.g. Respiratory

Therapists, etc.) at the discretion of the hospital. (See Appendix C: Advance Burn Life Support

Training.)
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Appendix A: Consensus Guidelines for the Initial Management of Burns by EMSThese Consensus Guidelines is intended to be used by EMS

on a daily basis (also in disaster incidents) for ALL burn patients.





Signs & Symptoms:

1st degree burns (superficial): Reddened skin that blanches with pressure

2nd degree burns (partial thickness): Moist, red, weeping surface, intact or broken blisters, painful

3rd degree burns (full thickness): Dry, pale, dark red, white, brown or charred skin, may be painless

Airway compromise: Wheezing, dyspnea, hoarseness, stridor

Inhalation injury: Facial burns, singed nares, carbonaceous sputum, enclosed space fire, altered LOC



Obtain History of:

•	PMH/Meds/Allergies

•	Recent illness or trauma

•	History of event, mechanism of injury, other trauma (falls, loss of consciousness, etc), time of injury

•	Electrical contact (AC/DC, amps, volts or lightning)

•	Enclosed or open space exposure

•	Type of chemical or toxic exposure

•	Duration & concentration of exposure

•	Presence of fire, smoke, or distinctive odors



Notes:

1. Guidelines for children apply for children under age 12 or < 36 kg (Broselow)

2. TBSA = Total burn surface area



General Guidelines

· Stop the burning process (remove clothing)

· Assess ABC’s (airway, breathing, circulation)

· Establish IV access

· Treat pain

· Remove jewelry or other potentially constricting items

· Look for other trauma

· Keep environment warm

· Frequent vital signs & assessment of peripheral pulses: BP can be taken on burn extremities

· Electrical burns: EKG monitoring, look for contact wounds

· Chemical burns: Copious irrigation with warm water. Brush dry chemicals off prior to irrigation, certain chemicals require special considerations (e.g. hydrofluoric acid)

· Transport patients in clean, dry sheet (or burn sheet) – no ointments

Consider transport to nearest burn center.



Airway Control/Inhalation Injury

· Titrate > 94% 

· Look for signs of inhalation injury.

· Consider potential for inhalation injury in all victims of closed-space injury.

· Consider potential for inhalation injury in all those who inhaled fumes or steam.

· Carbon monoxide & cyanide are commonly present in closed-space fires.

· Consider intubation.

· Evidence of airway compromise

· Significant decrease in mental status

· Circumferential partial or full thickness chest burns

· Extensive burns or facial burns

Assessment of Injury

· Lund-Browder diagram preferred (or Rule of 9’s) for adults.

· Lund-Browder diagram preferred for children. (Patient’s palm, including fingers = 1%, may also be used.)



Fluid Resuscitation

Adults and children > 30 kg:

· Parkland formula: 2-4ml/kg/TBSA % with Lactated Ringers with burns  15% for partial or full thickness burns

· Normal saline is acceptable pre-hospital, but prefer use of LR (or balanced salt solution).

Children < 30 kg: Parkland formula + maintenance fluids

· Parkland formula: 3-4ml/kg/TBSA % with Lactated Ringers with burns  15% for partial or full thickness burns



· Initial by EMS

· 125 mL/hr < 5 yrs. of age

· 250 mL/hr 6-13 years of age

· 500 mL/hr adults > 14 years of age

· Once TBSA is calculated,

· 2 mL/kg/%TBSA for > 14 years of age

· 3mL/kg/%TBSA for < 14 years of age

· Fluid should be adjusted to maintain appropriate urine output: 

· Patients < 30kg

· 1.0mL/Kg/hr

· Patients > 30 kg

· 0.5mL/kg/hr

· Add glucose for those less than 10kg: D5LR or D5LR at 4mL/kg (+ 20KCL once available) Do not adjust this fluid rate.  Only discontinue when enteral feeding has started



Pain control

· Narcotics as needed: 

· Call for ALS intercept if needed for pain control.

· Consider anti-anxiety medications in addition to pain meds.

Monitoring Resuscitation

· Adjustments to fluid rate will be dependent upon patient response.

· Foley catheter: 15% TBSA or greater

· Goal urine output:

· Children < 30 kg: 1-2 ml/kg/hr

· Children > 30 kg: 1 ml/kg/hr

· Adults: 0.5 ml/kg/hr or 30-50 ml/hr

The Parkland formula is a guideline: Both over and under resuscitation causes problems.



These Consensus Guidelines were developed by:

· Children’s Hospital of Wisconsin Burn Center (Milwaukee)

· Columbia St. Mary’s Milwaukee Burn Center (Milwaukee)

· Regions Hospital Burn Center (St. Paul, Minnesota)

· University of Wisconsin Hospital & Clinics Burn Center (Madison)





*Included with permission from the American Burn Association.







Appendix B: Consensus Guidelines for the Initial Management of Burns by HospitalsHospitals are to use these Consensus Guidelines only in burn surge incidents.





Signs & Symptoms:

1st degree burns (superficial): Reddened skin that blanches with pressure

2nd degree burns (partial thickness): Moist, red, weeping surface, intact or broken blisters, painful 3rd degree burns (full thickness): Dry, pale, dark red, white, brown or charred skin, may be painless

Airway compromise: Wheezing, dyspnea, hoarseness, stridor

Inhalation injury: Facial burns, singed nares, carbonaceous sputum, enclosed space fire, altered LOC



Obtain History of:

PMH/Meds/Allergies

Recent illness or trauma

History of event, mechanism of injury, other trauma (falls, loss of consciousness, etc), time of injury

•	Electrical contact (AC/DC, amps, volts or lightning)

•	Enclosed or open space exposure

•	Type of chemical or toxic exposure

•	Duration & concentration of exposure

•	Presence of fire, smoke, or distinctive odors



Notes:

3. Guidelines for children apply for children under age 12 or < 36 kg (Broselow).

4. TBSA = Total burn surface area



General Guidelines

· Stop the burning process (remove clothing).

· Assess ABC’s (airway, breathing, circulation).

· Establish IV access if admission is necessary.

· Treat pain.

· Remove jewelry or other potentially constricting items.

· Look for other trauma.

· Keep environment warm.

· Frequent vital signs & assessment of peripheral pulses: BP can be taken on burn extremities.

· Limit oral intake to ice chips sparingly.

· Electrical burns: EKG monitoring, look for contact wounds. Consider rhabdomyolysis.

· Chemical burns: Copious irrigation with warm water. Brush dry chemicals off prior to irrigation. Certain chemicals require special considerations (e.g. hydrofluoric acid).

· Immunize against tetanus.

· Refer to Burn Center based upon ABA Referral Criteria.

· Transport patients in clean, dry sheet (or burn sheet) – no ointments.

· Method of transport per collaborative agreement of sending/receiving facility.



Airway Control/Inhalation Injury

· Titrate > 94%

· Look for signs of inhalation injury.

· Consider potential for inhalation injury in all victims of closed-space injury.

· Consider potential for inhalation injury in all those who inhaled fumes or steam.

· Carbon monoxide & cyanide are commonly present in closed-space fires.

· Consider intubation.

· Evidence of airway compromise

· Significant decrease in mental status

· Circumferential partial or full thickness chest burns

· Extensive burns or facial burns

· ABG’s & CO level if suspected inhalation injury

Assessment of Injury

· Lund-Browder diagram is preferred (or Rule of 9’s) for adults.

· Lund-Browder diagram is preferred for children. (Patient’s palm, including fingers = 1%, may also be used.)



Fluid Resuscitation

It is important to emphasize that the volume of fluid actually infused in practice is adjusted according to the individual patient’s urinary output and clinical response. Although being able to estimate and predict how the 24-hour burn resuscitation might unfold is highly valuable, the actual 24-hour total resuscitative volumes patients receive are highly variable due to patient variability in the response to injury.  

Adults and children > 30 kg:

· Parkland formula: 2-4ml/kg/TBSA % with Lactated Ringers with burns  15% for partial or full thickness burns

· Normal saline is acceptable pre-hospital, but use LR (or balanced salt solution) once at ED.

o	Half given in first 8 hours; the remainder during the next 16 hours.

Children < 30 kg: Parkland formula + maintenance fluids

· Parkland formula: 3-4ml/kg/TBSA % with Lactated Ringers with burns  15% for partial or full thickness burns

· Half given in first 8 hours; the remainder during the next 16 hours.

· Maintenance fluid with D5LR or D5/0.2 NaCL with 20 KCL/liter (discretion of receiving facility)

· 4 ml/kg/hr or 100 ml/kg/day for first 10 kg, plus

· 2 ml/kg/hr or 50 ml/kg/day for second 10 kg, plus

· 1 ml/kg/hr or 20 ml/kg/day for all further kg

· Important to administer maintenance fluid with 5% dextrose-containing solutions, along with resuscitation due to limited glycogen stores in young children

Pain Control

· Narcotics as needed

· Consider anti-anxiety medications in addition to pain medications.

Monitoring Resuscitation

· Adjustments to fluid rate will be dependent upon patient response.

· Foley catheter: 15% TBSA or greater

· Goal urine output:

· Children < 30 kg: 1-2 ml/kg/hr

· Children > 30 kg: 1 ml/kg/hr

· Adults: 0.5 ml/kg/hr or 30-50 ml/hr

· The Parkland formula is a guideline: Both over and under resuscitation causes problems. The rate should be adjusted up or down by (10% or by 1/3) to keep the urine output within the above goal range.

· Foley catheter is needed if Parkland formula is used.

Treatment Priorities for Delayed Transfer to a Burn Center (up to 24-48 hours)

Use treatment guidelines as above. Consult burn center with questions (physician, nursing or therapy).



Volume Resuscitation

· Resuscitation formula is a starting point for predicting resuscitation needs.

· Volume resuscitation needs to be modified based upon patient response to ensure organ perfusion, but prevent volume overload.

· Monitor urine output according to guidelines, and adjust resuscitation as needed.

· Consult with Burn Center regarding ongoing fluid resuscitation needs.

· Circumferential burns

· Assess circulation to extremities.

· Consult with burn center physician about need for escharotomies.

Wound Care

· Wound care does not take precedence over life-threatening injuries or resuscitation.

· Assure appropriate pain control and ability to maintain airway.

· Gowns & gloves for all contact with wounds. Add a mask when wounds are open.

· Debride loose epidermis and blisters > 2 cm.

· Cleanse wounds with soap and warm water. Remove topical agents and provide gentle debridement.

· Apply silver sulfadiazene, bacitracin or double antibiotic ointment (bacitracin/polymyxin) into gauze for burn dressings once or twice per day.

· After wound cleansing, use only bacitracin or double antibiotic ointment (bacitracin/polymyxin) for facial burns.

· No prophylactic antibiotics should be given.

[image: ]

*Included with permission from the American Burn Association. ABA Board of Trustees et al, Journal of Burn Care & Rehabilitation, March/April 2005; p. 106



These Consensus guidelines were developed by:

· Children’s Hospital of Wisconsin Burn Center (Milwaukee)

· Columbia St. Mary’s Milwaukee Burn Center (Milwaukee)

· Regions Hospital Burn Center (St. Paul, Minnesota)

· University of Wisconsin Hospital & Clinics Burn Center (Madison)



Appendix C: Advanced Burn Life Support (ABLS) Training







Each hospital may designate those staff persons that are to take ABLS Now© from the American

Burn Association. Recommended participants at each hospital for this training are:

· Multiple Registered Nurses so that at least one ABLS trained nurse is available per shift

· 1 Emergency Department physician

· 1 General Surgeon

· Other staff involved in the treatment of burn patients

· EMS staff associated with the hospitals

· Paramedics or Advanced-level EMTs

There is no maximum number of staff that can be trained under this funding program.

ABLS Now© is designed to provide hospital staff treating burn victims with the ability to assess and stabilize patients with serious burns during the first critical hours following injury and to identify those patients requiring transfer to a burn center. The course is not designed to teach comprehensive burn care, but rather to provide information that will enable those who only rarely treat burn patients to provide the care needed by a burn patient in the first 24 hours after injury or, in a mass casualty incident, for up to 72 hours.

Please contact your Regional Hospital Emergency Readiness Coalition Coordinator for information about this course.



                                  





		

Appendix D: American Burn Association Burn Center Referral Criteria



The following categories of burns are appropriate for referral and transfer to a Burn Center:



1. Partial thickness burns greater than 10% total body surface area (TBSA).



2. Third-degree burns in any age group.



3. Electrical burns, including lightning injury.



4. Chemical burns.



5. Inhalation injury.



6. Burn injury in a patient with pre-existing medical disorders that could complicate management, prolong recovery or affect mortality



7. Any patients with burns and concomitant trauma (such as fractures) in which the burn injury poses the greatest risk of morbidity or mortality. In such cases, if the trauma poses the greater immediate risk, the patient may be initially stabilized in a trauma center before being transferred to a burn center. Physician judgment will be necessary in such situations and should be in concert with the regional medical control plan and triage protocols.



8. Burned children in hospitals without qualified personnel or equipment for the care of children.



Note: It is the recommendation of Children’s Hospital of Wisconsin that pediatric burn patients, who meet the above criteria be transferred to Children’s Hospital of Wisconsin or to the University of Wisconsin or to a state adult Burn Center, or if this is not possible to a hospital with a Pediatric Intensive Care Unit.



9. Burn injury in patients, who will require special social, emotional, or rehabilitative intervention.



10. Burns that involve the face, hands, feet, genitalia, perineum, or major joints.



Appendix E: Summary of Treatment Algorithm for Burn Victims



Step 1: STOP the BURN and SECURE the SCENE. Extinguish flames, cool scalds, flush chemicals, and complete decontamination to protect patient and health care providers from further injury.



Step 2: COMPLETE a PRIMARY SURVEY.

Airway: facial burns, facial swelling, singed nasal hair Breathing: wheezing, stridor, carbonaceous sputum Circulation: circumferential burns, diminished pulses

Do NOT intubate for facial burns alone; use standard indications for intubation.



Step 3: COMPLETE A SECONDARY SURVEY. Evaluate carefully for non-burn injuries. Most other injuries take priority over cutaneous burns. Use standard trauma management for other injuries: suture lacerations, splint fractures, etc. IVs placed through burns should be sutured in place. Be sure to rule out all other injuries. Patients who require immediate surgery should have burn resuscitation continued throughout. Burn wounds can be considered very clean for the first 12-24 hours following injury.



Step 6: Triage Disposition: These decisions should be made in consultation with Lead Burn Center.

Step 5: BEGIN RESUSCITATION. Fluid resuscitation is the most important step in initial burn treatment.

1. Formal fluid resuscitation is indicated for any patient with burns >10% TBSA and for patients with multiple traumas, inhalation injury or chemical or electrical burns. 

Fluid Resuscitation

	Initial by EMS

· 125 mL/hr  < 5 yrs. of age

· 250 mL/hr 6-13 years of age

· 500 mL/hr adults > 14 years of age

	Once TBSA is calculated,

· 2 mL/kg/%TBSA for > 14 years of age

· 3mL/kg/%TBSA for < 14 years of age

Fluid should be adjusted to maintain appropriate urine output: 

· Patients < 30kg

· 1.0mL/Kg/hr

· Patients > 30 kg

· 0.5mL/kg/hr

	Add glucose for those less than 10kg: D5LR or D5LR at 4mL/kg (+ 20KCL once available)

· Do not adjust this fluid rate.  Only discontinue when enteral feeding has started

2. Place a foley catheter. Keep NPO. Consider NG tube.

3. Use IV narcotics for pain control.

Step 4: DEBRIDE/DIAGRAM the BURNS. Debride all burn wounds and diagram/document extent and depth of burns.

BE METICULOUS: Much depends on accurate burn assessment. Use the Lund and Browder Chart if

available; otherwise, use Rule of Nines. Remember that the patient’s palm (with fingers) is 1% of total body surface. Create a diagram of wounds; consider digital photos.







Appendix: F: Initial Burn Assessment and Treatment guidelines
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[bookmark: _Toc88225702]


[bookmark: _Toc94006727]Introduction

[bookmark: _Toc88225703][bookmark: _Toc94006728]Purpose

The Region 4, Western Wisconsin Hospital Emergency Readiness Coalition provides these guidelines to the region for the response to a High Consequence Infectious Disease (HCID) Health care Surge Incident. This annex includes resources for first responders, public health organizations, and health care facilities. The intent of the annex is to identify resources to support first responders, public health organizations, and health care facilities in preparedness and response activities. This annex is meant to supplement and support any agencies’ existing HCID plans. Guidance given in this plan supports a range of known and emerging infectious diseases and is tailored to response needs and severity of various infectious disease agent and scenarios.

[bookmark: _Toc88225704][bookmark: _Toc94006729]Scope

The HCID health care surge annex provides support and guidance to regional partners involved in an emergency response within the HERC region and other portions of the State of Wisconsin and/or adjacent states. This annex guides the regional level response and provides guidance to partners. Specifically, this annex is designed to address resources, communications, operational mission area resources, and other special considerations. This annex may be activated along with pandemic related annexes and departmental response plans as a means to address large-scale or complicated events. 

[bookmark: _Toc88225705][bookmark: _Toc94006730]Background

A high consequence infectious disease (HCID) is defined by the Minnesota HCID Collaborative* as a disease that:

· All forms of medical waste are classified as Category A infectious substances (UN2814) by the U.S. Department of Transportation

OR

· Has potential to cause a high mortality among otherwise healthy people and

· No routine vaccine exists and

· Some types of clinical specimens pose generalized risks to laboratory personnel

OR

· Risk of secondary airborne spread or unknown mode of transmission

*MN HCID Collaborative: MD Department of Health, Mayo Clinic, University of Minnesota Medical Center, Minnesota Hospital Association, Minnesota Health Care Coalitions, Minnesota HCDI-Ready EMS services



HCIDs are broken down into two categories based on their means of transmission: contact and airborne. Definitions of these modes of transmission and examples of each are listed in the Wisconsin High Consequence Infectious Disease Health Care Surge Incident Plan. 



[bookmark: _Toc88225706][bookmark: _Toc94006731]Planning Assumptions

The Region 4 HCID Regional Annex assumes:

· The HERC regional response plan has been activated and efforts are being conducted to support communication and incident command operations.

· Staffing at health care facilities (HCF) may be challenged by becoming ill, fear of illness, or family obligations (e.g., child/family care if schools are out). Health care workers are a high-risk population during most infectious disease incidents. 

· The implementation of effective infection prevention measures and associated training are necessary for workforce health and safety. 

· Large-scale infectious disease outbreaks may require the recruitment of volunteers, retirees, and trainees to support and relieve health care workers. 

· Health care facilities and vendors may become overwhelmed with the treatment and disposal of biohazard material; waste management guidance may be modified, as necessary, to support the health and medical system while maintaining safe handling and transport. 

· Supply chain and delivery issues may occur and may have dramatic effects on clinical care. 

· Roles and responsibilities of agencies and organizations will change depending on the severity and spread of the infectious disease incident and the respective level of activation by impacted jurisdictions. 

· Frontline, treatment, and assessment hospitals are defined in the Partners section and in the Wisconsin Ebola Concept of Operations plan. This information may be referenced during an incident as a guideline for transportation decision making. However, communication must be conducted with the hospitals to understand their current capabilities for accepting HCID patients.

· Understanding of the pathogen, infection control, risk factors, clinical care, and patient outcomes will be in rapid evolution.

· Cases will require laboratory confirmation unless authorities no longer require testing to meet the case definition. 

· During some infectious disease incidents, individual health care facilities may face fatality management challenges. 

[bookmark: _Toc88225707][bookmark: _Toc94006732]Concept of Operations

[bookmark: _Toc88225708][bookmark: _Toc94006733]Activation and Notifications

 Prior to Activation of the Regional HCID Annex

· There are two general scenarios for which an HCID event may begin. Additional detail on these activation scenarios can be found in the Wisconsin HCID Health Care Surge Incident Plan.

· A person presents either to a medical facility or to emergency medical services (EMS) with a potential HCID. This person receives medical evaluation at an appropriate facility and disease investigation occurs.

· An incident occurs in which there is a threat of infection for an HCID. For example, a bat is discovered in an airplane. Disease investigation occurs and any potential exposures are evaluated at an appropriate medical facility.

· The Bureau of Communicable Diseases (BCD), Healthcare Emergency Readiness Coalition (HERC), and Local/Tribal Health Department (LTHD) receive a report of a potential HCID and conduct their normal operations to support disease investigation and health care operations. Communication is conducted between the agencies to ensure proper notifications and information sharing. 

· Upon confirmation of an HCID, all personnel involved in the care of the patient should be notified by their organization and provided guidance for monitoring illness. 

Upon regional annex activation

The regional HCID medical surge annex is activated by the HERC Coordinator in collaboration with local and state officials. The activation may be requested by hospitals, LTHDs, or BCD in the event of a suspect, probable, or confirm HCID case.

· Command and coordination and information sharing efforts are conducted based on the scale and scope of the response. 

· Incident size and scope are determined in coordination with local and state officials. Other plans (e.g., pandemic plans) may be activated based on the needs of the incident.

· Resources and support, as described in the Operational Mission Areas section, are evaluated for use and mobilized as needed.

· Each operational mission area describes resources that may be used to support a health care surge of infectious disease patients. Each mission area and the corresponding resources are addressed and utilized on an individual basis based upon the needs of the response.



Upon state plan activation

The State HCID Plan is activated when BCD, a LTHD, or a HERC determines that resources and support are needed to response to a health care surge. A health care surge is determined by current and forecasted capabilities (e.g., bed availability, staffing, and supplies) of a hospital to be able to safely conduct patient care. Local and regional resources must be utilized prior to the activation of state and federal resources. The HERCs may activate their regional HCID plans as needed. The state plan outlines state level resources to support the operational mission areas.



Deactivation of the regional annex

The deactivation of the regional HCID annex occurs when the incident de-escalates to a point when hospitals no longer and experiencing or forecasting infectious disease related medical surge.

· The official deactivation is conducted by the HERC coordination in consultation with local partners.

· Upon deactivation, the incident may still continue at what is considered a normal operational level. This includes ongoing medical care and mental health and family support services.

· Following deactivation, a review of the incident is conducted to inform future planning and training needs.



Communication Methods

[bookmark: _Toc88225709]There are several forms of communication that may be used in the notification and coordination of an incident response. WISCOM and EMResource are state platforms that should be uniformly used to support statewide coordination. However, other communication methods are used to support regional and local responses based on the resources and needs of the area. The communications section of the regional response plans should be referenced for regional specific information. The Wisconsin HCID Health care Surge Incident Plan contains definitions for EMResource, WISCOM, EMTrack, eICS, Radio channels, Phone (text, email, or call), Secure Fax, and Secure Communication platforms (e.g., ZOOM or TEAMS).

[bookmark: _Toc94006734]HERC Roles and Responsibilities

The HERC coordinators may be notified by emergency response agencies, LTHDs, hospitals, or OPEHC. When requested, the HERC regions support coordination with local public health, health care institutions, and first responder agencies (police, fire, and EMS) to have a uniform and unified response to an emergency. The HERCs support communities before, during, and after an HCID incident. Roles and responsibilities for the HERCs include, but are not limited to:

· Support training efforts of health care organizations.

· Establish and distribute regional plans.

· Communicate with health care systems to understand regional resources and the need for training and resource stockpiles.

· Support communication and coordination efforts of EMS and hospitals as needed.

· Support of the local community by understanding mental health resources for first responders.

· Support or conduct review efforts of the incident and update plans with lessons learned.

· Support the coordination of reimbursement needs.

[bookmark: _Toc94006735][bookmark: _Toc88225710]Partners

The below organizations have been identified as organizations who are directly involved in the response to a health care surge caused by an HCID incident. This is not an exhaustive list of organizations who might be involved in the overall response to an HCID incident.

Emergency Medical Services (EMS) EMS agencies provide two services during an HCID incident: emergency response and inter-facility transportation. EMS may be called to an incident scene for reasons related to an HCID or due to another illness or injury for emergency response services. EMS may be called by a medical facility to transfer a suspected or confirmed HCID patient to another facility for testing or treatment purposes. 

Medical Facilities: There are three types of medical facilities that are categorized by their capabilities to collect testing samples and providing treatment: Frontline (no testing or treatment), HCID Assessment (test collection capabilities), and HCID Treatment (test collection and treatment capabilities). These designations are determined in real-time by assessing the current capacity and capabilities of the facility. 

[bookmark: _Hlk96688924]Bureau of Communicable Diseases (BCD): The primary responsibilities of BCD include developing and maintaining infectious disease surveillance; providing guidance and support for the public health investigation of cases and outbreaks; and promoting the prevention and awareness of communicable diseases and other conditions of public health concern. 

Local and Tribal Health Departments (LTHD): LTHDs have the responsibility and authority to conduct infectious disease investigations; distribute or deploy disease mitigation resources; conduct community health assessments; and promote the prevention and awareness of communicable diseases and other conditions of public health concern. 

Office of Preparedness and Emergency Health Care, Wisconsin Department of Health Services: The main function of OPEHC is to support and enhance the capacity of the state, local public health departments and tribes, and the health care system to prepare for public health threats and emergencies through planning, exercising, responding, and training. 

[bookmark: _Toc94006736]Operational Mission Areas

The HERC’s primary responsibility during an HCID incident is to support local and state level responses by promoting information sharing and situational awareness. These activities are categorized into the operational mission areas listed below. Not all operational mission areas may be needed to support response activities. 

· [bookmark: _Toc88225711][bookmark: _Toc94006737]Surveillance 

· Support data reporting requirements in platforms like EMResource.

· Supporting public health partners in local surveillance efforts.

· Safety and Infection Control and Prevention

· Support information sharing of disease specific guidance.

· [bookmark: _Toc88225712][bookmark: _Toc94006738]Support PPE distribution from local, regional, state, and federal caches.

· Non-Pharmaceutical Interventions

· Disseminate information through communication networks.

· Surge Staffing

· Direct local organizations to resources that provide staffing support.

· Support local organizations in resource request processes.

· [bookmark: _Toc88225713][bookmark: _Toc94006739]Supply Chain, Supplies, Personal Protective Equipment

· Support supply distribution from local, regional, state, and federal caches.

· [bookmark: _Toc88225714][bookmark: _Toc94006740]Support local organizations in resource request processes.

· Support Services

· Support ventilator distribution from local, regional, state, and federal caches.

· Support local organizations in their efforts to provide support services. 

· [bookmark: _Toc88225715][bookmark: _Toc94006741]Laboratory

· Support testing efforts conducted at the local and state level, including but not limited to, laboratory efforts, community testing sites, and specimen transportation.

· [bookmark: _Toc88225716][bookmark: _Toc94006742]Waste Management, Decontamination

· Support efforts conducted at the local level to ensure proper disposal of waste and decontamination of persons.

· Conduct information sharing on guidance provided at local, state, and federal levels.

· [bookmark: _Toc88225717][bookmark: _Toc94006743]Patient Care and Management

· Conduct information sharing on guidance provided at local, state, and federal levels.

· [bookmark: _Toc88225718][bookmark: _Toc94006744]Medical Countermeasures

· [bookmark: _Toc88225719][bookmark: _Toc94006745]Support engagement of partners in the distribution and use of medical countermeasures. 

· Community-based Interventions

· Support networking and relationship building amongst partners.

· Patient Transport

· Support local organizations in resource request processes.

· Document and communicate transportation needs.

· Support the distribution of supplies to support EMS agencies.

· [bookmark: _Toc88225720][bookmark: _Toc94006746]Fatality Management

· Support supply distribution of body bags and PPE from local, regional, state, and federal caches.

· Ensure an awareness of available resources.

· Support local family assistance center efforts. 

[bookmark: _Toc88225722][bookmark: _Toc94006748]Training

Hospitals and EMS/first responder agencies should have plans and conduct trainings for the management of HCID incidents. Examples of recommended plans and trainings are listed in the Wisconsin HCID Health Care Surge Incident plan.

[bookmark: _Toc88225723][bookmark: _Toc94006749]Special Considerations

[bookmark: _Toc88225724][bookmark: _Toc94006750]Mental and Behavioral Health

There are ongoing efforts to support the mental and behavioral health of responders, patients, and members of the public. The HERC supports operations conducted at the local and state levels. More information on these efforts can be found in the Wisconsin HCID Health Care Surge Incident Plan.

[bookmark: _Toc88225725][bookmark: _Toc94006751]Special Populations

[bookmark: _Toc88225726][bookmark: _Toc94006752]Special populations are groups of people that are impacted by infectious disease events in a way that could potentially cause a surge on health care facilities. These special populations include, but are not limited to: persons with medical comorbidities, pediatric and geriatric populations, persons living in congregate care settings (e.g., long-term care or group home residents, homeless persons, and inmates), and persons with disabilities that may impact their ability to communicate, understand, or practice infection prevention measures. Mitigation of surges within these populations can be conducted through effective public health messaging and awareness and implementation of infection prevention measures. Additionally, decreasing surges of patients via discharge can be supported through the use of toolkits and tailored guidance to hospitals, skilled nursing facilities, congregate living settings and other impact organizations on the proper discharge and care of patients.

Situational Awareness

A primary responsibility of HERC operations is the support information sharing and ensuring situational awareness. This communication is conducted through the methods listed in this plan and the HERC regional response plan. The method for information sharing may vary depending on the needs of the incident and the established command structure.

[bookmark: _Toc88225727][bookmark: _Toc94006753]Tracking and Reunification 

Tracking and reunification efforts are conducted by EMS, hospitals, and local officials. Due to the nature of an HCID incident, mass casualty tracking and reunification efforts may not be needed. However, the use of tracking platforms—such as EMTrack—may still be used. 

Tracking and reunification for a mass casualty incident:

DHS 110 requires EMS agencies to have a mass casualty plan that includes a mechanism for patient tracking. The EMTrack platform is recommended for use, however, agencies may use any alternative means of tracking that includes real time situational awareness in order to assist other partners who are involved in reunification efforts.

EMTrack may be used by EMS, hospitals, and local officials for patient tracking. Patient information is entered into the system by providers and allows for approved administrators to track where patients are located during planned or unplanned events. A link to a full EMTrack description can be found in Appendix A: Additional Resources. 

Reunification can be conducted at a hospital or local reunification center. Hospitals and local and tribal health departments follow their own procedures for properly sharing patient information with loved ones.

[bookmark: _Toc88225729][bookmark: _Toc94006755]Deactivation and Recovery

The deactivation of the HERC HCID annex occurs when the incident de-escalates to a point when medical surge support is no longer needed for infectious disease patients. The official deactivation and recovery operations are outlined in the HERC regional response plan.

[bookmark: _Toc88225730][bookmark: _Toc94006756]Appendices

[bookmark: _Toc88225732][bookmark: _Toc94006757]Appendix A: Additional Resources

		Resource 

		Link



		Category A Waste Definition

		https://www.phmsa.dot.gov/sites/phmsa.dot.gov/files/docs/transporting-infectious-substances/6821/cat-waste-planning-guidance-final-2019-08.pdf



		DHS 110

		https://docs.legis.wisconsin.gov/code/admin_code/dhs/110/110



		EMResource

		https://www.dhs.wisconsin.gov/preparedness/systems/emresource.htm



		EMS Agencies

		https://www.dhs.wisconsin.gov/ems/provider/wicounties.htm



		EMTrack

		https://www.dhs.wisconsin.gov/preparedness/systems/emtrack.htm



		HERC Regions and Contact Information

		https://www.dhs.wisconsin.gov/publications/p02587.pdf



		Minnesota Department of Health HCID information

		https://www.health.state.mn.us/diseases/hcid/hcidspecifics.pptx
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[bookmark: _Toc116373898]Introduction

[bookmark: _Toc116373899]Purpose

[bookmark: _Hlk118811335]The Western Wisconsin Hospital Emergency Readiness Coalition provides these guidelines to the region for responding to a radiation medical surge incident. Western Wisconsin Hospital Emergency Readiness Coalition (WWHERC) has developed this annex to support regional capabilities of health care agencies and facilities and to increase the capabilities of the region and the state. Actions described here are intended to support, not replace, any existing facility or agency policy or plan.

[bookmark: _Toc116373900]Scope

This annex provides support and guidance to supplement the WWHERC regional emergency response plans. Specifically, it is designed to address the process for which surge patients reach definitive care, as well as communication methods. This annex also works to address relevant capabilities listed in the Hospital Preparedness Program (HPP) and Public Health and Emergency Preparedness (PHEP) grants, of which are listed in the state Emergency Operations Plan (EOP).

[bookmark: _Toc116373901]Background

[bookmark: _Hlk102472575]A radiological event is defined by the release of radioactive material that people could be exposed to. These incidents may occur through the mechanisms listed below. The mechanisms vary in the intent of the mechanism, the release capabilities, and the potential to cause traumatic injuries.

[bookmark: _Hlk102471606]Persons who are involved in a radiological incident may experience illness from radiation exposure and/or traumatic injuries. 

Terminology: For the purposes of this annex, severe illness from radiation exposure is referred to as radiation injury to avoid limiting a hospital’s ability to transfer patients or receive support for patients based on a diagnosis. 

Diagnosis: While we refer to severe radiation illness as radiation injury, the official diagnosis is Acute Radiation Syndrome (ARS). ARS is defined as an acute illness caused by irradiation of a significant portion of the body by a high dose of penetrating radiation in a short period of time. Symptoms: The classic symptoms for the first stage of ARS are 

· Nausea 

· Vomiting

· Anorexia, or 

· Diarrhea

These symptoms may last for minutes (episodically) up to several days. 

Other exposure considerations: Not all people exposed to radioactive materials experience radiation injury, but they will still need to be considered as a contamination exposure for decontamination and monitoring needs. 

Triage sequence: Triage decision-making for patients is conducted at the emergency medical services (EMS) and hospital level based on patient needs. In general:

· Life-threatening traumatic injuries are prioritized above radiation injury.

· Radiation injury is prioritized above non-life-threatening traumatic injuries.

· Contamination exposure without injuries is considered lowest priority.



[bookmark: _Toc116373902]Planning assumptions

The assumptions granted for this annex are as follows:

· Protocols: This annex does not replace the need for protocols at each hospital and EMS agency.

· Policies and procedures: The roles and responsibilities of agencies and organizations will change depending on the severity and scale of the incident and the respective level of activation of impacted jurisdictions. It is the responsibility of first responders and hospitals to have policies and procedures for handling radiation surge patients.

· Protection readiness: Contamination assessments, proper personal protective equipment utilization, and decontamination efforts will be essential in protecting coalition partners, staff, and the public.

· Well surges: Fear from the incident will cause a worried well surge to the emergency departments and pharmacies.

· Exposure sources: A medical surge due to radiation may occur from a variety of events, including but not limited to transportation collisions, isotope mishandling, nuclear plant incidents, or man-made attacks.

[bookmark: _Toc116373903]Concept of operations

[bookmark: _Toc116373904]Management of the radiation incident by EMS and the local hospital 

A radiation event may occur from any of the incidents listed in the background section of this plan, however, not all radiation surge incidents may be cause for a medical surge. Prior to activation of surge activities, the following occurs:

· Patient arrival: Patients may present to medical facilities by either of the following: 

· EMS services

· Walk-in  

· Patient presentation: Patients may seek out medical care for:

· Illness or exposure due to a radiation event.

· Injury to a radiation event.

· Illness or injury not related to a radiation event. 

· Triage—EMS: EMS performs triage and stabilization care of patients following normal trauma guidelines:

· Destination: EMS determines the transportation destination of patients based on the chief complaint and local hospital capabilities. 

· Radiation exposures: EMS or incident command on behalf of EMS may contact the state radiological coordinator (SRC), HERC, or local and Tribal health department (LTHD) if there are concerns of radiation exposure.

· Decontamination: 

· Documents are available for local use through the DPH Radiation Protection Section on decontamination and cleaning recommendations.

· Triage—hospitals: 

The local hospital:

· Performs triage and stabilization of walk-in and EMS transported patients. 

· Determines if there is concern for radiation contamination. 

· Decontamination: 

· Hospitals utilize internal decontamination procedures for incoming patients who have been exposed.

· Documents are available for local use through the DPH Radiation Protection Section on decontamination and cleaning recommendations.

· Contacts the SRC, HERC, or LTHD for situational awareness and subject matter expert support. The SRC, HERC, or LTHD:

· Receives a report of a radiation event.

· Conducts normal operations including conducting information sharing with relevant partners.

Note: The SRC may provide subject matter expertise and support as needed. 

· The local hospital determines if:

· They are capable of handling patient needs without causing stress on their resource.

· Patients can be sent to a higher level of care following normal transfer procedures. 

· Surge event: If neither of the above hospital scenarios can be met, a surge event is indicated.

· Request: Request for surge support can be made from hospitals, the SRC, HERCs, or LTHDs. 

· Activation: Surge plans may be activated at the local, regional, or state level.



[bookmark: _Toc116373905]Activation of the regional annex

· When to activate: The regional HERC Radiation annex may be activated prior to or in reaction to the activation of the state plan. 

· Who determines activation: The activation of this annex is determined by the coalition Executive Board in consultation with HERC coordinator and local and state officials when reviewing the regional capabilities in either the response to a local incident or due to an activation in another region. 

· Alert and Notification: 

· The WWHERC Regional Coordinator (or designee) is notified to activate the WWIROC by a jurisdiction of authority. The WWIROC Regional Coordinator may be notified of an event by: 

· Central County Dispatch; 

· Receiving a message directly from a member of the response community, such as emergency management, law enforcement, fire, etc.;  

· Through a hospital/healthcare facility; and/or 

· Becoming aware of an incident from another source (e.g., news media, etc.).    

· An EMResource alert should be posted as soon as possible providing as much known information as possible.  See the sample message to assist with the development of the initial alert message.  

“Enter the known information in regards to the event that is taking place; what is the event (car crash, train wreck, tornado, etc…), enter the number of known casualties, location, what hospital/facility is posting the alert.” The WWIROC is activated, an immediate contact number is 608-751-0698, other phone numbers will be posted as they become available.  

· Refer to the coalition response plan for specific roles and responsibilities for responding to disaster or large-scale events.

[bookmark: _Toc116373906]Activation of the state plan

The Wisconsin DHS EOP Medical Surge Annex is activated when involved organizations have determined that resources and support are needed to respond to a health care surge. 



Definition: A health care surge is determined by either of the following:

· Current and forecasted capabilities (such as bed availability, staffing, and supplies) 

· A hospital’s capacity to safely conduct patient care. 



Activation priorities: 

· Local and regional resources must be utilized prior to the activation of state and federal resources. 

· The HERCs may activate their regional radiation medical surge plans as needed.

· The Radiation Incident Annex of the DHS EOP may be activated along with a response from Wisconsin Emergency Management. 

The annex includes additional information used to support a radiation incident response, including equipment that may be requested for local use, such as:

· High and low range exposure meters

· Radioactive contamination probes

· Portal monitors for detecting contamination on people

· Radiological Isotope Identification Devices (RIID) to identity the type of radiological material

· Dosimetry to determine the dose of radiation received by individuals

· Potassium Iodide (KI), a prophylactic drug which can significantly reduce radiation dose uptakes from specific types of radioactive material in the environment



Pediatric considerations

Pediatric patients should be transferred to one of the following:

· American Family Children’s Hospital (level 1 trauma center) in Madison 

· Children’s Hospital of Wisconsin (level 1 trauma center) in Milwaukee  

· Marshfield Medical Center (level 2 trauma center) in Marshfield for severe traumatic and/or radiation injuries. 

Note: Pediatric patients may need additional follow-up care following a radiation incident as younger persons are more at risk for negative long-term effects of radiation exposure.



[bookmark: _Toc116373907]Communication mechanisms

There are several communication methods used in the notification process of this plan:

· EMResource: EMResource is a tool that health care facilities use to alert and communicate with each other and with their emergency response partners in both an emergency and on a day-to-day basis. The alert is usually initiated by the local facility to alert others of a mass casualty incident. EMResource also allows for polling of facilities to conduct bed capacity counts. Any member of EMResource can register an event, and alerts can be sent to specific facilities, partners in a region, or all state partners. 

· WISCOM: The Wisconsin Interoperable System for Communications (WISCOM) radio system is a statewide wireless radio-frequency network primarily used for emergency communication between facilities.

· Additional radio channels: EMS may use a variety of radio channels to conduct transfer operations on a local or regional basis.

· Phone: Traditional phone use (text, email, or call) is used for communication between organizations involved in the response (such as pediatric trauma center, EMS agency, dispatch center, hospital, local and tribal public health, HERCs).

· Secure fax: Secure fax allows the sharing of medical records between BCD and medical facilities.

· Secure communication platforms: Communication platforms, such as Zoom or Microsoft Teams, allows for communication between any involved organization.

· EMTrack: EMTrack is a tool that facilitates patient tracking in a variety of patient movement situations. It can be initiated during a prehospital encounter or at a health care facility. It can be used for tracking daily EMS transports, mass casualty incident victims, and facility evacuations, and it supports situational awareness, resource allocation, and family reunification.

· eICS: eICS is an electronic incident command system that allows organizations to plan for, respond to, and recover from an incident. The platform allows for streamlined incident management, standardized communication, and automated workflows. 

[bookmark: _Toc116373908]Deactivation and recovery

The deactivation of this annex occurs when the incident de-escalates to a point when hospitals are no longer experiencing or forecasting radiation related medical surge.

· Responsible party: The official deactivation is conducted by OPEHC leadership or incident command with consultation from the SRC, the LTHD, and the HERC.

· After action operations: Upon deactivation, the incident may still continue at what is considered a normal operational level.

· After action review: Following deactivation, a review of the incident is conducted to inform future planning and training needs.

[bookmark: _Toc116373909]HERC roles and responsibilities

Preparedness

· Provide and support regional training and exercises.

· Communicate with hospitals to verify their involvement in the radiation surge response and discuss potential resource needs.

· Provide resources to support the creation of local radiation surge plans (EMS, local public health, hospitals). The state medical surge plan may also serve as a planning resource. 

· Relay information from hospitals and LTHD to OPEHC to update statewide plans.

Response

· Provide support consistent with the response role during any large-scale event, predominantly information sharing amongst membership, facilitation of resource support if any is available, and liaise with state and federal resources, if needed. For example, the HERC will work with the Wisconsin DHS and Wisconsin Emergency Management as needed to determine available local, state, and interstate resources. This includes access to subject matter experts at the local, state, and national levels.

· When the HERC is notified of a radiation event, the member organization experiencing the surge (EMS or local hospital) may notify the HERC of any needs or requests. The HERC will then determine if such needs should be conveyed to the membership through information sharing channels (such as EMResource or eICS) or conveyed to state partners for wider dissemination.

Recovery

· Continue to support information sharing and resource request needs.

· Support mental health needs of first responders and other regional partners involved in the response.

· Provide or participate in after action reviews of the incident and response.

[bookmark: _Toc116373910]Radiation training and resources

Hospitals, EMS, and other first responder agencies should have plans and conduct trainings for the management of mass casualty incidents.

It is recommended that leadership of hospitals, EMS, and first responder agencies review their organization’s need for radiation-specific training. The following course is an educational resource for radiation surge and disaster event: Radiation Emergency Assistance Center/Training Site (REAC/TS).
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INTRODUCTION 
 
The Institutes of Medicine (IOM) define Crisis Standards of Care (CSC) as a substantial 
change in usual healthcare operations and the level of care it is possible to deliver, 
which is made necessary by a pervasive (e.g., pandemic influenza) or catastrophic 
(e.g., earthquake, hurricane) disaster. This change in the level of care delivered is 
justified by specific circumstances and is formally declared by a state government, in 
recognition that crisis operations will be in effect for a sustained period. The formal 
declaration that CSC are in operation enables specific legal/regulatory powers and 
provides some protection for healthcare providers in the necessary tasks of allocating 
and using allocation of scarce medical resources and implementing alternate care 
facility operations.   
 
“The primary aim of CSC planning is not to provide a process to make triage decisions 
such as withholding or reallocating potentially lifesaving resources from one person or 
group to another who might benefit more. The aim is to have processes in place to 
manage resources well enough to avoid those situations.” (Hicks, 2020)  
 
CSC is a forced decision and not a choice. This sole purpose of any CSC guidance is to 
maximize survival for the overall patient population and minimize adverse outcomes.  
 
During crisis, the following circumstances are likely to exist:  
 


▪ Capacity, even that expanded during surge (also referred to as “contingency”), 


will not be sufficient to meet ongoing care demands.  


 
▪ Critical resources are unavailable and must be re-allocated to help as many 


patients as possible. 


 
▪ Staffing levels are critically low, and staff present may be operating outside the 


normal scope of practice.  


 
▪ Diagnostic tools may be inaccessible, leaving treatment decisions to best clinical 


judgment. The decision to employ CSC involves recognizing that conventional 


and contingency standards cannot be maintained to ensure the survival, safety 


and security of the population at large. 
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EXECUTIVE SUMMARY  
 
The Wisconsin Guidance for Implementation of Crisis Standards of Care, Ethical 
Allocation of Scarce Medical Resources and Services for use in public health 
emergencies (declared/undeclared) and disasters presented in this framework provide 
suggested guidance for decision-makers to assist in making operational choices 
concerning resource allocation and prioritization during situations of scarcity that may 
arise during health emergencies.  
 
These guidelines do not present a rigid or formalized series of instructions, but rather a 
set of criteria that can be employed by decision-makers in various circumstances during 
an emergency or disaster that impacts public health, using their best professional 
discretion.  
 
These guidelines align with the application of accepted Crisis Standards of Care that 
may arise during emergencies or disasters.  
 
These Guidelines align with the incident management systems such as the Incident 
Command System (ICS) used by Emergency Management, Public Health, and 
healthcare facilities incident management (HICS) which are compatible with the 
National Incident Management System (NIMS).  
 
The CSC Guidelines were originally drafted in 2012 but have been revised in 2021 to 
incorporate updates and changes reflecting medical resource and service scarcity 
during the COVID-19 pandemic.  
 
Applicability of these Guidelines  
 
The guidelines incorporate the following understandings that help define their scope and 
purpose: 
 


• Emergencies and Scarcity - Emergencies and disasters that impact public 
health give rise to unique challenges that can lead to, and be exacerbated by, 
scarcity of medical resources and services. 


  
• Anticipating Scarcity - The likely conditions during emergencies—including 
conditions of medical resource and service scarcity—may be anticipated even in 
emergency circumstances that arise from sudden, extraordinary, or temporary 
events.  


 
• Duty to Plan and Provide Guidance - Emergency planners have an ethical duty 
to plan for and provide guidance related to the ethical allocation of scarce 
medical resources and services during emergencies or disasters. The duty to 
plan includes consideration how plans and their implementation will impact 
communities that are less resourced and that experience racism and bias.  
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• Crisis Standards of Care - The guidelines apply to serious emergencies or 
disasters that impact public health, not everyday scarcity of medical resources 
and services. Therefore, the guidelines envision allocation decisions being made 
in circumstances where crisis standards of care are anticipated or have been 
implemented. The transition between conventional, contingency, and crisis 
standards of care is rarely well-defined. The need for crisis standards of care can 
shift as new resources become available or get depleted. 


 


PURPOSE 
 
The goal of this Framework is to:  
 


▪ Outline the WI Department of Health Services (DHS) operational response during 


a Crisis Standards of Care situation and  


 
▪ Provide planning guidance and strategies to health care entities (e.g., public 


health agencies, hospitals, health care coalitions, emergency medical services, 


etc.) to manage the transition from conventional to contingency to crisis care 


during a Crisis Standards of Care situation and develop their own allocation of 


scare resources plans. 


SCOPE 
 
The Wisconsin CSC Framework helps define DHS or other associated entity actions 
and roles during any pervasive or catastrophic health event that generates a change in 
standard of care due to scarce resources (e.g., staff, space, supplies). It does not 
supersede or replace the DHS All Hazards Response and Recovery Planning or other 
approved health emergency planning – rather it builds off of that planning. Nor does it 
create new authorities or change existing authorities. CSC plans at the public health, or 
private health care facility level may be needed anytime and anywhere as extensions of 
surge capacity plans to address immediate needs when community resources are 
overwhelmed by a disaster.  
 
Crisis Standard of Care plans involve the support of the State, other levels of 
government, key stakeholders and partners, (Figure 1). The government role is to 
support ongoing, substantial changes in operations and medical care decision-making 
during a prolonged emergency, when insufficient resources are available and when the 
focus of care must shift from the benefit of the individual to the benefit of the community. 
As a part of this response structure, DHS would also rely on the Health Emergency 
Readiness Coalitions (HERCs) to enhance the ability of hospitals and health care 
systems to prepare for, respond to, and recover from these types of events.  
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Figure 1. 


 
 
Crisis standards of care situations requiring state action are extremely rare (e.g., severe 
pandemic) and assumes HERCs, health care facilities and other local agencies have 
developed their own plans. Therefore, the CSC Framework also provides planning 
guidance and strategies for HERCs, health care facilities, Emergency medical Services 
(EMS), and other local agencies to develop their own crisis standards of care plans. 
These strategies provide ethically sound, proactive guidance to provide the best care 
possible when demand for resources far exceed availability.  
 


AUTHORITY 
 
The primary source of State government’s authority to respond to any type of 
emergency or disaster, including those, which threaten public health, is the Wisconsin 
Powers and Duties Related to Emergency Management found in the Wisconsin Statue 
323.10. Wisconsin’s 323 Statutes grant the Secretary of Health broad authority to 
protect, maintain, and improve the health of the public. In this role, the CSC Framework 
may be initiated by the Secretary of Health during a pervasive or catastrophic public 
health event in the State of Wisconsin. DHS will work with the governor’s office to 
determine emergency legal issues that must be addressed in order to facilitate the 
response. Issues including isolation and social distancing, access to resources, and 
liability are just a few examples of areas that may require legal interpretation and 
involvement. If necessary, DHS will work with the Wisconsin Attorney General’s office 



https://www.google.com/url?sa=i&source=images&cd=&ved=2ahUKEwiS7bbdvNLfAhXGoYMKHZXuDAoQjRx6BAgBEAU&url=https://slideplayer.com/slide/3513070/&psig=AOvVaw19WMNIdUGb0m8GCUaQLrEQ&ust=1546634522137622
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and the governor’s office to provide incident-specific guidance. In some cases, 
governor’s emergency orders may be needed to address the specifics of an incident.  
 


PLANNING ASSUPTIONS 
 
1. Initiation of the CSC Framework will occur in stages and will be inclusive of a variety 
of public and private entities.  
 
2. Statewide initiation of CSC will likely occur only during a pervasive or catastrophic 
public health event that overwhelms both local and regional capacity. Initiating CSC is 
NOT a choice, it is a forced decision. 
 
3. Resources are scarce and cannot be obtained by health care facilities in time to 
prevent resource triage.  
 
4. Crisis strategies have been activated by other health care delivery systems and 
consistency is needed across the state so equitable levels of care are offered.  
 
5. Patient transfer is not possible or feasible, at least in the short-term.  
 
6. Access to medical countermeasures (vaccine, medications, antidotes, blood 
products) are limited.  
 
7. Available local, regional, state, federal resource caches (e.g., equipment, supplies, 
and medications) have been distributed, and there is no foreseeable short-term 
resupply of such stock.  
 
8. Adaptive and alternate strategies have been exhausted or are not appropriate.  
 
9. Multiple health care access points within a community or region are impacted 
 


CONTINUM OF CARE BACKGROUND 
 
The goal is to avoid the crisis state through good contingency planning and 
implementation, and to recover from the crisis state as soon as possible.  
Figure 2. (below) illustrates the continuum of care, from conventional care, transitioning 
to contingency care and finally crisis care.  
 


▪ During conventional care, customary routine services are provided with no issues 


(e.g., use of available inpatient beds).  


▪ During contingency care, care provided is functionally equivalent to routine care 


but equipment, medications, and even staff may be used for a different purpose 


or in a different manner than typical daily use (e.g., substituting one antibiotic for 


another that covers the same classification). The demands of most incidents can 


be met with conventional and contingency care.  
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▪ Crisis care falls at the far end of the spectrum when resources are scarce and 


the focus changes from delivering individual patient care to delivering the best 


care for the patient population as a whole. This shift in focus, may require 


adaptations and non-traditional provision of care, which while necessary to 


maximize the number of lives saved during a pervasive or catastrophic public 


health event, increases the risk to the individual patient. A single resource (e.g., 


vaccine) or multiple resources (e.g. critical care beds and staffing) may be 


affected. Notably, emergencies are dynamic and care moves back and forth 


along this continuum during an incident.  


Figure 2. 


 
 
 
For example: a hospital in a crisis after a local emergency can usually transfer patients 
and bring in resources within hours to get back to contingency or conventional status. In 
this example, a State response is not warranted. The activation of a State response is at 
the end of the continuum of care and is only utilized in an extreme prolonged event for a 
statewide response. Indicators and triggers aid decision-makers in recognizing when 
care is moving along this spectrum from conventional to contingency to crisis care and 
can help prompt requests for assistance. For example, if a hospital is providing cot-
based care, this indicates crisis care is occurring and outside support is needed. 


 
 



https://www.nap.edu/read/13351/chapter/2
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ETHICS 
 
Principles for Ethical Decision Making  
 
CSC does not imply a lower standard of care or patient abandonment. To the contrary, 
it assumes plans for palliative or comfort care are in place. CSC strives to preserve 
equity and fairness and is intended to minimize adverse outcomes that would otherwise 
occur due to the crisis situation. CSC ensures that decisions are made in accordance 
with the following ethical principles: 
 


▪ Fairness – processes are equitable for all patients  


▪ Respect – information is shared truthfully and candidly; honors patient’s 


autonomy, dignity and privacy  


▪ Stewardship – preserving the effectiveness and impact of available resources  


▪ Transparency – providing open access to available information and the decision-


making process  


▪ Justice – decisions are made without regard for social positions or relationships  


▪ Proportionality – decisions are proportional to the scope and severity of the 


circumstances  


▪ Accountability – health care workers act responsibly, in accordance with 


professional standards  


RISK PROFILE 
 


Demographic groups such as marginalized populations, immigrants, seniors, children 
and people with disabilities may have different and specialized needs following a 
disaster.  
 
Crisis care strategies should be developed with respect to equity. DHS works with 
ethicists, local public health, emergency management, and HERCs to plan for and with 
these groups on multiple levels.  
 
Pre- and post-incident assessments are recommended to determine the needs of 
affected communities, assist in estimating the number of people who may need 
specialized services, the types of services they may require, and the type and methods 
of public outreach that may be needed to reach them. This may be accomplished as 
part of the state and local CSC planning process.  
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DUTY TO PLAN  
 
Hospitals must develop plans for moving from Conventional to Contingency to Crisis 
Capacity. During a disaster or declared emergency, the goal is to remain in Contingency 
status to the extent possible and avoid moving to CSC.  
 
Strategies for remaining in Contingency Capacity may include:  
 


▪ Canceling elective procedures and surgeries to increase capacity. 


▪ Early discharge or transfer of appropriate patients to home or less acute levels of 


care.  


▪ Transferring less acute patients from medical surgical units to alternate care 


sites, with the assistance of case managers and discharge planners.  


▪ Transferring post-acute and behavioral health patients from acute settings into 


other appropriate settings.  


▪ Expanding critical care capacity into areas such as post-anesthesia care units, 


surgical suites, and outpatient care units.  


▪ Expanding patient care areas to include hallways and private rooms.  


▪ Expediting admissions to move patients from the emergency department to 


patient care units.  


▪ Utilizing EMTALA compliant screening of individuals seeking care, in 


coordination with EMS or other medical direction, to determine the most 


appropriate setting for care including an established alternate care site for less 


acute patients.  


 


CONCEPT OF OPERATIONS 
 
Possible Indicators/Triggers  
 
DHS might consider the following indicators and triggers to activate a Crisis Standards 
of Care response: 
 


▪ Indicators with no associated Trigger (require analysis and decision-making):  


o Disruption of facility or community infrastructure and function (e.g., utility 


or system failure in health care organizations, more than one hospital 


affected in the region, more than five hospitals affected, or critical-access 


hospitals affected in the state);  
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o Failure of hospital “contingency” surge capacity (i.e. resource-sparing 


strategies overwhelmed);  


o Availability of material resources;  


o Availability of space for patient care;  


o Pandemic phase/impact.  


▪ Potential Indicators with associated local Trigger (threshold that ‘triggers’ specific 


action is specified in agency/facility plans):  


o Unable to answer all EMS calls;  


o More than 12 hours of wait time for emergency department visits;  


o Unable to maintain staffing in ICU;  


o Shortage of hospital beds available, no beds available;  


o No ICU beds available in the health care organization; or a disaster 


declaration affects more than one area hospital;  


o Shortage of specific equipment (ventilators) or of medications that have no 


substitute.  


It is important to note that ‘triggers’ are more common at the initial levels of response.  
 
At the State level it will be much more common that indicators are reviewed and 
appropriate actions determined based on the problem and potential solutions.  
 
Threat Assessment  
 
Per the Wisconsin Department of Health All-Hazards Response, DHS may receive 
information that suggests or indicates a potential or actual public health threat or 
business interruption from a variety of sources. In a crisis standards of care situation, 
the indicators will most likely come from hospitals, health care coalitions or other health 
care entities. DHS staff that receive threat warning information must assess and report 
their findings according to the standard operating guidelines for their program or 
division.  
 
Communications  
 
As the state’s lead public health agency, with primary responsibility for policy 
development and technical expertise regarding public health issues, DHS is responsible 
under the Wisconsin Emergency Plan (WERP) for directing and coordinating health-
related communications activities during an incident with public health implications. A 
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crisis standards of care situation will require extensive communication, coordination and 
collaboration among all involved so messaging is clear and consistent statewide.  
 
DHS Office of Preparedness for Emergency Health Care (OPEHC) staff will send 
notifications to appropriate response partners including, HERCs, the Wisconsin Hospital 
Association (WHA), health care organizations, local and tribal health departments, and 
others. Response partners maintain their 24/7 contact information in the DHS 
EMResource system.  
 
Activation 
 
An activation may require the activation of other state agencies and the State 
Emergency Operations Center (SEOC). DHS is the lead agency for health and medical 
response in the SEOC and the DHS Department Operations Center (DOC) would work 
in conjunction with the SEOC.  
 
Depending on circumstances, DHS OPEHC may advise the Secretary of Health to 
activate the State Disaster Medical Advisory Committee (SDMAC) to provide clinical 
considerations and recommendations on scarce resource allocation, triage, and other 
national guidance relevant to the situation. The SDMAC Advisor and DHS Medical 
Director maintain contact with the SEOC and the Secretary of Health for ongoing 
recommendations and serve as liaisons for activated agencies and partners. 
 
On-Going Communication  
 
During a crisis standards of care situation, transparent communication is of the utmost 
importance. Communication between state agencies, local agencies, and HERCs for 
both internal and external communications to stakeholders will be critical. And may 
include:  
 


▪ WISCOM; 


▪ Health Alert Network messages;  


▪ Wisconsin System for Tracking Resources, Alerts and Communications (EMResource);  


▪ Public Information Officer (PIO) advisories and guidance documents;  


Public Information  
 
Under the WERP, DHS is responsible for directing and coordinating health-related 
communications activities during an incident with public health implications. When the 
SEOC is active, public/media communications are coordinated through the State Joint 
Information Center (JIC) via the Lead PIO. The Lead Public Health PIO in the SEOC will 
assume primary responsibility for public health information and messages. When the 
SEOC is not active, but DHS has activated an incident response structure, the DHS PIO 
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will assume lead responsibility for public communication associated with an emergency 
or incident.  
 
Both DHS and the SEOC have hotlines that can be utilized during an incident response. 
The SEOC Information Hotline can be activated when the SEOC is in use or the DHS 
hotline becomes overwhelmed.  
 
In situations where both the DHS and SEOC hotlines are activated, the DHS hotline is 
reserved for public health agencies and health care professionals and the SEOC hotline 
provides information to the public about the incident. 
 
Roles and Responsibilities  
 
A brief outline of key roles and responsibilities related to the activation of the CSC 
Framework is in the table below: 
 


Principle Role Responsibilities 


 


Governor  
 


Oversee response 
and ensure 
coordination 
among relevant 
state agencies 


▪ Approves State disaster declaration 


requests.  


▪ Requests Federal Emergency or 


Disaster Declaration.  


▪ Issues emergency declarations and 


specific emergency orders to 


address incident-specific issues.  


▪ Ultimate authority for State 


response. 


 


Wisconsin 
Department of 
Health Services 
(DHS) 
 


State lead agency 
for health-related 
issues 
 


▪ Facilitate health care resource 


requests to state/inter-state/federal 


partners.  


▪ Request State Disaster or Public 


Health event Declarations and 


governor’s emergency orders as 


required to support response.  


▪ Request CMS 1135 waivers as 


required during response to allow 
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patient billing when usual conditions 


cannot be met.  


▪ Convene the SDMAC to discuss or 


develop incident specific 


medical/resource clinical guidance 


and triage criteria.  


▪ Activate other subject matter 


experts (SMEs) as needed (e.g., 


EMS, Ethics, and Hospitals Surge) 


to help inform specific actions and 


develop outreach strategies.  


▪ Provide clinical 


guidelines/guidance. 


▪ Request specific emergency 


orders/actions by the governor’s 


office.  


▪ Support HERC information 


exchange and policy development. 


▪  Provide treatment and other health 


related guidance for clinicians, local 


and tribal public health, and 


community members based on the 


nature of the event.  


▪ DHS’s PIO will develop DHS 


communications to public and 


providers on the crisis issues. 


 


Wisconsin 
Secretary of Health 


DHS Lead Health 
Official 


▪ When necessary approve 


implementation of CSC Framework 


when necessary during a public 


health event/disaster response.  


▪ Authorizes activation of CSC 


Framework  
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▪ Serve as liaison to the Governor’s 


Office.  


▪ Issues orders as appropriate for the 


event to protect the public’s health 


Medical Director Guides DHS 
emergency 
preparedness and 
response efforts 


▪ Coordinates DHS response; may 


be given authority by the 


commissioner to activate CSC 


Framework components.  


▪ Key liaison to HERCs in the State 


Infectious and 
Disease, 
Epidemiology, DHS 


Epidemiology and 
Infectious Disease 
Control expertise 


▪ Develop impact assessment, 


provide infection control 


information, develop public health 


population-based intervention 


recommendations based on expert 


input and Centers for Disease 


Control (CDC) guidance. 


 
 


Wisconsin 
Department of 
Military Affairs – 
Wisconsin 
Emergency 
Management,  
 
Or 
 
State Emergency 
Operations Center 
(SEOC)  
 


State lead for 
incident 
coordination 


▪ State level coordination of overall 


disaster response/recovery.  


▪ Serve as point of contact for 


resource requests.  


▪ Request State declaration of 


emergency.  


▪ Recommend and request a Federal 


Disaster Declaration to governor. 


 


Health Emergency 
Readiness 
Coalitions (HERCs) 


Lead for regional 
coordination of 
planning and 
response to health 
care emergencies 


▪ Coordinate overall regional 


emergency response and recovery 


▪ Facilitate communication, 


information and resource sharing 


▪ Maximize how existing resources 


are used and obtain needed items 


▪ Support the Regional Medical 


Coordinating Centers (RMCC) 
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▪ Support community medical surge 


capacity and capabilities 


EMS Regulatory 
Board (EMSRB)  
 


State lead agency 
for EMS disaster 
issues 


▪ Support hospitals by regional and 


state-level coordination of EMS 


surge capacity implementation.  


▪ Carry out duties and responsibilities 


assigned by the Governor’s 


Executive Order  


▪ Deploy ambulance teams, mass 


casualty incident buses, additional 


ground or air ambulances from 


regions as requested by local EMS 


agencies through the State Duty 


Officer or SEOC.  


▪ Request inter-state (EMAC) or 


federal (i.e. Federal Ambulance 


Contract) resources via HSEM.  


▪ Communicate suspension of 


selected regulatory statutes/rules to 


facilitate crisis care activities during 


declared disaster.  


▪ Provide support to regional health 


care coalition/response through 


regional EMS system program 


personnel.  


▪ Support local EMS medical 


directors by providing guidance on 


patient care guidelines and the 


Medical Director Standing Advisory 


Committee. 


State Disaster 
Medical Advisory 
Committee 
(SDMAC) 


Subject Matter 
Experts 
 


▪ Provide ethical clinical, operational 


and policy expertise to WI 


Secretary of Health during a 


pervasive or catastrophic public 


health event.  
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▪ Develop ethical crisis care 


strategies for health care providers 


prior to and during a response 


requiring scarce resource 


allocation.  


▪ Assist with disseminating 


information regarding altered 


standards of care. 


 


County Public 
Health 
Departments 


Lead agency for 
public health 
events at local 
level 
 
Determine 
jurisdictional public 
health activities 
and interventions 
and coordinate 
efforts with HERC 
partners.  


▪ Support hospitals and EMS (local 


lead for pandemic/epidemic 


situations).  


▪ Provide health-related community 


communications during disasters.  


▪ Support alternate care sites as 


appropriate.  


▪ Support/coordinate local hotlines.  


▪ Communicate health alerts and 


other information to partner 


agencies.  


▪ Provide/coordinate community-


based interventions (e.g., 


prophylaxis or vaccination). 


 


Local and Tribal 
Public Health  
 
 
 
 
 
 
 
 
 
 


Lead agency for 
public health 
events at local 
level 
 
 
 
 
 
 
 


▪ Supporting agency to hospitals and 


EMS (local lead agency for 


pandemic/epidemic situations). 


▪ Provide health-related community 


communications during disasters. 


▪ Supports alternate care sites as 


appropriate.  


▪ Supports/coordinates local hotlines.  
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 Determine 
jurisdictional public 
health activities 
and interventions 
and coordinate 
efforts with HERC 
partners 
 
Tribal lead for 
incident support  


▪ Communicates health alerts and 


other information to partner 


agencies.  


▪ Provides community-based 


interventions (e.g., prophylaxis or 


vaccination). 


▪ Request a State or Federal 


Presidential Disaster Declaration as 


required.  


▪ Tribal level coordination of overall 


disaster response and recovery.  


▪ Tribal coordination and utilization of 


tribal communications, EMS, and 


tribal first responder resources and 


tribal public health.  


▪ Coordinate with Great Lakes Inter-


Tribal Council  


Regional EMS 
Programs 


Regional 
Coordination EMS 
response 


▪ Assist in coordination of EMS 


resources and emergency 


management in collaboration with 


the State, Regional or Local 


Emergency Operations Centers.  


▪ May provide or develop regional 


procedures for EMS disaster 


response 


 


Local Emergency 
Management  
 


Local lead for 
incident support 
 


▪ Request resources locally and 


through SEOC.  


▪ Facilitate local declarations of 


emergency.  


▪ Facilitate suspension of 


ordinances/rules as required to 


support response.  
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▪ Provide incident 


information/common operating 


picture to local and State agencies. 


 


Local EMS 
Agencies 


Emergency 
response and 
patient transport 


▪ Coordinate patient destination 


hospitals to the degree possible to 


avoid overloading a single facility.  


▪ Develop policies for crisis care 


situations.  


▪ Interface with local hospitals and 


regional health care coalition to 


share information/status.  


▪ Adjust response and transport 


guidelines to reflect the situation at 


the hospital (e.g. if all hospitals 


overwhelmed may recommend self-


transport to clinic for non-emergent 


problems). 


 


Medical Response 
Unit/First 
Responders 


First response ▪ Frequently the first personnel on 


scene to assess and report on the 


situation, provide initial triage and 


help determine what additional 


resources may be needed.  


▪ Support and assist arriving 


ambulance personnel on scene. 


 


 
Health Care 
Facilities 


 
Acute patient care 


 
▪ Implement surge plans including 


crisis care plans.  


▪ Implement facility or regional 


triage/treatment plans as required.  


▪ Coordinate information and 


resource management with other 
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facilities in the region via their 


regional HERC.  


▪ Consider alternate care sites (ACS) 


to maintain appropriate level of 


medical care 


 


Public Safety 
Answering Point  


9-1-1 Dispatch 
Center Support 
Agency 


▪ Answers 9-1-1 calls.  


▪ Provides emergency medical 


dispatch support (if equipped, may 


transfer to secondary center).  


▪ Determines appropriate response 


based on 


situation/algorithms/SOPs.  


▪ Provides communication point for 


incident responders.  


 May assign radio talk groups during an 
incident. 


Wisconsin Hospital 
Association (WHA) 
 
Rural Wisconsin 
Health Cooperative 
(WRHC) 
 
Wisconsin 
Association of 
Local Health 
Departments and 
Boards 
(WALHDAB) 


Health care facility 
communication & 
regulations 


Assist DHS in communicating 


pertinent information with hospitals 


and public health care facilities 


across the state. 
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Management of Scarce Resources  
During a pervasive or catastrophic public health event, DHS will suggest reliance on the 
core strategies of crisis care when altering the standard of care is required. They are:  
 


▪ Prepare: Pre-event actions taken to minimize resource scarcity.  


▪ Substitute: Use essentially equivalent device, drug, or personnel for one that 


would usually be available.  


▪ Adapt: Use device, drug, or personnel that are not equivalent but that will provide 


sufficient care.  


▪ Conserve: Use less of a resource by lowering dosage or changing utilization 


practices.  


▪ Re-use: Re-use (after appropriate disinfection/sterilization) items that would 


normally be single-use items.  


▪ Re-allocate: Restrict or prioritize use of resources to those patients with a better 


prognosis or greater need. 


DHS will disseminate Patient Care Strategies (PCS) as suggested by the SDMAC in the 
event the State enacts Crisis Standards of Care. In doing so, affording as many 
protections to medical and other health professionals and a basis for the ethical 
allocation of scarce resources. 
 
These strategies, created by the SDMAC, are ethically grounded and approved 
strategies that if followed, provide legal protections to medical providers. Additionally, 
this would apply to any other material, protocols, strategies, etc. the SDMAC may 
recommend during the incident.  
 
It is the responsibility of health care facilities, EMS agencies, and other entities to 
include crisis care strategies, including optimization of surge capacity, triage and 
resource allocation, in their respective emergency operations plans (EOP). DHS 
recommends incorporating the Patient Care Strategies for Scarce Resource Situations 
directly into these plans. Stipulating strategies for health care providers to utilize in 
these situations will minimalize their role in difficult triage decisions and preserve mental 
wellbeing. 
 
Behavioral Health Considerations 
In a Crisis Standards of Care situation, loss and trauma will directly affect many people 
and will impact nearly all activities of daily living. In a situation where, usual care cannot 
be offered, providers, patients, and families alike may be severely burdened emotionally 
by the knowledge that more could have been done. Feelings of helplessness are strong 
contributors to development of post-disaster mental health issues.  
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DHS may wish to include agency efforts on providing behavioral health support to 
incident command and responders, facilitate mental/behavioral support services at 
health care facilities, and support community resilience through messaging and 
technical assistance.  
 
Demobilization and Recovery  
Proportionality dictates that the actions taken in response to a crisis be only those 
required to address the shortfall, that is, restrictions on access should not be more than 
necessary. Many events will be dynamic and move back-and-forth between 
conventional and crisis.  
 
For example, an EMS agency may be able to provide conventional services at night 
during a pandemic, but resort to crisis strategies during peak daytime hours. Therefore, 
demobilization of assets may be possible without actually entering the recovery phase 
(e.g. waves of a pandemic).  
 
DHS’s role is to assure consistency of response to the degree possible and monitor for 
opportunities to demobilize resources when it is clear that it is safe to do so. Suspended 
regulations and emergency orders should not end prematurely, but should be scaled 
back as it is possible to do so.  
 
Recovery planning should start early in the event. DHS will task individuals to a 
recovery workgroup after an activation of CSC Framework strategies in order to address 
the demands of reconstituting the health care system, repairing trust as needed, 
encouraging resilience in the community, tracking return of resources and expenses, 
and identifying ways the community can “build back better” after the crisis.  
 
The worse the crisis situation and the more difficult the choices involved, the more 
prolonged and deep the effects on the community are likely to be. Returning to normal 
may not be an option, and illustrating a path to a “new normal” will be an important step 
in recovery, which DHS will facilitate as it relates to health and medical activities. Formal 
after-action analysis and corrective action planning is critical to improving future 
responses and will be conducted by participating agencies and by DHS. 
 
Plan Maintenance and Review  
The maintenance of this Framework is the responsibility of DHS. The Framework will be 
reviewed by DHS on a bi-annual basis.  
 
The Framework will also be subject to modification following an exercise, response, or 
other evaluation as needed. Any substantive changes to the Framework will be 
reviewed and approved by the DHS, SDMAC and additional SMEs within DHS as 
appropriate.  
 
Changes may also be made to this Framework due to information received from state, 
federal, or other partners. DHS will track and document substantive changes to this 
Framework. Training and exercises with an emphasis placed on the coordination 
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components within this Framework will be conducted on an ongoing basis as per the 
DHS training and exercise schedule with internal and external partners. 


 
APPENDIX 
 
Supplement Incident Specific State Emergency Plans To Be Added At A Later Date 





		Duty to Plan: Health Care, Crisis Standards of Care, and Novel Coronavirus SARS-CoV-2 By John L. Hick, Dan Hanfling, Matthew K. Wynia, and Andrew T. Pavia
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Annex 8 – PUBLIC INFORMATION OFFICER CHECKLIST

The following checklist should be considered as the minimum requirements for the position.  Note that some of the tasks are one-time actions; others are ongoing or repetitive for the duration of the incident.

TASK

___	1.	Obtain briefing from Incident Commander (I.C.):

· Determine current incident status.

· Identify current organization.

· Determine current media presence.

· Determine time and location of Press Briefing.

___	2.	Participate in Incident Command Officer’s briefing:

· Determine constraints on information process.

· Determine pre-existing agreements for information centers, Joint Information Centers (JIC’s), etc.

___	3.	Assess need for special alert and warning efforts, not limited to, but

		including hearing impaired, non-English speaking populations and

		industries especially at risk for a specific hazard or which may need

		advance notice in order to shut down processes.

___	4.	Coordinate the development of door-to-door protective action

		statements with Operations.

___	5.	Prepare initial information statement as soon as possible after

		activation. If no other information is available, consider the following

 		statement:

We are aware that an [accident/incident] involving [type of incident] occurred at approximately [time], in the vicinity of [general location]. [Agency personnel] are responding, and we will have additional information, as we are able to confirm it. We will hold a briefing at [location], and will notify the press at least ½ hour prior to the briefing. At this time, this briefing is the only place where officials authorized to speak about the incident and confirmed information will be available. Thank you for your assistance. 
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___	6.	Arrange for the necessary workspace, materials, phones and staff.

		Consider assigning Assistant Public Information Officers to:

· Joint Information Center (JIC)

· Field (scene) Information

· Internal Information



___	7.	Establish contact with local and national media, as appropriate.

___	8.	Establish location of Information Center for media away from C.P.

___	9.	Establish schedule for news briefings.

___	10.	Coordinate, with Logistics, the activation and staffing of message

		center “rumor control” lines to receive requests and answer

		questions from the public. Provide statement to the operators.

___	11.	Obtain current incident status reports from Planning Section; 

		coordinate a schedule for any updates.

___	12.	Observe constraints on release of information imposed by I.C.

		and according to agency guidance.

___	13.	Obtain approval for information release from I.C.:

· Confirm details to ensure no conflicting information is released

· Identify site and time for news briefings, and confirm participation

by other Incident Management Team (I.M.T.) members.

___	14.	Release news to media, and post information in C.P. and other

		appropriate locations.

___	15.	Record all interviews and copy all news releases:

· Contact media to correct erroneous or misleading information being

provided to the public via the media.
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___	16.	Update off-incident personnel on regular basis:

· Utilize e-mail for agency updates.

· Establish phone line in C.P. dedicated to internal communications

to update agency personnel.

· Provide standard statement which can be given to general requests

for information.

___	17.	Coordinate information releases with information staff from other

		impacted agencies and jurisdictions.

· Ensure that information provided to public is consistent across

jurisdictional boundaries, when appropriate.

___	18.	Attend Planning Meetings:

Sample Planning Meeting Agenda

Agenda Item					Responsible Party

1. Situation briefing/resource status			Planning/OP’s Section Chiefs

2. Discuss Safety issues					Safety Officer

3. Set/Confirm incident objectives			Incident Commander

4. Plot control lines & division boundaries		OP’s Section Chief

5. Specify tactics for each Division/Group		OP’s Section Chief

6. Specify resources needed for each 			Planning/Op’s Section Chief

Division/Group.

7. Specify facilities and reporting location		Planning/Op’s/Log. Section Chief’s

8. Develop resource order				Logistics Section Chief

9. Communications/medical/transportation plans	Logistics/Planning Section Chief’s

10. Provide financial update				Finance/Admin Section Chief’s

11. Discuss interagency liaison issues			Liaison Officer

12. Discuss information issues				Public Information Officer

13. Finalize/approve/implement plan			Incident Commander/ALL

___	19.	Respond to special requests for information.

___	20.	Copy all news releases, bulletins and summaries to Documentation unit to be

		included in the final incident package.

___	21.	Confirm process of information release concerning incident related injuries or

deaths.

___	22.	Document all activity on Unit Log (ICS Form 214).			04/01/18
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