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HOSPITAL / NURSING FACILITY EVACUATION ANNEX
To activate this plan:

· NOTIFY HOSPITAL OPERATOR (Dial “4-911”)

· State:  “This is a CODE HICS / CODE GREEN ALERT”

· DESCRIBE LOCATION, SITUATION and 


SPECIFIC ASSISTANCE NEEDED
Quick Reference:
White Pages:

General Evacuation Information

Pink Pages:


Emergency Implementation Guides
Orange Pages:

Evacuation-specific Job Action Sheets

Blue Pages:


Evacuation-specific Forms
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1 Introduction
Empire County Community Health System (ECCHS) will follow an established policy and procedure to be prepared for a relocation of patients within or evacuation from the facility.  The procedure will serve as a resource to facility employees in order to provide continuity of patient care, effective and efficient allocation of resources, timely movement of patients and equipment, and accountability for patients, staff, and equipment throughout the process.  Additionally, the procedure will address site management during a period of absence, and recovery procedures to restore services once an environment of care can be re-established.
1.1 Mission

The mission of this annex is to set forth policy, procedures, and guidelines for mitigation of, preparedness for, response to, and recovery from the relocation or evacuation of patients from Empire County Community Health System (ECCHS).  The annex will incorporate all aspects of evacuation, ranging from relocating patients to an adjoining smoke compartment to total evacuation of the campus.

1.2 Scope
This policy applies to all leadership and staff of Empire County Community Health System.

1.3 Communication and Responsibility

The Emergency Management Program, in conjunction with Safety and the Security, shall be responsible for the administration and maintenance of this policy.
This policy and procedure will be available electronically on the ECCHS portal.  In addition, paper copies of this policy and procedure will be distributed to Administration, Nursing Office, Emergency Department, the HCC Command Cabinet and the Safety Office.
1.4 Description of Risk

ECCHS is inherently designed to be a safe facility, intended to shelter its occupants from external harm.  However, an incident or situation may arise, either internally or externally, that may create a hazard to the occupants.  Such a hazard may range from an impediment to clinical service delivery, such as a disruption in the environment of care, to a life safety threat, such as a fire.  The general consideration is that sheltering-in-place is preferable to leaving the facility, provided that sheltering can be accomplished without placing persons at greater or unacceptable risk.  When a determination has been reached that sheltering-in-place does not sufficiently reduce the risk of hazard, evacuation becomes the alternative of choice.

1.5 Hazard Vulnerability Analysis

	Probability
	Internal Impact
	External Impact
	Level of Preparedness
	Vulnerability Score

	
	Life Safety
	Environment of Care
	Staffing
	Physical Plant
	Business/ Economic
	Patient Influx
	External Logistics
	Internal
	External
	

	0.2
	9.5
	9.5
	9.5
	3.5
	9.5
	0
	9.5
	0.7
	0.5
	10.44


1.6 Risk Areas

Risk areas range from a single unit up to, and including, the entire facility or campus.

1.7 Lead Department

During evacuation planning, exercising, or any evacuation, the Emergency Management Department will be the lead department providing subject matter expertise in support of the Hospital Incident Commander/Unified Command.

1.8 Annex Maintenance

Responsibility for maintenance of this document, as well as any associated operational contracts, agreements, and memoranda of understanding, is assigned to the Emergency Management Team.  ECCHS administration shall approve all revisions and changes prior to implementation.
A process for revising the HE Annex that is based on lessons learned from exercises/drills/actual activations and changes in best practices related to managing shelter-in-place or evacuation incidents.   This annex is organized as an addendum to the overall hospital Comprehensive Emergency Management Plan (CEMP) manual, and should be contained within the same volume or set of volumes as the CEMP document
Maintenance of key items, including (but not limited to) contact information and telephone numbers, shall be carried out on an ongoing basis by the Emergency Management Team.  The Annex Maintenance Matrix (Attachment 1) shall be prepared each time the Annex is updated.
All aspects of this plan annex shall be reviewed annually.  In addition, the annex shall be updated based on 
1.9 Revisions

It is the responsibility of the Emergency Management Program and the Environment of Care Committee to review this policy and initiate revisions when necessary.  It shall be reviewed no less than every year and submitted to the Emergency Management Team for approval and publication.

2 Definitions

2.1.1 Evacuation

Movement of patients from within a medical facility or campus to a holding area or safe alternate location in another medical facility.

2.1.2 Evacuation Group

An Evacuation Group consists of all resources assembled to perform the evacuation function on a specific floor or area.  For example, the “Third Floor Evacuation Group” is established to perform the evacuation of the Third Floor.  An evacuation group consists of a group supervisor, the horizontal and vertical movement teams assigned to evacuate the specific floor, and any patient holding area established for that floor.  The evacuation group supervisor reports to the Evacuation Branch Director.
2.1.3 Evacuation Operations Center (EvOC)

An Evacuation Operations Center (EvOC) is the coordination and control center for evacuation activities.  It is established by the Evacuation Branch Director at the nearest practical location to the unit/area being evacuated.  It should be set up in an area that is physically safe from immediate threats, and that has communication capability with the Hospital Command Center (HCC).  This may commonly be at the Nurses’ Station nearest to the impacted area.

If more than one area is impacted, the most centrally located Nurses’ Station will be designated.  If multiple floors are involved, an Evacuation Group will be established on each floor, and the Evacuation Branch Director will establish the EvOC at a strategically placed location best-suited to coordinate evacuation activities with each floor’s Evacuation Group Supervisor.

The EvOC will be staffed by the Evacuation Branch Director, the Transportation Unit Leader, the Unit Leaders or liaisons for the affected units, a Security staff member, and a minimum of two aides for support and documentation.  When Fire Department and/or EMS units arrive, an officer from each agency should be assigned to the EvOC as a liaison and communicator, and the EvOC should shift to a “unified command” mode for the affected area.
2.1.4 Unit Evacuation Kit (“GO Kit”)
A Unit Evacuation Kit (“GO Kit”) is a sealed container with equipment and supplies necessary to support an immediate evacuation of the clinical units, maintained at the Safety Office.  GO Kits are part of the routine equipment checked during evacuation drills, and are maintained by the Safety Department.  GO Kits contain the following items, in quantities corresponding to the patient capacity:
· Identification vests for the Unit Leader, Patient Holding Area Leader, and Evacuation Team members
· Checklist of essential items for evacuation
· Re-sealable Tyvek envelope pouches for patient records and medications (“GO Pouch”)
· Rolls of colored surveyors’ tape (a highly-visible, embossed non-adhesive plastic film ribbon, one inch wide and four Mil thick, that is easy to tear and tie, used for designating patient mobility levels) in both solid and striped fluorescent green, yellow, red, and blue colors
· Stickers and labels for patient categorization
· One-gallon clear re-sealable re-closable zipper plastic bags for medication packaging
· Pre-printed unit identification labels
· Chemical light-sticks for supplemental lighting during a power failure
· Fluorescent green plastic “Evacuated” door hanger cards
· Duct tape
· Patient tracking forms (Patient Evacuation Critical Information and Tracking Form) and clipboards
· e-FINDS wristbands and paper Bar Codes Log; scanners
· Pencils
· China markers
· Large soft children’s chalk
· Fine point indelible markers
· Unit Leader clipboards with Job Action Sheets.
2.1.5 Movement Team (Horizontal and Vertical)

A movement team consists of all resources assembled to actually move patients from place to place during an evacuation.  Horizontal movement teams will move patients from a unit to a designated patient holding area on the affected floor, or to a stairway or elevator lobby on the floor.  The role of horizontal movement teams is typically less physically taxing, as it does not include lifting and carrying patients on stairs.  Typical team assignments consist of staff from the affected and adjoining units.  Each team should have a team leader assigned, who reports to the Evacuation Group Supervisor or Evacuation Branch Director, as assigned.  Teams will consist of two to five people, depending on staff availability and patient mobility level.  Teams are identified numerically in order of establishment.  The team will be assigned to move a specific patient, and remain with the patient until care is handed off to staff in the holding area or to a movement team.

Vertical movement teams will move patients from a patient holding area on the affected floor, or a stairway or elevator lobby on the floor, to a patient loading area on the ground floor.  The role of vertical movement teams is typically physically taxing, as it likely involves lifting and carrying patients on stairs.  Typical team assignments consist of staff from Engineering and Housekeeping Departments, supported by public safety responders (e.g., firefighters and EMS personnel) as conditions warrant.  Each team should have a team leader assigned, who reports to the Evacuation Group Supervisor or Evacuation Branch Director, as assigned.  Teams will consist of two to five people, depending on staff availability and elevator availability.  Teams are identified numerically in order of establishment.  The team will be assigned to move a specific patient, and remain with the patient until care is handed off to staff in the designated patient loading area.

2.1.6 Patient Holding Area

A designated temporary location where patients are moved to during a relocation/ evacuation.  Patient care is maintained as needed, while a determination is made as to their onward destination.  Depending on circumstances, there may be multiple patient holding areas established.  In an emergent full-facility evacuation, open or more patient holding area(s) may be established at a nearby hospital building, school, or other alternate care facility until patients can be properly moved off-site.  Each Patient Holding Area shall be provided with one or more Surge Area Supply Carts, which will provide basic materials necessary for ongoing care in the Holding Area.  Patient holding areas are supervised under the direction of the Evacuation Branch.
2.1.7 Patient Loading Area

A designated temporary location where patients are staged for embarkation onto vehicles departing the facility.  Typically, separate patient loading areas will be established for discharge, ambulatory, wheelchair, and non-ambulatory patients.  Each loading area will be staffed as needed to provide continuity of care and patient tracking coordination.

2.1.8 Physician Assessment Strike Team (PHAST)

A PHAST is a team of physicians who are assigned to provide expedited clinical decision-making and decision support in the event of an evacuation.  Depending on the number of strike team staff available, the team members may visit the units, provide telephone consultation, or use other alternatives to recommend immediate discharge or transport decisions.  At a minimum, the PHAST should include a senior hospitalist “on service,” who shall serve as the team leader and will assemble the necessary team members.

2.1.9 Receiving Medical Facility

A medical facility receiving patients, which are evacuated from a Transferring Medical Facility.

2.1.10 Relocation

Movement of patients within a medical facility or campus from their threatened place of origin to a holding area or safe alternate location.

2.1.11 Transferring Medical Facility

A medical facility being evacuated, which must transfer its patients.  May also be referred to as the Originating Medical Facility.

2.1.12 Unified Command

In the Incident Command System (ICS), Unified Command is a unified team effort which allows all agencies with responsibility for the incident, either geographical or functional, to manage an incident by establishing a common set of incident objectives and strategies.  This is accomplished without losing or abdicating agency authority, responsibility, or accountability.  In the hospital emergency setting, HICS leadership will work in a unified command environment with leadership of public safety response agencies (i.e., fire, EMS, police) to manage an incident or evacuation.

3 Types of Evacuation

3.1.1 Emergent Evacuation

Imminent circumstances making immediate evacuation essential (e.g., an uncontrolled fire, physical plant, security, or environmental emergency).  Any delay in evacuation is potentially life-threatening.  All alternatives to evacuation have been considered and are not acceptable to Unified Command.  Public safety resources will play a significant role in initial evacuation activities.

3.1.2 Urgent Evacuation

Impending circumstances that potentially render the environment of care unsafe or inhospitable, or that may adversely impact the provision of patient care or ancillary services, where evacuation must commence within four hours in order to maintain a suitable environment to allow a unit/department to fulfill its mission (e.g., a physical plant, environmental, or mission-critical system problem that is not correctable within a short time frame).  Alternatives to evacuation are being executed to obtain more time to effect an orderly evacuation process.

3.1.3 Planned Evacuation

Circumstances are anticipated that require relocation of patient care or ancillary service activities within not less than 48 hours, or where ample time exists to inform patients and staff, plan activities, mobilize resources, and control the relocation without extraordinary measures (e.g., a planned alteration in physical plant, environmental, or staffing conditions).  This type of evacuation normally will be anticipated several hours to days in advance and will not require extensive public safety resources.  Time criteria will allow non-mutual aid ambulance resources to provide required transport of patients between temporary locations or other facilities and the hospital.

4 Community/Regional Healthcare Facility Evacuation
4.1 Community Risk

Empire County is a rural area with wooded areas and small locales of population.  Historically, we are subject to severe weather periodically and seasonally (i.e. winter storms, tornadoes, intense rain storms).  These seasonal storms may result in flooding, ice buildup causing utility outages and snow/ice that makes travelling hazardous. The HOSPITAL has the only Emergency Department in the county and thus action would be taken to sustain operation if at all possible.  If needed, orders may be given for the near-simultaneous evacuation of the remaining facilities in the region (including, but not limited to, two long term care facilities and one adult care facility).
4.2 Evacuation Differences
There are a number of distinctions between a single facility evacuation (e.g., due to a site-specific problem, such as fire or utility failure) and a multiple healthcare facility evacuation due to a community or regional threat (e.g., hurricane; wildfire).  These distinctions include, but are not limited to:

4.2.1 Competition for scarce resources, such as transportation vehicles and destination beds
4.2.2 Need for central coordination of transportation assets, timing, and destination locations to ensure that appropriate prioritization is carried out.  This will be accomplished through contact with Office of Emergency Services in Empire County.

4.2.3 The HOSPITAL works with the Empire County Department of Health, the WNY Regional Resource Center for Emergency Preparedness and Disaster Planning, and the WNY Regional Preparedness Council of hospitals, particularly the Northern Subregion hospitals, for evacuation planning. 

4.3 Multi-Agency Evacuation Coordination

4.3.1
Prioritization and management of resources in a multi-facility event is coordinated by the Empire County Office of Emergency Management. Facilities would be expected to notify the Office of Emergency Management when their situation could potentially or would require evacuation.
4.3.2 Emergency Management would work with the county Emergency Medical Services coordinator to allocate transportation and facilitate regional bed and transportation asset allocation and coordination during a regional healthcare facility evacuation.
4.3.3
Local legal authorities must be considered. An event resulting in widespread distress and requests for transportation resources presents a challenge best addressed through a Unified Incident Command at a county or regional level.

4.3.4
There may be a lag in the time before the OEM can respond during which the facility must be self-sufficient.
4.4 Authority Having Jurisdiction (AHJ) and Evacuation Coordination
4.4.1
For the purposes of this document, the term “Authority Having Jurisdiction (AHJ)” refers to the organization, office, or individual having the statutory authority for recommending or ordering the evacuation of regional healthcare facilities and responsible for coordinating the associated resources and patient tracking activities. Under Article 2B authority could be granted by the chief executive of the county (county executive, chair of the board, chair of the legislature) to the Emergency Manager. 

4.4.2 During a community or regional event requiring evacuation, ECCHS takes direction from the County Office of Emergency Management (OEM).  When the OEM determines that sufficient threat potential exists, s/he may wish to evacuate the facilities in the immediate area.  

4.4.3 The OEM may participate in a Unified Command to manage the multi-facility evacuation process. When such conditions exist, the OEM/ Unified Command will have affected hospitals, nursing homes, and adult care facilities in the threat area prepare to evacuate. The OEM/ Unified Command assumes responsibility for coordination of the facility evacuation process among all of the County’s healthcare domains.  The OEM/ Unified Command will determine the recommendations to follow, coordinate transportation asset allocation with regional transportation providers, and determine the evacuation sequence based on the location and proximity of threat.

4.4.4 When returning from a multi-facility evacuation, repatriation and the return process will take additional time as shared resources are employed.  The AHJ’s role, is to facilitate the expeditious return process until each site can be secured and re is to facilitate the expeditious return process until each site can be secured and re-occupied.
5 Patient Mobility Levels /
Transportation assistance levels (TAL)
5.1 Mobility Levels

For the purposes of evacuation, patients shall be categorized into one of three mobility levels.  This categorization is documented at the unit level whenever a Code HICS activation requires submission of status reports (STATREPs), and the data is aggregated by the Planning Section.  A patient’s mobility level determines the number of staff needed to move the patient, the type of movement device required, the loading area they are relocated to (for a facility evacuation), the type of transportation asset required for evacuation, and the destination facility they are transported to.  The following mobility levels shall be used:

5.1.1 Ambulatory

Ambulatory patients are those who are able to walk the distance from their in-patient location to the designated loading area without physical assistance, and without any likelihood of resulting harm or impairment.  These patients will be identified with fluorescent green surveyor’s tape when triaged for evacuation.  Ambulatory patients shall always be escorted by staff members, but may be moved in groups led by a single non-clinical staff member.  The optimum staff-to-patient ratio is 1:5.  They can be transported as a larger group in a passenger vehicle (e.g., bus, transport van, or private auto) with a single staff member or clinical provider (e.g., EMT or paramedic) accompanying them.

5.1.2 Wheelchair

Wheelchair patients are those who are alert but unable to walk due to physical or medical condition.  They are clinically stable, without any likelihood of resulting harm or impairment from wheelchair transport or prolonged periods of sitting, and do not require attached medical equipment or medical gas other than oxygen or a maintenance intravenous infusion during their relocation or evacuation.  These patients will be identified with fluorescent yellow surveyor’s tape when triaged for evacuation.  They can be safely managed by a single non-clinical staff member.  They may be transported as a group in a wheelchair-appropriate vehicle (e.g., medical transport van or ambulette) with a single staff member or clinical provider (e.g., EMT or paramedic) accompanying them.

5.1.3 Non-ambulatory

Non-ambulatory patients are those who require transport by hospital bed, gurney, or stretcher.  For emergency movement down stairs, they may be transferred to stretchers, backboards, basket litters, or other appropriate devices, or rescue-dragged on their mattresses.  These patients will be identified with fluorescent red surveyor’s tape when triaged for evacuation.  These patients are clinically unable to be moved in a seated position, and may require equipment ranging from oxygen to mechanical ventilators, cardiac monitors, or other biomedical devices to accompany them during movement.  They require clinical observation ranging from intermittent to 1:1 nursing.  These patients require a minimum of two staff members (one clinical, one non-clinical) for movement, with additional staff as needed to manage life support equipment.  Non-ambulatory patients require an ambulance or specialized vehicle (e.g., helicopter medevac) for transport, and must be accompanied by a clinical provider appropriate to their condition (e.g., EMT, paramedic, clinical staff member).  Non-ambulatory patients may be grouped into five sub-categories for evacuation:

Lowest acuity:  Patients who are clinically stable, but must remain in a recumbent position.  Examples include patients with altered mental status, physical impairment, or neurological or orthopedic conditions precluding them from wheelchair transport.
Moderate acuity: Patients who are hemodynamically stable, but at increased risk of deterioration.  Examples include post-operative patients, or those who require biomedical equipment to accompany them.
Critical care:  Patients who are hemodynamically unstable, require invasive monitoring or other life support equipment, and are at greatest risk of harm during evacuation.  Shelter-in-place should always be considered as the best option for this group.  Any movement should be as a last resort, when the risk of remaining outweighs the risk of evacuation.
Interrupted procedure:  Patients who were in the midst of an operative or other invasive procedure which was interrupted to effect an emergency evacuation.  In addition to their critical care status, these patients may need immediate relocation to a suitable operating suite for procedure continuation or other measures. 

Arm carry:  Neonatal, infant, or child patients who are hemodynamically stable, do not require life support equipment, and can be safely arm-carried without adverse health effect by a staff member or parent/legal guardian.
5.1.4 Designating Behavioral Health Patients

Regardless of their primary (significant) diagnosis, behavioral health patients shall be identified with fluorescent blue surveyor’s tape in addition to their mobility level color (as above) when triaged for evacuation.  The behavioral health designation will signify appropriate clinical cohorting, psychological support, and destination selection for these patients.

5.1.5 Designating Patients to be Discharged

For patients being discharged, the mobility level surveyors’ tape used shall be the appropriate mobility color, with white stripes.  All other patients (not being discharged) will be designated with tapes in solid colors.

5.2 NYS DOH Transportation Assistance Levels

	TAL
	Category
	Criteria
	Designation
	Staffing
	Transportation Asset
	Accompaniment

	1
	Ambulatory
	Individuals with disabilities who are able to walk on their own

Those who are able to walk the distance from their in-patient location to the designated relocation or loading area without physical assistance, and without any likelihood of resulting harm or impairment
	Fluorescent green surveyor’s tape, wristband, tag, or label
	Escorted by staff members, but may be moved in groups led by a single non-clinical staff member or hospital-designated person.  The optimum staff-to-patient ratio is 1:5.
	Can be transported as a larger group in a passenger vehicle (e.g., bus, transport van, or private auto)
	A single staff member or clinical provider (e.g., EMT or paramedic) appropriate to patient condition accompanying a group of patients

	2
	Wheelchair
	Individuals who cannot walk on their own but are able to sit for an extended period of time

Those who are alert but unable to walk due to physical or medical condition.  They are clinically stable, without any likelihood of resulting harm or impairment from wheelchair transport or prolonged periods of sitting, and do not require attached medical equipment or medical gas other than oxygen, a maintenance intravenous infusion, an indwelling catheter or a PEG tube during their relocation or evacuation.

	Fluorescent yellow surveyor’s tape, wristband, tag, or label
	Safely managed by a single non-clinical staff member or hospital-designated person
	May be transported as a group in a wheelchair-appropriate vehicle (e.g., medical transport van or ambulette)
	A single staff member or clinical provider (e.g., EMT or paramedic) appropriate to patient condition accompanying a group of patients

	3
	Non-Ambulatory
	Individuals unable to travel in a sitting position (e.g. require stretcher transport)

Those who require transport by hospital bed, gurney, or stretcher.  For emergency movement down stairs, they may be transferred to backboards, basket litters, or other appropriate devices, or rescue-dragged on their mattresses.  These patients are clinically unable to be moved in a seated position, and may require equipment ranging from oxygen to mechanical ventilators, cardiac monitors, or other biomedical devices to accompany them during movement.

Non-ambulatory patients may be sub-categorized based on clinical priority:

· Lowest acuity:  Patients who are clinically stable, but must remain in a recumbent position.  Examples include patients with altered mental status, physical impairment, or neurological or orthopedic conditions precluding them from wheelchair transport.

· Moderate acuity: Patients who are hemodynamically stable, but at increased risk of deterioration.  Examples include post-operative patients, or those who require biomedical equipment to accompany them.

· Critical care:  Patients who are hemodynamically unstable, require invasive monitoring or other life support equipment, and are at greatest risk of harm during evacuation.  Shelter-in-place should always be considered as the best option for this group.  Any movement should be as a last resort, when the risk of remaining outweighs the risk of evacuation.

· Interrupted procedure:  Patients who were in the midst of an operative or other invasive procedure which was interrupted to effect an emergency evacuation.  In addition to their critical care status, these patients may need immediate relocation to a suitable operating suite for procedure continuation or other measures. 

· Arm carry:  Neonatal, infant, or child patients who are hemodynamically stable, do not require life support equipment, and can be safely arm-carried without adverse health effect by a staff member or parent/legal guardian.
	Fluorescent red surveyor’s tape, wristband, tag, or label
	Require clinical observation ranging from intermittent to 1:1 nursing.  Critical cases or interrupted procedures may require a team of physicians and/or clinical specialists to maintain continuity of care.  Require a minimum of two staff members (one clinical, one non-clinical) for movement, with additional staff as needed to manage life support equipment.
	Require an ambulance or specialized vehicle (e.g., helicopter medevac) for transport
	Must be accompanied by one or more clinical provider(s) (e.g., EMT, paramedic, nurse, or physician) appropriate to their condition


6 Assumptions
6.1 Planning Assumptions This portion of the plan should be coordinated with the WNY MAP
In order to develop this plan, certain assumptions had to be made:

When the scope of an event exceeds the facility's ability to maintain an environment of care for its patients, and requires a partial or full evacuation, this plan shall be activated.

The ECCHS administration or other authority having jurisdiction (AHJ) declares the facility unsafe or unusable; requiring a partial or full evacuation.

Emergency Departments at receiving hospitals will not be used as receiving sites for these patient transfers.  They will continue to focus on the emergency health care needs of the community.

ECCHS is assumed to be at 100 percent of care capacity at the time an evacuation decision is made, and controlled discharge procedures will reduce the census by approximately 15-20 percent.

The receiving hospitals are assumed to be at 100 percent of care capacity at the time an evacuation decision is made and controlled discharge procedures will reduce this census by approximately 15-20 percent.

Hospitals and skilled nursing facilities have identified designated “surge areas” where basic patient care can take place.

Patients from evacuated facilities will be placed in designated “surge areas” initially.  Placement in receiving facility beds will come as time and census permit.

Whenever possible, patients will be transferred to a facility that provides similar services at the same or increased level of care.

Whenever possible, patients will be kept in the community, close to friends and family.

As time allows, facilities will notify the New York State Department of Health about their change in status.

Non-ambulance transport methods for non-critical patients may be used when feasible.
ECCHS will coordinate patient destinations, bed availability, resource needs, and information sharing with local and state partners via existing methodology (e.g., WebEOC®, Nextel, disaster radio, HAN).
Hospital will use the New York State Evacuation of Facilities in Disasters System (eFINDS) to log and track patients to final destinations during a full or partial building evacuation.
At the onset of the evacuation event, ECCHS may be sending minimal staff with patients.  As soon as possible ECCHS will allocate the remaining staff and specialized equipment to the receiving facilities.  Staff from ECCHS will then function under the direction of the receiving facility management.

Staff members from ECCHS will remain on their original payroll and benefits programs.  Other financial arrangements between ECCHS and the receiving facilities will be assessed at the time of the event.

Receiving facilities will make further patient dispositions based on the best interests of the patient.  Once ECCHS has resumed normal operations, the receiving facilities agree to return any ECCHS patients and equipment as soon as feasible.

The worst case scenario for ECCHS would be the need to evacuate the entire facility rapidly (urgent or emergent) with no off-site communications capability.

6.2 HIPAA Privacy Rule

The HIPAA Privacy Rule allows patient information to be shared to assist in disaster relief efforts, thus providers and health plans covered by the HIPAA Privacy Rule can share patient information in all the following ways:

Treatment.  Health care providers can share patient information as necessary to provide treatment. Treatment includes 

· sharing information with other providers (including hospitals and clinics), 

· referring patients for treatment (including linking patients with available providers in areas where the patients have relocated), and 

· coordinating patient care with others (such as emergency relief workers or others that can help in finding patients appropriate health services). 

Providers can also share patient information to the extent necessary to seek payment for these health care services. 

Notification.  Health care providers can share patient information as necessary to identify, locate, and notify family members, guardians, or anyone else responsible for the individual’s care of the individual’s location, general condition, or death. 

· The health care provider should get verbal permission from individuals, when possible; but, if the individual is incapacitated or not available, providers may share information for these purposes if, in their professional judgment, doing so is in the patient’s best interest. 
· When necessary, the hospital may notify the police, the press, or the public at large to the extent necessary to help locate, identify or otherwise notify family members and others as to the location and general condition of their loved ones. 
· In addition, when a health care provider is sharing information with disaster relief organizations that, like the American Red Cross, are authorized by law or by their charters to assist in disaster relief efforts, it is unnecessary to obtain a patient’s permission to share the information if doing so would interfere with the organization’s ability to respond to the emergency.


Imminent Danger.  Providers can share patient information with anyone as necessary to prevent or lessen a serious and imminent threat to the health and safety of a person or the public -- consistent with applicable law and the provider’s standards of ethical conduct. 


Facility Directory.  Health care facilities maintaining a directory of patients can tell people who call or ask about individuals whether the individual is at the facility, their location in the facility, and general condition. 

7 Mitigation Measures

ECCHS has undertaken a number of mitigation measures to reduce the likelihood of an evacuation.  Such measures include:

Construction features designed to establish shelter-in-place capability, such as smoke compartments, fire-rated walls, fire doors, security lock-down, and air intake controls
Redundant facility systems to maintain the environment of care, such as backup electrical generators and redundant HVAC capability
Staff training and preparedness to respond rapidly to facility emergencies, such as fire alarms or hazardous materials incidents, to contain threats and minimize the need for relocation of occupants

8 Preparedness Measures 
ECCHS has undertaken a number of preparedness measures to improve our readiness should the need for relocation or evacuation arise.  Such measures include:

Identifying the typical number and locations of ambulatory and non-ambulatory patients by unit and building
Identifying patients and other building occupants that require special needs and assistance, such as those with physical or cognitive disabilities
Establishing Memoranda of Understanding (MOU) with nearby WNY hospitals and other alternative health care facilities
Developing early discharge procedures
Inventorying and procuring adequate number of stretchers, wheelchairs, and other patient movement devices
Developing patient medical and tracking records in paper form in the event that automated information is not accessible.
Use of NYSDOH e-FINDs system (paper, and/or electronic system on the Health Commerce System) for patient tracking to external locations/ destinations.
Identifying and establish contracts or agreements with local and regional transportation providers, including ambulance services, medical transportation providers, mass transport carriers (vans and buses), and trucking companies
Pre-designating staging areas, factoring in possible inclement weather

Identifying supply and medical needs with local vendors.

Projecting number and types of staff needed and recall procedures.

Identifying types and methods of evacuation and ensuring staff demonstrates competencies to implement them
9 Detection and Warning Sources / Means

Except for an emergent evacuation ordered in immediate response to emergency, any evacuation will always be preceded by an emergency notification.  Such notification will be either a fire alarm or a Code HICS activation in the facility.  The signal to initiate the evacuation annex shall be an announcement of Code HICS/Code Green, followed by the level of evacuation (see below) and the location being evacuated.
Several examples are shown below:
· Horizontal (Level 2) evacuation of Second Floor ICU
Announcement: Attention Attention, Code HICS/Code Green Level Two, Second Floor ICU
· Vertical (Level 3) evacuation of Fourth Floor, Hospital
Announcement: Attention Attention, Code HICS/Code Green Level Three, Fourth Floor Hospital
· External (Level 4) evacuation of the Hospital Building
Announcement: Attention Attention, Code HICS/Code Green Level Four, Hospital Building
· Termination of Code HICS/Code Green
Announcement: Attention Attention, Code HICS/Code Green has been terminated
10 Activation Criteria

There are four levels of activation in the Evacuation Matrix, which correspond to the four levels of HICS activation based on the projected impact that each would have on the hospital.  Note that this annex will likely be activated in conjunction with other annexes or portions of the CEMP based on the type, extent, severity, impacts, and duration of the incident.

These levels and their activation criteria include:

10.1.1 Level 1 -- Alert for Potential Evacuation

Information received indicating a situation or event that may require relocation of patient care or ancillary service activities from all or a portion of the facility (e.g., National Weather Service issuance of a blizzard/hurricane/tornado/flood watch or warning).
10.1.2 Level 2 -- Limited Area/Horizontal Evacuation
Need for horizontal evacuation of patients/visitors/staff from an area of a building (e.g., fire in a single room).
10.1.3 Level 3 -- Limited Area/Vertical Evacuation
Need for vertical evacuation of patients/visitors/staff from one floor of a building (e.g., smoke condition affecting an entire floor).
10.1.4 Level 4A -- Large Area/Entire Building Evacuation

Need for complete evacuation of patients/visitors/staff from multiple floors or an entire building (e.g., an uncontrolled fire; failure of a mission-critical system for an extended duration).  The threat is such that it may only be mitigated by evacuating the building and moving all patients, staff, and others to temporary locations or other facilities as quickly as possible.  All alternatives to evacuation have been considered and are not acceptable to the Unified Command Group.
10.1.5 Level 4B -- Entire Campus Evacuation

Need for complete evacuation of patients/visitors/staff from an entire hospital campus (e.g., local emergency requiring limited area evacuation)
	Scope
	Definition/ Parameters
	Urgency
	Authority to Evacuate
	Relocation Site
	EMP Activation Level
	Notifications

	Level 1
Alert for Potential Evacuation
	Information received indicating a situation or event that may require relocation of patient care or ancillary service activities from all or a portion of the facility (e.g., National Weather Service issuance of a blizzard/hurricane/tornado/flood watch or warning.)
	
	
	
	Level I
	Per EMP

+

Empire County Office of Emergency Management and NY State Department of Health, local office

	Level 2
Limited Area/Horizontal Evacuation
	Need for horizontal evacuation of patients/visitors/staff from an area of a building (e.g., fire in a single room)
	Planned
	Incident Commander
	As planned
	Level I
	Per EMP

	
	
	Urgent
	Incident Commander
	As planned
	Level II
	

	
	
	Emergent
	Person-in-charge in affected area
	Adjacent smoke compartment or security barrier
	Level II
	

	Level 3

Limited Area/Vertical Evacuation
	Need for vertical evacuation of patients/visitors/staff from one floor of a building (e.g., smoke condition affecting an entire floor)
	Planned
	Incident Commander
	As planned
	Level I
	Empire County Office of Emergency Management and NY State Department of Health


	
	
	Urgent
	Incident Commander
	As planned
	Level II
	

	
	
	Emergent
	Person-in-charge in affected area
	Two (2) floors below emergency floor (not below grade)
	Level III
	

	Level 4A

Large Area/Entire Building  Evacuation
	Need for complete evacuation of patients/visitors/staff from multiple floors or an entire building (e.g., an uncontrolled fire; failure of a mission-critical system for an extended duration)
	Planned
	Incident Commander
	As planned – another building on campus, or pre-planned relocation facility(ies)
	Level I
	Empire County Office of Emergency Management and NY State Department of Health


	
	
	Urgent
	Incident Commander
	First floor Area of Refuge, then to another campus building or exterior transportation loading area pending onward relocation
	Level III
	

	
	
	Emergent
	Incident Commander
	
	Level IV
	

	Level 4B

Entire Campus Evacuation
	Need for complete evacuation of patients/visitors/staff from the entire hospital campus (e.g., environmental emergency requiring regional evacuation)
	Planned
	Incident Commander
	Pre-planned relocation facility(ies)
	Level I
	Empire County Office of Emergency Management and NY State Department of Health

	
	
	Urgent
	Incident Commander
	Pre-planned NYC casualty collection point, pending onward relocation to pre-planned relocation facilities
	Level IV
	

	
	
	Emergent
	Incident Commander
	
	Level IV
	


11 REsponse Considerations / Evacuation Decision-making
11.1 Authority to Evacuate
In an emergent evacuation, where any delay in decision-making or movement may be life-threatening, the authority to evacuate the area immediately affected may be made by the person in charge in that space (e.g., charge nurse or department manager).  Such authority shall be limited to the extent necessary to safely remove all occupants from immediate harm.
Under any other circumstances, planned or urgent evacuations inherently contain an element of control and an opportunity to plan prior to execution.  For a planned or urgent evacuation, the authority to evacuate shall be held by leadership in the following order: the chief executive officer, chief of professional services, chief nursing officer, safety officer, building superintendent or, if the above are unavailable, by the incident commander.

11.2    Lead Time and Evacuation Decision-Making
Any evacuation of patients may be expected to take a certain amount of time.  Major elements of this time include mobilizing staff, transportation resources, alternate destinations, and the patients themselves.  Circumstances such as inclement weather, staff shortages, loss of electrical power, limited transportation assets, or long travel distances may contribute exponentially to this time factor.  A non-emergent full-scale evacuation of the facility will take many hours.
For this reason, when considering a planned evacuation, leadership shall be cognizant of lead time until the time when the facility must be vacant, and plan accordingly.  For example, when evacuating the facility in anticipation of an impending hurricane, sufficient time must be allowed to ensure that all occupants are clear and the facility is safely shut down and secured before the storm’s arrival.
11.3    Alternatives to Hospital Evacuation

There are several alternatives to facility evacuation that should be considered prior to ordering evacuation.  These include: 
Shelter-in-place.  Also known as “defend in place,” sheltering in place involves isolating the facility or a space within the facility from an external threat.  Shelter-in-pace actions might include locking down the facility to protect from an external crowd or security threat.  It may also include shutting windows and closing ventilation systems to outside airflow, which might be necessary to protect the facility and occupants from an external environmental hazard such as a hazardous materials incident with airborne threat, or smoke from an external fire.

Establish a buffer zone.  Creation of a safety buffer zone around the hospital may be effective in isolating the facility from a human-caused threat.  Sufficient resources are positioned between the threat and the hospital to eliminate the need for evacuation or provide more time to effect a more safe and orderly evacuation.  Such a strategy may be utilized during community emergency situations or civil unrest.  For a flood threat, a buffer zone may be created using sandbags or other flood barriers.
Add resources.  Assignment of additional resources to insure safe levels of service may be an effective strategy to offset a temporary loss of utilities or essential services such as power or medical gasses.  Allocation of governmental and/or private resources may alleviate the need for partial or complete evacuation.

Partial or localized relocation/evacuation.  When portions of a facility are determined to be damaged and unsafe by the Damage Assessment and Control Officer and/or the Sanitation Systems Officer, the Incident Commander will order relocation of patients and staff to safe, unaffected areas of the hospital.  This may allow time for a more thorough engineering assessment and occupancy determination, avoiding an urgent or emergent departure.  For a lower floor threat, such as a flash flood, relocation of patients to upper floors may be an effective strategy.
Alteration in the standard of care.  Implementing austere care measures, or a graceful degradation in the level of medical care provided, are strategies to be used only after considering all other options.  Such strategy might be appropriate under circumstances where all regional medical facilities are similarly affected and thus evacuation would be an ineffective option to improve the level or environment of care.  The Incident Commander will confer with the Medical Care Director prior to any such activities.
12 Evacuation Command and Control

12.1 Evacuation Branch Add e-FINDS roles under Patient Tracking Unit
Upon notification that an emergent evacuation is underway, the HCC shall activate an Evacuation Branch within the Operations Section.  The Evacuation Branch Director (typically a charge nurse from an unaffected area) shall be responsible for maintaining continuity of care and patient accountability for relocated or evacuated patients from their point of origin to their point of destination (if within the facility) or patient loading area (if leaving the facility). 
[image: image2.png]Operations
Sec! ef

Staging
Manager

Incident

Commander
Safety Officer Liaison Officer
Public Info
Officer

Plann Finance/Adm
Section Chief Sec Chief

Medical Care Security
Bran Branch
Director Director

Access Horizontal
Inpat . Control UL

acuation
Branch Director

Law
Enforcemel
Interface

Tracking
Accountabili
UL

- Personnel Staging Team

- Vehicle Staging Team

- Equipment/Supply Staging Team
- Medication Staging Team




Figure 1.  Evacuation Branch within HICS Operations Section
12.2  Evacuation Operations Center (EvOC)

The Evacuation Branch Director shall establish an Evacuation Operations Center (EvOC) at the Nurses’ Station nearest to the impacted area.  If more than one area is impacted, the most centrally located Nurses’ Station will be designated.  If multiple floors are involved simultaneously, an Evacuation Group will be established on each floor, and the Evacuation Branch Director will establish the EvOC at a strategically placed location best-suited to coordinate evacuation activities.

12.3  EvOC Operations
The EvOC will be staffed by the Evacuation Branch Director, the Transportation Unit Leader, the Unit Leaders for the affected units, a Security staff member, and a minimum of two aides for support and documentation.  When Fire Department and/or EMS units arrive, an officer from each agency should be assigned to the EvOC as a liaison and communicator, and the EvOC should shift to a “unified command” mode for the affected area.  At the EvOC, all responding facility personnel and public safety agency responders shall be informed of the evacuation confirmation markings in use.

12.4  Fire Warden Support of Evacuation Groups
During a fire event or other emergent or urgent evacuation, the Operations Section Chief or Fire Branch Director shall assign qualified Fire Wardens to patient care floors of the hospital.  The Fire Warden will serve as a coordination point between the floor’s Evacuation Group Supervisor and the hospital’s Fire Command Center.  However, the Fire Warden’s chain of command remains through the Fire Branch of the Operations Section.
Fire Wardens have the capability to communicate with the Fire Branch Director (hospital Fire Safety Director) and the Fire Command Station using portable radios, phones, and other means.  They may be issued a walkie-talkie or cell phone, battery lantern, and/or other supplies.
The Fire Warden’s primary mission when assigned to an evacuating unit will be to ensure that all areas being evacuated have been searched and cleared, and to shorten the lines of communication between the Fire Department and the Evacuation Group.  The Fire Warden shall also ensure that all responding facility personnel and public safety agency responders are informed of the evacuation confirmation markings in use.

Additionally, Fire Wardens may patrol their assigned floor and assist in communications; interface with Fire Department units operating on the floor; help relay timely information to unit staff, as well as patients, concerning status of the incident and plans for evacuation; facilitate response to needs that may arise on the floor, and generally be a helpful and stabilizing presence throughout the house.
Assignments and initial briefing will be made by the Operations Section Chief or Fire Branch Director.  Additional briefings will be held at regular intervals.  The decision to deploy Fire Wardens will be made by the Operations Section Chief or Fire Branch Director.
Job Action Sheets for the Fire Warden Function shall be kept at the Hospital Command Center and the Fire Command Center for instruction to those assigned this function.
13 Emergent Evacuation Procedures
In the event of an emergent evacuation, the following procedures shall be implemented:

13.1 Non-Patient Areas
Person-in-charge in the affected space shall:

Direct a staff member to sound the alarm or make appropriate notifications (e.g., in a security emergency, to call Security or 4-9-1-1)
Order evacuation of the space

Designate an assembly point beyond the nearest fire separation doors to verify all staff and occupants have been evacuated
Establish accountability at the assembly point, and report same to the HCC
Secure the space and deny entry to non-emergency responders

Inform responding Site Emergency Response Team Leader of conditions and hazards

Remain accountable for all occupants until removed from the threatening environment
13.2  General In-Patient Areas, Emergency Department, Clinics, and  Short-Term Procedure Units

Clinical supervisor or charge nurse in the affected space shall:

Direct a staff member to sound the alarm or make appropriate notifications (e.g., in a security emergency, to call Security or 4-9-1-1)

Initially move nearby patients, staff, and visitors away from the fire or threatening event

Isolate the problem and defend in place by closing all room doors
Consider the need to shut down medical gasses or equipment

Asses conditions and determine if evacuation procedures are required
Order evacuation of the space as conditions warrant.  Unless immediate danger exists, do not evacuate until directed by Command.
Place patient chart with each patient, and verify name band (time permitting).
If time allows, assure the e-FINDS patient tracking wristband is affixed to each patient.

Bring shift census report, medication cart, GO Kit, and necessary portable equipment/supplies (time permitting)
Designate an assembly point beyond the nearest fire separation doors to verify all staff and occupants have been evacuated

Establish an evacuation chain of personnel from the hallway where the threatening event is located to the fire separation doors between that area and the adjacent area
Coordinate with the Transportation Unit Leader for assistance with transporters and equipment if necessary
Relocate all patients and visitors starting with the rooms closest to the threatening event.  Visitors may be used to assist in moving patients or equipment as conditions warrant.

Once a room has been evacuated or checked for patients, the door should be closed and marked with a “Waste Paper Basket” in order to alert staff that the room has been cleared.

Establish accountability at the assembly point, and report same to the HCC
Secure the space and deny entry to non-emergency responders

Inform responding Site Emergency Response Team Leader of conditions and hazards

Remain accountable for all occupants until removed from the threatening environment
Once clear of the immediate threat, all patients and visitors will be relocated to a Patient Holding Area established by the Evacuation Branch Director.  In the event of a short-term relocation, persons relocated may remain in the immediate vicinity until a determination is made that the location is safe for re-occupancy.
The Evacuation Operations Center (EvOC) will notify the HCC when the evacuation is complete
13.3  Critical Care Units, Operating Suites, and Specialty Care Units

Patients in these units are frequently dependent on specialized equipment, and evacuation itself may be a life-threatening challenge to the patients.  Every effort should be made to defend-in-place for these patients.  However, as needed, the clinical supervisor or charge nurse in the affected space shall implement the following additional procedures:

Coordinate with the Evacuation Branch Director and Transportation Unit Leader for support personnel and equipment to assist in movement of life support equipment and those patients needing extra help due to a critical condition.

The appropriate Critical Care or Surgery Unit Leader(s) will institute Horizontal Movement teams.  Each team will have two staff members supplemented by support personnel.

Evacuation will begin with those patients nearest to the threatening event.

Each Horizontal Movement team will move one patient laterally beyond the nearest fire door.

Each team will stay with their assigned patient until relieved by other capable staff.  The team shall then report back to the Unit Leader and continue with the evacuation process until all patients are relocated.

Once a room is emptied, mark the room door with a waste paper basket in order to alert staff that the room has been cleared.
The EvOC will notify the HCC when the evacuation is complete.

Horizontal Movement teams will report to the EvOC for reassignment or duty in the patient holding area.

13.4  Conclusion of Emergent Evacuation

The emergent evacuation process is concluded at the point where all occupants have been removed from immediate danger and accounted for.  At that point, the Incident Commander will implement one of the following strategic options:

Return.  The emergency condition is over, or will conclude shortly.  The space will be suitable for re-occupancy shortly.  Patients remain in the patient holding area(s) until they can be directly returned to their unit(s).

Relocate.  The emergency condition is continuing but is contained, or the space will not be suitable for re-occupancy in a reasonable time.  Patients will be relocated within the hospital.  No evacuation out of the building will be necessary.  Planning Section will identify suitable alternate locations, and the patients will be relocated internally.

Evacuate.  The emergency condition is continuing and may be extending.  There is insufficient space within the building to accommodate relocated patients, or a suitable environment of care cannot be assured.  External evacuation to other buildings on campus, or other facilities, will be necessary.  Planning Section will identify suitable alternate destinations, and the patients will be relocated to Patient Loading Areas for evacuation on an urgent basis (see following section). e-FINDS Patient Tracking System is initiated.
14 Urgent and Planned Evacuation Phases and Procedures

The major difference between emergent and non-emergent (i.e., urgent or planned) evacuations is the time available to mobilize staff and resources, plan actions and destinations, and control the overall process.  An urgent evacuation may be undertaken as the next step in moving patients who have just completed an emergency evacuation from immediate threat, or as the first step in evacuating a facility where time-sensitive conditions require expedited patient departures.  In contrast, a planned evacuation occurs when at least 48 hours exist to carry out the movement, maximizing opportunities for careful planning and actions.

14.1 Pre-evacuation Actions

For an urgent or planned evacuation, the following procedures shall be implemented at the direction of the Incident Commander.  Note that depending on the lead time available, the noted actions may take place concurrently, or be scheduled over one or more operational periods (hours to days):

Confirm the direction or decision to evacuate the facility.
Ensure that the EMP/HICS plan is activated and staffed, and the HCC is operational.

Communicate the decision throughout the organization:

(1) Leadership

(2) Staff
(3) Patients
(4) Destination location(s)
(5) Transportation assets
(6) Oversight entities (e.g., State and local health departments; local Office of Emergency Management; local public safety agencies)
(7) Patient family members
(8) Home care providers
(9) Vendors
(10) Utilities
(11) Recovery assets
(12) Media
Initiate full census of patients and movement equipment via STATREP form.  Census should be updated every four hours for the duration of the emergency.
Review facility and departmental emergency plans and procedures with staff.

Prepare and implement contingency staffing schedules.

Implement Emergency Department diversion and begin decanting patients.
(13) Total diversion for urgent evacuation (have EMS ambulance stand by to manage arriving emergencies)

(14) Divert all but “treat and release” patients at the outset of a planned evacuation

(15) Evaluate current patients in the Emergency Department for potential discharge.  The Charge Nurse will coordinate with the ED Attending Physician.

(16) Assign a person to monitor contact with EMS Communications and request the HCC to staff a Liaison position.  Notify EMS Communications as soon as a decision regarding diversion is reached.

(17) Retain staff in the Emergency Department to tend to the emergency medical needs of the community, as well as any responder, staff member, or patient whose condition requires immediate care during the evacuation.  An EMS vehicle and crew should stand by at the Emergency Department to stabilize patients arriving from the community and transport them to an open facility.

Cancel elective procedures scheduled for today and tomorrow.
Notify patients scheduled for elective procedures to not come in.
Discontinue procedures underway for patients in Same Day Surgery and Ambulatory Care.
Cancel visiting hours and evacuate visitors.  The following visitors will be allowed to remain:

(18) Legal guardians for minors

(19) Healthcare proxy for patients without decision capacity
Establish perimeter for security and traffic control, in conjunction with local law enforcement.
Establish hospital supply truck routes and patient evacuation routes, in coordination with the Security and law enforcement agencies.

Clear parking lots as needed to accommodate emergency vehicle staging.

Establish five staging areas (see Staging Diagram):
(20) Ambulance staging
(21) Medical transport vehicle staging
(22) Ambulatory transport vehicle staging
(23) Discharge pick-up staging
(24) Equipment transport vehicle staging
Obtain and secure cash for emergency payments.

Mobilize internal resources:

(25) Leadership
(26) Discharge Planning/Social Work

(27) Staff

(28) Movement equipment

(29) Clinical equipment and supplies; medications
(30) Patient records

Establish an Equipment Pool adjacent to the Ground Floor Service Elevator (back hallway from Dietary to Materials Management) for mobilization of all patient movement devices and other medical equipment.  
Mobilize external resources, activating pre-arranged contracts or MOUs as necessary:

(31) Transportation assets

(32) Destinations

(33) Local EMS system/public safety agencies

(34) Non-patient transportation assets

(35) Home care agencies

(36) Vendors and deliveries

(37) WNY Mutual Aid Plan 
Establish a Patient Tracking/Bed Coordination Unit in Admitting.  This unit will make telephone contact with NYSDOH (24-hour contact information located in the HCC) to request an Evacuation Operation for the facility be entered on the eFINDS Patient Tracking System on the NYS Health Commerce System (HCS), if an Operation associated with the incident is not already activated in eFINDS. The Patient Tracking Unit Leader: 1) implements the eFINDS System (see Chapter 15); 2) requests a Level One bed count; and 3) allocates patients to available destination resources.

Establish, staff, and equipment five loading areas (see Incident Facility/Designated Area Matrix):

(38) Non-ambulatory Loading – at Emergency Department Ambulance Entrance (NF – Old NF Lobby)
(39) Wheelchair Loading – at Emergency Department Walk-In Entrance (NF – Wheelchair Entrance from Lot 4)
(40) Ambulatory Loading – at Outpatient/Ambulatory Surgery Entrance (NF – New NF Lobby)
(41) Discharge Loading – Old Nursing Facility Lobby (NF – New NF Lobby)
(42) Equipment Loading – Hospital Loading Dock/Materials Management
Where possible, place all babies and mothers together for the duration of the evacuation.

Initiate patient discharge to home, long term care, home care, and care-givers
Reconfigure and staff cleared Emergency Department to serve as stabilization/holding point for non-ambulatory patients.  One area should be designated to treat ill/injured staff and rescue personnel.

Redirect incoming vendor shipments/deliveries to alternate destinations.

Initiate bed and medical equipment relocation process.
(43) As beds and medical devices are made available at the patient loading areas, they will be brought to the Equipment Loading Area for shipment to alternate destinations.

(44) The Materials Supply Unit Leader shall be responsible for identifying destinations for shipment of beds and medical equipment corresponding to the number, category, and destination of evacuated patients.  This information shall be coordinated with the Materials Supply Unit Leader at the receiving facility(ies) to verify need prior to shipment.

(45) The Equipment Loading Area Leader shall ensure that all equipment leaving the facility is inventoried, labeled with the hospital name and tracking number, and documented on the Equipment Relocation Form.

14.2  Patient Preparation

During a planned or urgent evacuation, patients shall be individually prepared for movement in the following manner:

Inform patient and any family members present of the discharge or movement plan, the reason for discharge or movement, and the plan of care for the patient.

Confirm the patient’s identify via the hospital name band and corresponding medical record
Affix an eFINDS Patient Tracking wristband or barcode to all patients including those that will be transferred to another healthcare facility; who may shelter-in-place; or are being discharged to home.
In consultation with available medical staff, determine mobility status and evacuation status of the patient.  Affix a band of corresponding colored surveyor’s ribbon to the patient’s wrist to denote their mobility level (ambulatory: fluorescent green; wheelchair: fluorescent yellow; non-ambulatory; fluorescent red).  Behavioral health patients will have an additional blue ribbon band affixed to their wrists. Patients being discharged will have colored bands with white stripes affixed.
Prepare patients being discharged to home or other disposition for departure in the usual manner.

Allow family members and visitors to remain with the patient at the discretion of unit leadership under the following conditions:

(46) Their presence does not hamper or impede evacuation efforts
(47) They are not at greater personal risk by remaining in the facility
(48) Their presence is helpful in calming the patient or facilitating the move
(49) They are legal guardians for minors or healthcare proxy for patients without decision capacity
Where possible, place babies and mothers together for the duration of the evacuation.
Prepare a Tyvek GO Pouch for each patient, completing the Patient Evacuation Critical Information and Tracking Form printed on the envelope using an indelible ink pen (pouches and pens are found in the unit’s GO Kit).

Compile all components of the patient’s medical documentation, including the medical record, medication administration record, treatment administration record, graphic sheets, care plans, and discharge forms, and place into the Tyvek GO Pouch.

Assemble all of the medications (other than controlled substances) prescribed for the patient that are available on the unit, place them into a gallon zipper-closure bag, and insert the bag into the GO Pouch.  Insert additional priority medical supply items (e.g., tracheostomy tubes or special dressings) into the pouch, as well.
Physically affix the GO Pouch to the patient’s extremity using the Tyvek ties provided.  The pouch and its contents shall remain with the patient throughout transport until the patient is admitted at the receiving facility.
Consider changing all maintenance intravenous infusions to saline locks.
Assess all other supportive biomedical equipment and devices (e.g., infusion pump; feeding pump) for discontinuation.
Place a portable medical oxygen cylinder at the bedside of each patient who will require medical gasses in transit.  For patients on ventilators, a bag-valve-mask (BVM) shall be provided at the bedside.  If there is insufficient oxygen available, medical triage procedures will be followed for prioritization of need.
If time permits, ensure that all unit equipment that will be traveling is labeled with the hospital name, point of origin, and tracking number.  Use the labels and markers provided in the GO Kit to mark any items not otherwise identified.  Prepare an inventory tracking list for all equipment being removed.
Assign unit personnel to Horizontal Movement Teams.  These teams will escort or move patients from the affected unit to a safe Patient Holding Area, not beyond.  Teams should be assigned to move specific patients as the order is given.  Once the patient’s care is transferred to the Patient Holding Area teams, the Horizontal Movement team shall return to its unit of origin for additional assignment.
14.3  Patient Movement Flow

During any evacuation, patient movement will flow using the following routing and staffing model:

Use of Stairs.  Wherever possible, evacuation of occupants shall be carried out using Stairwells “North” and “South,” both of which are larger and exit to both the ground floor and the street.  Stairwell “Center” shall be restricted to contra-flow movement of staff, public safety personnel, responders, and equipment to or beyond the evacuation area.  In the event that circumstances such as the fire or emergency location dictate other/alternate stairway usage, the Evacuation Branch Director or a Fire Warden may direct other stairway usage, which shall then be communicated via appropriate announcement (e.g., internal radio; public address system; Fire Warden telephone).

Patient Routings.  There are three elements to patient movement flow during a facility evacuation:
(1) Horizontal movement from the unit being evacuated to a Patient Holding Area on the same floor.  The Holding Area is typically in a safe location (on the other side of a smoke/fire barrier) near the top of a transport shaft.
(a) This movement is carried out by the Horizontal Movement Teams, who are made up of staff from the affected and adjoining units, led by nursing supervision.

(b) These teams do not leave their floor until all evacuating patients have been removed.

(2) Vertical movement from the affected floor Patient Holding Area down the transport shaft to the appropriate Patient Loading Area on the ground floor.
(c) This movement is carried out by Vertical Movement Teams.  Depending upon conditions, it is entirely likely that elevators may not be usable.  Vertical Movement teams are made up of response personnel from hospital departments who are best suited to manage this physically taxing task, such as environmental services, engineering, dietary services, and physical therapy, and will typically mobilize at the patient loading areas.

(d) If elevators are available, the Vertical Movement team may only consist of two to four personnel (including the team leader).  They will take a patient by elevator from the Holding Area to the Loading Area (based on patient mobility level).

(e) If elevators are not operational, Vertical Movement teams will carry patients down stairs using available equipment and devices.  Teams will be deployed approximately every three floors, minimizing the burden of carrying any patient more than three floors.  The team should consist of a minimum of four personnel and a leader, equipped with portable lighting, work gloves, and available patient movement devices (e.g., evacuation chairs; backboards; basket stretchers).  Should public safety personnel respond to assist, they would likely be assigned to assist the vertical movement teams with their task.

(3) Horizontal movement from the Patient Loading Area to a transport vehicle at the loading area.
(f) This movement is carried out by the crew of the transporting vehicle (if an ambulance), or by Loading Area staff otherwise.

14.4  Patient Movement Sequencing

During a planned or urgent evacuation, patients shall be moved according to the following general guidelines (see Evacuation Process Flow Chart, Section 31).

All movement shall be by mobility level (i.e., all ambulatory patients will be moved before wheelchair patient movement begins), beginning with those closest to the designated patient loading area.

During an urgent evacuation, patients being discharged will be moved to the discharge loading area in accordance with their mobility level.  If they are ambulatory, they move at the same time as the ambulatory patients.  Wheelchair and non-ambulatory patients move with their groups.  Note that the priority in an urgent evacuation is efficiency, requiring clearance of corridors and stairwells as quickly as possible.  In a planned evacuation, all patients to be discharged may be moved before movement of evacuating patients begins.

Ambulatory patients will be moved first, as they are easiest and fastest to move while both staff and equipment are being mobilized for wheelchair patients.

Wheelchair patients shall be moved second, once all ambulatory patients have cleared the corridors and staircases.  Wheelchair patients shall be moved beginning with those closest to the Wheelchair Loading Area.  Upon arrival at the Wheelchair Loading Area, they should be placed into stationary seating to await transportation, making the wheelchairs available for re-use.  (Note: a wheelchair that is a patient’s personal property shall always remain with the patient.)  Wheelchair patients shall be left under the care of Wheelchair Loading Area staff, and the wheelchairs and accompanying staff shall be redirected to the next patient/area of need.

Non-ambulatory patients shall be moved last, in three phases.  Those categorized as lowest acuity are moved first, as they require the fewest resources.  They are moved to the non-urgent or holding areas of the Non-Ambulatory Loading Area (Emergency Department), where they are held awaiting transport.  Moderate acuity patients are moved next, to the treatment areas of the Non-Ambulatory Loading Area (Emergency Department).  Last to move are the critical care patients, who should be loaded immediately into available ambulances for departure (but may be held briefly in the critical care area of the Non-Ambulatory Loading Area [Emergency Department] as needed).

Particular consideration should be given to the care, holding, and in-transit management of specialty care patients.  Such care patients may include any patients receiving specialty referral care (e.g., burn center, trauma center, replant center, hyperbaric oxygen therapy), bariatric treatment, or other specialized care, who are immuno-suppressed, or who may require contact, droplet, or airborne isolation precautions.  While these patients are moved based on their mobility levels as shown, they may require additional or specialized staff, equipment, or monitoring in transit.
 Patients who are morbidly obese present unique challenge in two ways, particularly when elevators are not available for evacuation.  First, if they are non-ambulatory, they may require extensive staff support and specialized equipment for movement.  Second, any disruption in their movement may occlude passage for all others who follow behind them (e.g., if such a patient collapses in a stairwell, the stairs may be effectively blocked until additional resources can assist in a rescue).  For these reasons, consideration should be given on a case-by-case basis to evacuating these patients last, when maximal resources can be brought to bear, and the risk of blocking evacuation routes has least impact.

14.5  Maintaining Continuity of Care During Evacuation

Maintaining continuity of care during an evacuation is vital, regardless of conditions.   There are three elements necessary to maintain care: clinical staff, equipment and supplies, and an appropriate or improvised environment of care.

Clinical staff will be augmented and re-scheduled as needed to meet the evacuation needs.  Typical assignments of staff from non-affected units would be to establish and maintain the patient holding areas and patient loading areas, and to provide clinical accompaniment for patients where indicated.  The Planning Section (Labor Pool Area, Medical Staff, and Nursing Staff Unit Leaders) is responsible for carrying out this mission.

Initial equipment brought to Patient Holding Areas will be supplied as available from the units evacuating patients.  As requested by the Evacuation Branch Director, Surge Area Supply Carts will be provided by Materials Management to support Holding and Loading Areas.  Surge Area Supply Carts (SASC) are deployed to maintain patients for four hours of care.  This is sufficient time to enable clearance of the holding area, or replenishment of supplies as needed.

The Evacuation Branch or Group (as assigned) is responsible for establishing a suitable environment of care in the patient Holding Areas for interim operations.  This should be accomplished using readily available resources from the surrounding units/areas, pending the arrival of external supplies.  Consideration should be given to acquiring the following materials from the Logistics Section quickly (based on the planned length of stay/length of use of the space:

· Oxygen.  Portable E cylinders will provide sufficient oxygen at ten lpm for one patient for 45 minutes, or power one ventilator for the same time.  For an extended stay, H tanks will be needed (equivalent of about ten E cylinders).
· Biomedical equipment.  Cardiac monitors, infusion pumps, ventilators, and other devices may be needed.
· General medical supplies, including portable suction units, linen, and portable lighting.  This equipment is standard on the SASC.
· Patient comfort and privacy items.  Linen, portable privacy screens, and similar items can be provided by Logistics when additional time in the Holding Area is anticipated.
· Isolation Precautions.  By special request, equipment such as portable HEPA units and plastic sheeting can be provided to create an improvised airborne infectious isolation space if needed.

15 Patient Tracking and Accountability]. 
15.1  Patient Tracking AND New York State Evacuation of Facilities in Disasters System (eFINDS)
  Patients are tracked in the following manner:

15.1.1  ECC Hospital will use the New York State Evacuation of Facilities in Disasters System (eFINDS) to log and track patients to final destinations during a full or partial building evacuation. eFINDS is a secure and confidential patient tracking system application on the NYS Health Commerce System (HCS) that provides real-time access to patient/ resident locations in an event. The system includes both paper and electronic functions that will be implemented as directed by the Hospital Incident Command System (HICS) at the time of the incident. 

15.1.2 eFINDs is used in conjunction with internal methods to track and document the patient and  associated equipment, such as the Patient Evacuation Tag, and hospital identification wrist band.The patient’s wrist identification band verifies initial identity. 

      15.1.2.1 A GO Pouch with chart and clinical information is affixed to the patient. Basic clinical information such as medications and treatments may also be entered into the eFINDS patient record.

15.1.3 The Patient Tracking Unit Leader (PTUL) activates staff assigned to the eFINDS Reporting Administrator and eFINDS Data Reporter roles, implements the eFINDS system, and ensures patient tracking at destinations across the system, or region.  Patients will be assigned to destinations as determined by the HICS/ Hospital Command Center (HCC).

15.1.4 eFINDS allows patient data to be entered and their location updated and tracked using  hand-held scanners, mobile applications, or paper/ handwritten tracking. The eFINDS system of barcodes and wristbands associates each patient with a unique identification number that can be updated with their personal data, at the originating and/or destination facility. If the hospital is fully or partially evacuating, minimally the eFINDS wristband/ barcode is affixed to each patient including those being discharged to home; and sheltering in place.

15.1.5 The eFINDS online application is located on the NYSDOH Health Commerce System (HCS) https://commerce.health.state.ny.us/public/hcs_login.html. In order to access and use the online aspects of eFINDS, an individual must: (1) have their own HCS account, and (2) be assigned to at least one of the eFINDS roles in the HCS Communications Directory; “eFINDS Administrator" or "eFINDS Data Reporter”. See the see the eFINDS Quick Reference Card Attachment for directions on HCS/ e-FINDS access issues. 
.

 15.1.6 List of supplies and equipment Table:

	Supply/ Equipment
	Location
	Access and delivery

	A handheld scanner (issued by NYSDOH)
	
	The eFINDS Administrator or designee will retrieve and deliver it to the designated locations (Units, Evacuation Portals, or per just-in-time).

	Other scanners tested and found compatible with eFINDS.
	
	

	eFINDS patient wristbands (actual, not training)
	
	

	Paper Barcodes Log including the list of assigned barcodes and facility name; and areas to enter the patient name, DOB, gender, etc.
	
	

	Computer with access to the internet if the online application is used.
	
	A computer-on-wheels or laptop will be available at the data entry area(s) as directed.


15.1.1 The procedure for implementing eFINDS is as follows:     

  
15.1.7.1 The hospital contacts the NYSDOH Western Region Office to request an Evacuation Operation be created on e-FINDS corresponding to the current emergency event (if an operation for the evacuation event is not already active eFINDS). The hospital and all impacted health facilities (including potential receivers) will be able to access this operation in the e-FINDS System. 


15.1.7.2 The Patient Tracking Unit Leader activates staff assigned to the eFINDS Administrator and Data Reporter roles. If these persons are not available, the Hospital HCS Coordinator should assign other staff to the eFINDS roles in the HCS Communications Directory at the time of the emergency


15.1.7.3 The HICS/ HCC decides what functions of eFINDs will be used (as described below), and communicates to the Patient Tracking Unit Leader/ and eFINDS roles. The designated eFINDS process follows. The hospital will use eFINDS in the manner that is most feasible given the circumstances of the event, such as the ability to prepare patients, and internet access.
15.1.8. The directions for eFINDS procedures can be found in the e-FINDS Administrator and Data Reporter Job Action Sheets, and the eFINDS Quick Reference Card (Attachment xxx). 

15.1.9  Emergent evacuation procedure (immediate exit from the facility due to an imminent threat/hazard, most likely to a stop-over point,): The patient’s existing hospital wrist band issued on admission will be the form of identification, and if able, a paper log of patients as they leave their Unit and the facility developed. eFINDS should be initiated at the stop-over location. The HICS/HCC will designate staff to deliver eFINDS supplies and equipment to the stopover location and implement as directed.

15.1.9.1 Every effort should be made to use eFINDS and the barcode numbers tracked when patients/residents are being immediately evacuated to one or more facilities. If the receiving location cannot access eFINDS to record the evacuees it receives, then the sending hospital should use other communications with the receiving location, and use the paper log to track the barcode numbers on the bracelets of those evacuees received.  

15.1.10   Urgent or planned evacuation procedure: 

15.1.10.1 No Power/ internet access, or limited time: Affix pre-printed wristbands to each patient and enter patient data (name, DOB, destination) to the paper Barcode Log in the entry next to their wrist band number.

     15.1.10.2 With power/ internet access: Affix pre-printed wristbands to each patient. HICS will designate use of eFINDS online application components for patient data entry:

1. A computer with internet/ Health Commerce System access is accessible where patient data entry will occur. 

2. Single patient entry with a scanner: use eFINDS or pre-tested compatible scanner to scan patient’s wristband barcode and enter patient’s data one at a time into eFINDS, minimally: patient first and last name, date of birth, destination if known. 

3. Single patient entry without scanner: manually enter the patient’s wristband barcode and data one at a time into eFINDS, minimally: patient first and last name, date of birth, destination if known. 

4. Multiple barcodes and patients’ demographic data may be entered manually to a fillable spreadsheet on the eFINDS system, or;

5. Multiple patients’ demographic data can be entered to a fillable excel barcodes spreadsheet that has been downloaded to a file on the hospital’s computer. The excel sheet can then be uploaded into the e-FINDS system. The filename cannot be changed.

15.1.11  As patients arrive at receiving facilities, their bar code is scanned or entered into e-FINDs and their current location information is updated in eFINDs by the receiving facility.

15.1.12  Patient destination follow-up is conducted with receiving facilities per the hospital’s plan, and via the eFINDS system if this application has been used.

15.1.13 Reconstitution of eFINDS and other patient tracking supplies and equipment is assigned.

15.1.14
Most patients’ personal property will not be transported during a brief evacuation.  It will be left behind, safeguarded by the hospital, and returned to the patient once the hospital is re-opened. However, a sticker with the patient’s barcode number written on it may be affixed to patient belongings that travel with the patient, so they may be matched up and help to prevent loss.

15.2  New York State Department of Health Data Systems

The NYSDOH Health Commerce System (HCS) is a secure access web site providing a mechanism for distribution of materials from the State, and data collection from healthcare facilities.  ECCHS has sufficient HCS users and Coordinators such that a user would be available on a 24 hour basis.

The Health Emergency Response Data System (HERDS) has been designed to allow the NYSDOH, Local Health Departments, and health systems throughout the State to identify and monitor public health incidents as they occur.  In order to access HERDS each user must have their own Health Commerce System account, followed by permissions granted by a Coordinator within the Communications Directory.  Communications Directory roles are known as HERDS Data Reporter or HERDS Data Manager.  

HERDS may be used to track resources and other patient evacuation data (e.g., bed availability data).  At the direction of the Incident Commander, a request can be made to the NYSDOH to activate HERDS to support the incident in accordance with regional procedure.

15.2.5 If an incident occurs where NYSDOH activates HERDS, hospitals will be assigned to begin reporting data.  Hospital personnel will be notified that the system has been activated and further information should be available online in the HERDS Survey Parameter Message.  NYSDOH will identify which parameters are being monitored during the Emergency Activation.  Evacuation resources and needs can be monitored from this system.

16 EVACUATION Logistics

16.1 Logistical Considerations

The logistical considerations of a medical facility evacuation are staggering.  Specific elements, such as arranging for transportation, movement equipment, and equipment staging areas, are addressed in various locations throughout this document.  Additional references may be found in the ECCHS Emergency Operations Plan. 

16.2 Elevator Control

A key component of vertical evacuation shall incorporate the use of elevators.  Hospital elevators have varying capacities.  On each floor, the hallway door of each elevator is marked with a numbering system showing the car number, and its capacity of bed, stretcher/evacuation sled, and/or wheelchair/evacuation chair patients.

The following considerations apply:

· During a fire emergency, no elevators may be used in an affected building without the specific authorization of the Fire Department Incident Commander.  First priority for elevator use, and clearance for safe elevator use during a fire emergency, is the jurisdiction of the Fire Department.
· During any other incident type, and/or when approved by the Fire Department Incident Commander, the Infrastructure Branch Director shall assume responsibility for elevator control and operation.  The mission of the elevator control operation is to optimize vertical movement of critical resources and evacuees between floors.
· A Lobby Elevator Controller shall be established in each elevator lobby.  The Lobby Elevator Controller shall be the coordination point between individual elevator car operators and the Evacuation Group Supervisor(s).  As an evacuation group prepares patients for movement, they shall coordinate with the lobby elevator controller to assign a car suitable for the load.

· As quickly as possible, any usable elevators that will support the evacuation shall be staffed with Engineering and Maintenance personnel assigned as elevator operators.  Elevator operators shall be designated by car number, and shall communicate with the Lobby Elevator Controller by assigned radio channel (primary) or by elevator car phone (secondary).  Elevator operators shall control their assigned elevators through use of the Firefighters Override Key, and carry out the movement orders of the Lobby Elevator Controller.
· When available, additional Engineering and Maintenance personnel shall be dispatched to assigned floors to evaluate the egress path from an affected area to make sure the path is maintained and unobstructed, and to assist and coordinate Engineering activities with the Evacuation Group Supervisor.
Evacuation Equipment if elevator service is not available:

· Evacuation Stair Chairs (4) – 3rd floor roof storage area in skylight room on right

· Paraslyde Evacuation sleds (15) – NF Peach Unit Exit by roof access ladder

16.3 Alternate/relocation Sites for Incident Facilities

As conditions evolve during an evacuation, consideration should be given to relocating several incident facilities.  An alternate Hospital Command Center, as well as a Public Information Area and Labor Pool Area, will be established at the facility receiving patients that is closest to ECCHS.
16.4 Off-duty Staff Mobilization and Assignments

Human Resources policy for emergency activations will be followed regarding retaining staff and extending shifts.

When a Code HICS/Code Green is announced, all personnel on duty must remain on duty within the facility until released by competent authority.

Depending upon the scale of the evacuation, the Planning Section Chief may opt to recall off-duty staff to assist.  The first staff recalled are those who most recently went off duty.  These members report back to the hospital’s labor pool for staff assignments.

The second group recalled will be the staff who are due to report for the next shift.  Depending on conditions, in general, these employees should be contacted and assigned to report to the facility where patients are being evacuated to, in order to set up and operate the reception center there.

Personnel reassigned to assist at an alternate facility will wear ECCHS identification cards per hospital policy, and check in at the labor pool of the new location.  If staff are arriving with patient transports, the labor pool must be notified of all staff working in the building upon their arrival.

Credentialing of alternate staff, will be done in compliance with Medical Staff Emergency Rapid Credentialing policy and HCC direction.  Non-clinical staff must report to the labor pool, show appropriate identification, sign in and be assigned by the Labor Pool Area Unit Leader.

Every attempt will be made to relocate staff to a new/altered work location.  Private transport may generally be taken to the new location except where law enforcement has advised or circumstances dictate that travel is impractical or unsafe.  No staff member shall relocate to any other facility without specific direction from competent authority.
16.5  Pharmacy

16.5.1 Non-Controlled Substances

In the event of a total evacuation to an off-site location, 72 hours of medication should accompany the patients.  At most, the in-patient areas will have a 24 hour supply of medications in the medication cart.  These medications will be packaged in a zippered re-closable bag with a patient identity label affixed. 

In the event it is determined that more medications are needed than are available on the unit, the pharmacy will run an additional medication fill list. These additional medications shall be placed in a zippered re-closable bag with a patient identity label affixed, and sent to the unit to accompany each patient to their new location.

Should time not permit the additional medications to be packaged and matched up with evacuating patients before they depart, then the pharmacy unit leader shall be responsible for ensuring that ultimately, the medications are packaged and delivered to the relocation sites in a timely manner for the patients’ use.
16.5.2 Controlled Substances

Only essential controlled substances will be sent with the patient upon evacuation. If the patients are being sent to another health care facility with an inpatient pharmacy only the medications needed for the trip to this facility will be provided. The pharmacy unit leader will communicate with the other facility to determine if an inter-hospital transfer of medications is needed.

If the patients are being transferred to a facility that does not have a pharmacy available, it must first be determined what medications are essential and then how much medication needs to be sent in order to establish a 72-hour supply.  These medications will be filled from the pharmacy and placed in a zippered re-closable bag with a patient name label.  These bags will be placed in a tote(s) and locked with a plastic zip lock for transport.

In all of the cases detailed above a Pharmacy Controlled Substance Receipt will be filled out and must accompany the medications.

16.6  Materials Management

A primary purpose of materials management staff will be to identify supply and medical needs with local vendors.  Warehouse materials will be staged for transport where practical and if time permits.  The Logistics Section in coordination with the receiving medical facility will determine materials in need at the receiving medical facility or alternate stopover locations.  Specialized treatment supplies will be identified and transferred.

17 Discharge Planning 
17.1 Maximizing Patient Discharge

The maximum number of patients for discharge or transfer will be identified.  Patients who are able to be discharged will be delivered to the Discharge patient location as identified in the Emergency Plan for the facility and in Section 31 Incident Facilities/Designated Locations.  The Discharge unit leader will monitor the ability to complete the discharge and may direct the movement of these patients to an alternate safe location until they can be picked up.

Discharge planning is the process where in-patients are evaluated in a timely manner to determine the needs for post-hospital services, and the availability of those services. The process also encompasses coordination of care between the facility and the receiving provider.  The discharge planning processes require interdisciplinary collaboration among caregivers in order to achieve the desired cost and quality outcomes as patients move through the continuum of care

The goal of discharge planning during a facility evacuation is to reduce the quantity of patients requiring evacuation by expediting the discharge planning process for those patients who are clinically appropriate for discharge.  The Discharge Unit Leader shall be responsible for coordinating the discharge planning process during evacuation.

Physician guidance in discharge decision making shall be carried out by one or more PHAST Teams.
Discharge disposition:  The discharge planning process includes the identification of needed referrals or transfers to another provider or level of care when continuing care is anticipated.  During evacuation from the facility, the following levels of care will be utilized.
(50) Home with No Aftercare Needs: These are patients who typically have a stable medical condition, are ambulatory, alert and oriented, and have family support.  During evacuation, the unit clerk or other ancillary staff (volunteers, therapy staff, or others) will contact the patient’s family / caregiver as necessary to inform them of discharge.  They will also arrange for transportation home by the most appropriate means if the family is unable to provide transportation.
(51) Home with Home Care:  These are patients who require continuation of skilled care after discharge that can be managed safely at home.  The Home Care Intake Supervisor shall be contacted to coordinate referrals to home care providers.  Ancillary staff will be utilized to arrange transport and delivery of medical supplies and equipment. Home Care agencies will be expected to activate their internal surge plans as needed to accommodate the influx of patient discharges.

(52) Transfer to Nursing Home:  These are patients who require continuation of acute care after discharge.  The case manager will be contacted to prepare a Patient Review Instrument (PRI).  The social worker will contact nursing homes to determine availability of accepting incoming transfers.  In addition, social worker (or ancillary staff) will fax PRI to facility, notify family/caregiver of discharge, arrange transport, and contact medical records to abstract chart.  Upon transfer, chart abstract and any other necessary transfer paperwork will be sent with patient. 



The Discharge Unit Leader will begin the coordination of discharging patients by utilizing the “morning discharge report.”  Those patients that have a discharge order written will be given first priority.  In addition, PHAST staff will be utilized to evaluate patients who were deemed “ready for discharge” but do not have a written discharge order.  The above processes will be followed based on the patient’s discharge disposition.

17.2  Patient Destination Selection

ECCHS anticipates that in any situation involving evacuation of a single facility, all patients will be transported to appropriate destinations in unaffected area facilities.  Selection of specific alternate sites will be performed as follows:



ECCHS will activate a Patient Tracking Unit in the Admitting Office, which will determine optimal bed allocation for all patients from the hospital to other destinations.  The Patient Tracking Unit will begin to establish contact with surrounding hospitals to determine bed availability in the region.  The State Department of Health may be requested to activate the HERDS network to assist in identifying bed and surge capacity in the region.


The Patient Tracking Unit will designate and assign beds and destinations to evacuating patients based on this information, and coordinate tracking activities with the other facilities involved. The Patient Tracking Unit coordinates information on patients’ destination facilities for entry to the e-FINDS Patient Tracking System with the e-FINDS Administrator and Data Reporter roles.
 Patients will generally be assigned to beds in the following manner:

Patients will be sent to the closest, most appropriate bed where the level of care they require can be maintained.

Patients with higher acuity will be sent to closer facilities (reducing travel time, and expediting turn-around of advanced life support ambulances).

Patients with lower acuity – particularly ambulatory and wheelchair mobility – will be sent to more distant locations.

Behavioral health patients will primarily be sent to Erie County Medical Center.
Pediatric, infant, and neonatal patients will primarily be sent to Children’s Hospital.
18 Identification of Alternate sites

18.1 Policy

In the event of an incident at Empire County Hospital, patients may have to be evacuated and transferred to other facilities.  This section addresses where patients might be transferred.

18.2  Mutual Aid Agreement 
With five hospitals in the region, there should not be a need to evacuate patients to any facility outside the region.  Each hospital has the ability to surge and create capacity.  However, in the event of an incident affecting more than one campus, or when volume of patients or their special needs exceeds available capacity or capability at the other campuses, Empire County Community Health System facilities would be used for evacuation of patients.  A WNY Hospital Mutual Aid Agreement exists for such an incident.

The following participating member hospitals are included in this agreement:

· Buffalo General Hospital (Kaleida Health)


1-716-859-5600

· Children’s Hospital (Buffalo)




1-716-878-7000

· United Medical Memorial Center (Batavia)



343-6030

· Bertrand Chaffee Hospital (Springville)



1-716-592-2871

· Erie County Medical Center




1-716-898-4444

The authorized administrator/incident commander at a Participating Member facility has the authority to request assistance via the mutual aid agreement, and will ascertain availability at alternate institutions listed above via phone from the Command Center.  Alternates will be selected based on availability by bed or by patient diagnosis.
The Patient Tracking Unit shall be responsible for communicating the numbers and conditions of the patients being transferred to the alternate facility.

19 Ambulette and livery Evacuation plan

19.1 Pre-Designated Areas to Congregate Patients

Ambulatory Outpatients

Ambulatory outpatients from clinics and office spaces will be escorted outside the building via the ambulatory exits described in the section below. These patients thereafter will be under their own supervision unless other arrangements are necessary.
Ambulatory In-patients Receiving Areas

· Psychiatric Patients may be located in the smaller controlled area such as the In-service Class Room.

· Other Ambulatory In-Patients may be received in any of the green Area of Refuge locations in the Workplace Health Waiting Room (NF–Letchworth Suite).

19.2 Assignment of Transportation Resources

EMS Ambulances

These requests will be received, triaged, and assigned to the most appropriate ambulance or alternate transportation vehicle, which will be dispatched as appropriate.  Empire County Office of Emergency Management (WCOEM) has the direct control of the ambulances that are participating in the EMS 9-1-1 system. In addition, the WCOEM has the capabilities of rapidly mobilizing additional vehicles and crews.
These ambulances can be used to facilitate the inter-facility transport of numerous patients in a relatively short period of time.  The maximum number of stretcher-bound patients that can be accommodated in one ambulance at a time is two. The EMS supervisor may determine that transporting more than one patient per ambulance is contraindicated.
Monroe Ambulance (Medic 80)
The Monroe Ambulance can deploy 1 ambulance and 1 ALS vehicle prior to requesting mutual aid from other services.  Additional resources can be requested from outside ambulance services.  These resources include but are not limited to ambulances, ambulettes, and Buses.  All requests for transport shall be directed to the WCOEM’s EMS dispatcher so that patient tracking can be facilitated.
19.3  Non-EMS Transportation 

ECCHS can deploy 1 van that can transport 4 passengers and 6 wheelchair patients. Contact the Nursing Facility Administration (4701), Activities Department (4709) or the Maintenance Department (4518) for the keys to the van.

WCOEM has a written agreement with Empire Transit Service to provide Handicap Buses in support of an evacuation.  WCOEM will contact Empire Transit Service through its dispatch center at 786-6050, and inform Empire Transit Service of the nature of the evacuation, the number of patients to be evacuated, the medical requirements of such patients during transport and the destination to which the patients must be moved.
Laidlaw Transit Inc (786-5540) also operates Buses that seat 22 passengers or more each. Patients that are not stretcher bound and can be transported in a sitting position can be accommodated in one of these buses. The EMS supervisor, in concert with the hospital’s medical staff, will make the determination at the time of the incident.
Equipment Transportation: For transporting beds, medical equipment, and other patient care materials, the following rental companies are sources of trucks:

· U-Haul








786-2309

· DeCarolis







237-2000

· Budget








335-8280

19.4  Coordinating Patient Destination with Empire County Office of Emergency Management (WCOEM)
It is the responsibility of the Command Center to arrange the destinations for the patients prior to the need for any evacuation and to notify WCOEM at the time of the request as to the destination.

WCOEM’s EMS dispatcher will notify the HCC of the number and level of services that will be responding, and will have in place a mechanism to divert additional staff and /or vehicles from other non-emergency calls to respond to the Center.

WCOEM’s EMS dispatcher will make all best efforts to send as many vehicles and staff as are available immediately to the ECCHS to meet the need identified by HCC. 

In the event of a large-scale incident, we would be required to follow the directives of the Empire County Office of Emergency Management Mutual Aid System.
19.5  Exiting the Building - Ambulatory Outpatients

Ambulatory outpatients departing from clinics and office spaces will be escorted outside the building via the ambulatory exits.  Outpatient ambulatory patients should directly exit the building they are occupying.
20 Receiving Facility Guidelines 

20.1 ECCHS as a Receiving Facility

Subject to medical capability and space availability, ECCHS may serve as a Receiving Medical Facility and accept a Transferring Medical Facility’s patients in the event of an emergency evacuation.

When notified of an evacuation emergency and Code HICS/Code Green activation by another facility, ECCHS will provide capacity and capability to accept evacuated patients to the Transferring Medical Facility as requested through NYSDOH. 
The data reported shall include both licensed and surge (over-bedding) capacity as documented on the STATREP form.
The hospital will activate the eFINDS Patient Tracking System Administrator and Data Reporter roles to update location information in the eFINDS online system on the Health Commerce System for patients being received. eFINDS, or compatible hospital scanners, and a computer with internet access are required to update patients in eFINDS. The procedure to update the location of arriving patients one patient at a time or as a batch is included in the eFINDS Administrator and Data Reporter Job Action Sheet, and the eFINDS Quick Reference Guide, Attachment xxxxxx
20.2  Transferring and Receiving Facility Responsibilities
The Receiving Medical Facility will provide applicable medically necessary healthcare services as may be required by patients transported to the Receiving Medical Facility at the Receiving Medical Facility’s then-prevailing rates.  Each of the medical facilities will follow their standard procedures for admission of patients and their standard protocols for providing care to patients.  The Transferring Medical Facility shall not be obligated to pay any charges imposed by the Receiving Medical Facility unless such liability would exist separate and apart from this Agreement.  The Receiving Medical Facility will collect such charges from the patient or the patient’s third party payer.

The Transferring Medical Facility will be responsible for arranging for transportation of any evacuated patients to the Receiving Medical Facility.  The Transferring Medical Facility is responsible for arranging transportation of patients from the receiving facility back to the originating facility.  The Originating Medical Facility will pay the transportation cost and seek reimbursement by billing the patient or third party payers.

The Transferring Medical Facility will provide the Receiving Medical Facility with as much advance notice as possible of any patients requiring evacuation by calling the Receiving Medical Facility and providing as much information as possible under the circumstances.  As conditions warrant, the Receiving Medical Facility shall activate their Emergency Operations Plan and Surge Plan/Annex.  If the Receiving Medical Facility does not have the medical capability and available space, it may decline to accept any or all patients.

The Transferring Medical Facility will send to the Receiving Medical Facility at the time of transfer such identifying administrative, medical, and related information as may be necessary for the proper care of the transferred patients.

At the request of the Receiving Medical Facility, the Transferring Medical Facility shall make clinical and/or ancillary staff available to maintain continuity of care for the transferred patients at the Receiving Medical Facility’s location.  Such staff may accompany the patient(s) during transport, or other arrangements may be made between the facilities.

The Transferring Medical Facility will send with each patient at the time of transfer (or as soon thereafter as possible) patient records, medications (other than controlled substances), medical administration record (MAR), specialized treatment supplies, any information relevant thereto, and the patient’s personal effects.  In the event that personal effects cannot be sent with an alert and competent patient, the Transferring Medical Facility may elect to secure such personal effects until the crisis is over.  The Transferring Medical Facility will remain responsible for such items until receipt thereof is acknowledged in writing by the Receiving Medical Facility.

The Receiving Medical Facility may discharge patients in accordance with its standard procedures.

21 Communications 

Communications, both internal and external, becomes very complex during an evacuation.  The ECCHS Emergency Operations Plan sets forth procedures for distribution of supplemental communications equipment during periods of communications breakdown.
21.1 Notifications
As referenced throughout this document, notifications and effective crisis communication play a major role in the success of an evacuation.  Procedures and forms are described throughout this Annex, as well as in the Communications Matrix.  The Communications Unit Leader is responsible for making key notifications to emergency services and government agencies at the point that the Evacuation Annex is activated.  The Communications Unit Leader shall establish a Notifications Center, with staff assigned as available to assist in the process and documentation.

At a minimum, timely and accurate notifications shall be made to:

(53) Empire County Sheriff’s Department (WCSD)
(54) Empire County Fire-Rescue Department WCFD)
(55) New York State Department of Health (DOH) Regional Office
(56) Empire County Office of Emergency Management (OEM)

(57) WNY Hospital Mutual Aid Plan
(58) Family, caregivers, and responsible parties for all patients being evacuated or discharged
(59) Private physicians for all patients being evacuated or discharged
Staff shall be notified as directed in the EOP
21.2  Requests for Ambulance Diversion

Emergency Department ambulance diversion may only be requested at such time where incoming patients would be at greater risk arriving at the facility then if they were to continue on to a more distant hospital.

At such time that ambulance diversion is required, the ED Attending Physician shall contact the Empire County Fire-Rescue Department communications tour supervisor to request the diversion.  At that time, a request shall also be made for an ambulance to stand by at the Emergency Department to provide immediate transportation for any patient that may walk in requiring services.
22 Safety Considerations / Personal Protection Equipment (PPE)

Staff involved in patient evacuation should be consistently and frequently reminded of proper body mechanics and the opportunities to use lift assists where possible.  The role of the safety officer shall also be to assure that there are enough staff to adequately affect an evacuation.

Appropriate Personal Protective Equipment should be selected and used as well as the appropriate infection control measures.

Traffic movement outside the facility should be considered and coordination with local law enforcement should be made in order to maintain safe traffic flow at staging and embarkation points.

Plant Operations will be utilized to provide emergency utilities as necessary (i.e., lighting).
23 Security and facility Access control measures

23.1 Building Evacuation – Partial

During an event which requires the partial evacuation of a building, security personnel shall be deployed to:

· Assist in the assessment and safe evacuation of patients and staff

· Establish and reinforce as needed control points for Emergency Department access

· Establish interior control points to the affected area(s), to ensure that access is limited to essential personnel

· If required, establish lobby controls to limit access to authorized personnel only

· If required, establish perimeter controls to limit access to authorized persons and responding WCSD, WCFD and Emergency Services personnel

· Secure the area(s) in question until they can be operationalized, or temporary measures have been implemented to safeguard the evacuated area(s)

23.2   Building Evacuation - Full

· During an event which requires the full evacuation of a building, or buildings security personnel shall be deployed as outlined in the partial evacuation deployment scheme.  Additionally, security personnel shall be deployed to:

· Access points which transverse between buildings; bridges, tunnel and basement levels, to restrict access to authorized personnel

· Areas operationalized to hold, treat, and load patients pending their relocation to alternate treatment locations

· Traffic control posts on surrounding streets in coordination with WCSD to establish inner and outer perimeters for the affected building(s) or campus, and to ensure access and egress for evacuation resources

24 Critical Incident Stress Management

The psychological effects of an evacuation on both staff and patients are likely to be significant, and will require both focus and support.  The ECCHS Emergency Operations Plan Behavioral Health Annex sets forth procedures for behavioral health response, including mobilization of community-wide resources, as needed.

25 HICS Application

25.1 Emergency Operations Plan Activation

The Emergency Operations Plan and HICS shall be activated for any evacuation scenario.  In the event that outside public safety or other agencies are assisting or cooperating in the evacuation process, a unified command group shall be established.  Unless an overriding emergency (such as a fire) is the primary cause of the evacuation, the hospital incident commander shall retain the lead of the unified command group.

25.2 HICS Modifications

The major modifications likely to arise in an evacuation scenario are:

The need for an Evacuation Branch and one or more Evacuation Groups, to enable focus and maintain a manageable span of control over the mass of resources being applied to evacuation activities.
The activation of a Patient Tracking Unit and eFINDS Patient Tracking System Administrator and Data Reporter that operate within the Patient Tracking Unit are included within the Planning Section, as an enhancement of the role of Patient Tracking Officer, in order to coordinate, track, and maintain accountability for all patient movement during an evacuation.
The possible need to expand the Transportation Unit to the group or branch level within the Logistics Section, in order to maintain effective control over multiple staging areas and patient movement flows.

As with all components of HICS, the discretion or consideration for tuning the HICS activation in response to a specific crisis rests with the Incident Commander and HICS General Staff.

26 Facility Shutdown Procedures
26.1 Shutdown Activities

When the nature or cause of an evacuation dictates that a hospital building or campus is to be left unoccupied for a period of time (generally exceeding 24 hours), the physical plant must be shut down and secured in an orderly manner.  This is vital to maintain the security, integrity, and mechanical functions of the physical plant.  Activities to be considered here include control of medical gasses, natural gas, boilers, generators, heating/air conditioning plants, telecommunications and data systems, electrical power, and water.  Such activities are the responsibility of the Infrastructure Branch Director (Operations Section).
26.2 Securing the Utilities

At the direction of the Incident Commander, the following steps shall be taken to perform a shutdown and secure all utilities:
· The Maintenance Supervisor will dispatch mechanics to standby medical gas and vacuum systems and await instructions if a campus wide shutdown is in order
· If a partial shutdown is required a mechanic will be sent to the affected area to await instructions from the Infrastructure Branch Director
· A Maintenance Technician will standby at their computer to perform an emergency shutdown of HVAC systems and domestic water systems
· Mechanics will be assigned to the oxygen farm to standby for orders to shutdown main feeder valves for the bulk oxygen system
· If a partial shutdown is required the mechanic assigned to shutdown local medical gas systems will perform the oxygen shutdown
· Maintenance will standby for instructions to possibly shutdown chilled water systems and boilers
· If the need arises for a partial electrical shutdown, the Maintenance Supervisor will assign electrical staff to standby and await instructions
· If a full campus shutdown of the electrical systems is necessary, NYSEG shall be notified to perform this process. The Maintenance technicians will stand by to disable the backup generators.

Shutdown of utilities should be the final steps performed in an evacuation, and shall only be initiated by order of the Incident Commander.
Once the Incident Commander deems it is clear to perform a safe and orchestrated shutdown of the utilities, the sequence of shutdowns will be coordinated with the Infrastructure Branch Director, who will direct the actions of the appropriate unit leaders or mechanics/technicians standing by to perform the shutdown.

As utilities are secured, the mechanic/technician securing shall follow all necessary lock out/tag out procedures, and shall report the final disposition to the Infrastructure Branch Director.
27 “Stay Team”

27.1 “Stay Team” Composition

Depending upon the circumstances, a Stay Team may be left behind to secure and safeguard the facility and/or effect the physical plant shutdown.  The Stay Team, typically led by a manager within the Logistics Section, consists of Security/Maintenance, and Housekeeping staff.  The number of team members will be based on the work to be done and the risk assessment for the Stay Team.  For example, if evacuating due to an impending storm, the team should be minimal and focus on securing the facility.  If the evacuation is secondary to a fire now extinguished, the team size may be significant and focused on recovery, restoration, and clean-up activities.
27.2 “Stay Team” Welfare and Security

When assign a Stay Team to remain following a facility evacuation, the following general safety considerations shall be paramount:

A safety and security assessment shall be conducted by the Incident Management Team, with a clear understanding of the risks to Stay Team personnel.
Mitigation measures or considerations shall be addressed in the Stay Team’s mission assignment.  This includes a critical assessment of a shelter-in-place/evacuation decision for the team members in the event that conditions deteriorate beyond expectations.

The Stay Team shall have an Emergency Action Plan (EAP), including incident-appropriate provisions for site safety and hazard mitigation, and emergency equipment available for use.  The EAP shall include provisions for emergency team evacuation and recovery, should conditions become untenable.
The Stay Team shall have at least two alternate means of emergency communications with off-site leadership and public safety agencies in addition to landline telephone service (e.g., satellite telephone and portable radio).  In addition, team members shall have an internal radio communications system for communications between team members on site.
Food, water, and other life-sustaining provisions shall be provided for at least 50 percent longer than the projected period of isolation.

Shelter and environmental considerations (e.g., protection from heat, cold, or adverse weather) suitable to the incident shall be addressed.

28 Recovery and Repatriation Considerations
28.1 Recovery Planning

From the moment that an evacuation begins, leadership planning should initiate recovery and re-occupancy planning.  Once the cause of an evacuation has been resolved, the HICS organization can then apply full focus and energies to a timely re-occupancy.
28.2 Repatriation and Re-occupancy

Re-occupying the medical facility will typically follow the reverse sequence of the evacuation.  Clearly, the major difference will be the pace of events and the associated urgency.  The following general sequence will be applied.

Re-occupancy Planning.  The Planning Section Chief shall be responsible for developing an Incident Action Plan (IAP) for re-occupancy.  The re-occupancy IAP shall include (but not be limited to) the operational periods (time line), re-occupancy objectives, priorities and sequencing; resource allocation and needs projection; safety analysis and mitigation measures; and leadership assignments.
Re-occupancy Decision.  Determination shall be made by the Incident Commander that the site is safe for re-occupancy.  Such determination shall be based on input and recommendations from stakeholders including (as applicable), but not limited to:
· The authority having jurisdiction
· Other agency participants in the Unified Command organization
· State and/or local health department
· Community public safety agencies
· Hospital executive administration
· Clinical and nursing leadership
· Staff representatives
· Patient representatives
· Community representatives
Communications and Notifications.  Notification to all concerned parties shall be carried out, in accordance with the Notifications Matrix.
Resources and Assets.  Mobilization and staging of resources as needed, including the pre-stocking/re-stocking of facility assets, as well as arrangements for those resources (including transportation assets) required to effect the repatriation.
Staff scheduling.  As appropriate, staff redeployment shall be planned to ensure adequate coverage by title and unit, including staff accompaniment of patients being returned to the facility.
Utilities and Physical Plant.  Incident-appropriate physical plant re-activation and systems inspections and checks, including fire and emergency alarm systems, security, electrical systems, generators, potable and non-potable water, chillers, elevators, telecommunications, data, and other mechanical and utility systems, shall be implemented.  
Clinical systems and equipment checks

Material and supply replenishment

General housekeeping and facility cleanup

Risk Management, Safety Management, and infection control environment of care certification and approvals for re-occupancy shall be obtained as needed
28.3 Business Continuity

Business continuity issues within the scope of the recovery process are addressed within the ECCHS Business Continuity Plan.

29 Training and Exercises
Education

Education and training with regard to the Evacuation Plan Annex are delivered in many venues.  Initially, all employees must attend the ECCHS new employee orientation where the Evacuation Annex is a component.  New employee orientation records are filed in each employee’s personnel record in the Human Resources Department.

Training

On an annual basis, each employee must participate in fire, health, safety, and evacuation training where they update their knowledge of these critical areas. In addition, departmental safety training may occur as part of each department's monthly staff meetings.

Competencies

As part of the annual Emergency Management exercise program, ECCHS staff will be involved in evacuation-related scenarios and competency development.  Competencies shall include protocols for room evacuation, use of specialized equipment, traffic flow, movement of patients from hospital locations to patient loading areas, evacuation policy and procedures, role-appropriate use of the eFINDS Patient Tracking System, and leadership practices/command and control.

30 Appendix 1:  Facility Recovery and Inspection Guidelines

30.1 Structural and Life Safety Inspections

As conditions warrant, the following should be evaluated by facilities experts:
· Structural integrity and missing/damaged structural items 

· Assessment of hidden moisture
· Electrical system damage, including high voltage, insulation, and power integrity
· Water distribution system damage
· Sewer system damage
· Fire emergency systems damage
· Air handling system damage
· Medical waste and sharps disposal system
30.2 Water Removal
Water should be removed as soon as possible once the safety of the structure has been verified, using the following process:
· Pump out standing water 

· Wet vacuum residual wetness from floors, carpets and hard surfaces 

· Clean wet vacuums after use and allow to dry 

30.3 Water Damage Assessment and Mold Remediation
· Open the windows in the damaged areas of the building during remediation 

· Remove porous items that have been submerged or have visible mold growth or damage 

· Minimize dispersion of mold spores by covering the removed items and materials with plastic sheeting (dust-tight chutes leading to dumpsters outside the building may be helpful) 

· Dispose of these items as construction waste 

· Seal off the ventilation ducts to and from the remediation area and isolate the work area from occupied spaces, if the building is partially occupied 

· Scrub and clean hard surfaces with detergents to remove evident mold growth (If a biocide is used, follow manufacturer’s instructions for use and ventilate the area. Do not mix chlorine-containing biocides with detergents or biocides containing ammonia.) 

· Dry the area and remaining items and surfaces
· Evaluate the success of drying and look for residual moisture in structural materials (Moisture detection devices [e.g., moisture meters] or borescopes could be used in this evaluation.) 

· Remove and replace structural materials if they cannot be dried out within 48 hours 

30.4  Inspect, Repair, Disinfect where Appropriate, or Replace Facility Infrastructure
· HVAC system (motors, duct work, filters, insulation) inspection, disinfection, repair and replacement 

· Water system (cold and hot water, sewer drainage, steam delivery, chillers, boilers) 

· Steam sources (if piped in from other places e.g., utility companies it will impact autoclaves) 

· Electrical system (wiring, lighting, paging and patient call systems, emergency generators, fire alarms) 

· Electronic communication systems (telephones, paging and patient call systems, computers) 

· Medical gas system 

· Hazardous chemicals/radioactive storage
30.5  General Inventory of Areas with Water, Wind, Mold, or Contaminant Damage 
· Determine what furniture can be salvaged
· Discard wet porous furniture that cannot be dried and disinfected (including particle board furniture) 

· Disinfect furniture with non-porous surfaces and salvage 

· Discard upholstered furniture, drapery, and mattresses if they have been under water or have mold growth or odor
· Discard all items with questionable integrity or mold damage
· Determine what supplies can be salvaged
· Salvage linens and curtains following adequate laundering 

· Salvage prepackaged supplies in paper wraps that are not damaged, or have been exposed to water or extreme moisture/humidity, smoke, hazardous vapors, or were in a molded environment 

· Discard items if there is any question about integrity, moisture, or mold exposure 

· Dry essential paper files and records (professional conservators or recovery vendors may be contacted for assistance)
· Inspect electrical medical/biomedical equipment
· Check motors, wiring and insulation for damage 

· Inspect equipment for moisture damage 

· Clean and disinfect equipment following manufacturers’ instructions 

· Do not connect wet electronic equipment to electricity sources
· Inspect interior structures and surfaces
· Inspect, clean, repair, refinish, or replace wallboard, ceiling tiles, and flooring
· Repair, replace, and clean damaged structures
30.6 Review Issues for Reopening Facilities
The following physical plant requirements must be addressed prior to re-opening a facility:
· Potable water
· Adequate sewage disposal
· Electrical power is restored and reliable

· Adequate waste and medical waste management 

· All areas to be opened been thoroughly dried out, repaired, and cleaned
· The number of air exchanges in areas of the facility meet recommended standards

· Negative-pressure rooms are functioning properly and tested

· The Site Specific Check List for Selected Areas of the Facility has been reviewed (see below) to assist in determining if the facility is ready to be opened
30.7  Post-Reoccupation Surveillance
Focused microbial sampling may be indicated to determine if: 

· The water in the facility’s water distribution system meets the microbial quality of the Safe Drinking Water Act (see: http://www.epa.gov/safewater/sdwa/index.html); 

· Mold remediation efforts were effective in reducing microbial contamination in the affected areas of the hospital (see: http://www.epa.gov/mold/mold_remediation.html); 

or if patients who are receiving care in the reopened facility acquire infections that are potentially healthcare-associated and that may be attributed to Aspergillus spp. or other fungi, non-tubercular mycobacteria, Legionella, or other waterborne microorganisms above expected levels.
30.8 Site Specific Check List for Selected Areas of the Facility
Attachment A

	Area
	Question
	Yes
	No
	Comments

	Laboratory
Services
	Can essential laboratory testing be provided?
· blood-gases and co-oximetry
· electrolytes
· hepatic and basic metabolic profiles
· hemograms and coagulation studies
	  
	  
	  

	
	Can microbiological, toxicological, and serologic testing be performed or sent to a referral laboratory?
	  
	  
	  

	
	Is emergency power available to operate equipment and safety systems and/or provide necessary ambient conditions?
	  
	  
	  

	
	Has essential equipment been inspected for damage and heat/humidity exposure and manufacturers contacted for guidance on repair, cleaning, and disinfection?
	  
	  
	  

	
	Have damaged or contaminated reagents and supplies been replaced?
	  
	  
	  

	
	Have biologic safety cabinets been cleaned, disinfected and recertified?
	  
	  
	  

	Central Sterile Processing Area
	Have all autoclaves been inspected for damage and manufacturers contacted for guidance on repair, cleaning, and disinfection?
	  
	  
	  

	
	Does the steam system meet AAMI standards?
	  
	  
	  

	
	Have mechanical and biological indicator tests been performed on sterilization equipment?
	  
	  
	  

	
	Were stored sterile supplies compromised?  Have they been reprocessed or replaced?
	  
	  
	  

	
	Have the washers, instrument disinfection, and ultrasonic equipment been tested for performance?

	  
	  
	  

	Operating Suite
	Has there been any damage to the sealed flooring and ceilings?
	  
	  
	  

	
	Do sterile supplies need reprocessing?
	  
	  
	  

	
	Have the autoclaves been inspected and undergone mechanical and biological indicator testing?
	  
	  
	  

	
	Has an evaluation for electrical hazards been conducted?
	  
	  
	  

	
	Are the scrub sinks functioning properly?
	  
	  
	  

	
	Are there enough air exchanges per hour?
	  
	  
	  

	
	Have all air filters been changed?
	  
	  
	  

	Pharmacy
	Have damaged or contaminated medications and solutions been replaced?
	  
	  
	  

	
	Are refrigerators for medication storage at the proper temperature?
	  
	  
	  

	
	Has the medication compounding area been thoroughly disinfected?
	  
	  
	  

	
	Has the admixture hood been recertified and filters changed?
	  
	  
	  

	Respiratory Therapy, Bronchoscopy, Pulmonary Function
	Has the equipment processing equipment been inspected?
	  
	  
	  

	
	Was there any damage to equipment?  Has it been repaired and certified?
	  
	  
	  

	
	Have damaged or contaminated medications and solutions been replaced?
	  
	  
	  

	Radiology
	Has all equipment been inspected and disinfected?
	  
	  
	  

	
	Have all damaged or contaminated medications and supplies been replaced?
	  
	  
	  

	
	Has damaged equipment been recertified?
	  
	  
	  

	
	Has radioactive materials been assessed and contained?
	  
	  
	  

	All Patient Care Areas
	Has all furniture and equipment been inspected, repaired, and disinfected?
	  
	  
	  

	
	Has porous furniture that was wet been discarded?
	  
	  
	  

	
	Were mattresses discarded if they have been under water or wet?
	  
	  
	  

	
	Have all linens been laundered?
	  
	  
	  

	
	Have medications and supplies that were damaged or contaminated been discarded?
	  
	  
	  

	
	Are medical gas and suction systems operable?
	  
	  
	  

	
	Have ice machines been flushed, cleaned, and disinfected?
	  
	  
	  

	
	Are medical gas and suction systems including air lines operable and cleaned?
	  
	  
	  

	Emergency Department
	Have stretchers and exam tables been inspected, repaired, and disinfected?
	  
	  
	  

	
	Have cardiac monitors/biomedical devices been recertified?
	  
	  
	  

	
	Has the trauma room flooring been damaged?  Has it been repaired or replaced?
	  
	  
	  

	
	Have support service areas in the ED (radiology, lab) been inspected in the same manner as the larger department?
	  
	  
	  

	
	Is public access to the emergency room safe for entry?
	  
	  
	  

	Intensive Care Units
	Have cardiac monitors/ biomedical devices been recertified?
	  
	  
	  

	
	Have whirlpool and physiotherapy area been repaired and disinfected?
	  
	  
	  

	Laundry Processing Area
	Has all laundry equipment been inspected for damage and manufacturers contacted for guidance on repair, cleaning, and disinfection?
	  
	  
	  

	
	Have containers for stored laundry chemicals and dispensing equipment been inspected?
	  
	  
	  

	Food Service
	Has stored food (dry and canned goods) been inspected for damage or contamination and discarded if it is unsafe to eat?
	  
	  
	  

	
	Have ice-machines and refrigerators been cleaned and sanitized? 
	  
	  
	  

	
	Has all perishable food been discarded?
	  
	  
	  

	
	Have all food-contact surfaces been cleaned and sanitized?
	  
	  
	  

	
	Have pest control systems been restored?
	  
	  
	  

	
	Has local food service certification been obtained?
	  
	  
	  


31 Appendix 2: Tools and Matrices

31.1 Annex Maintenance Matrix

	Item #
	Plan Reference
	Issue
	How Maintained
	Where Maintained
	Review/
Maintenance Cycle
	Responsible Person
	Oversight

	1.
	Identification of Alternate Sites
	Receiving facility agreements
	Through the Western NY Health Care Regional Mutual Aid Plan And the Western NY Mutual Aid Agreement
	Copies of the Mutual Aid Plan Agreement are maintained in Administration and electronically on the Hospital’s pdc Public Network
	Plans are reviewed / downloaded annually or as needed when revisions are made.
	Emergency Preparedness Coordinator
	Safety Committee

	2.
	Patient Movement Flow
	Evacuation equipment
	Periodic review of the Facility Equipment Inventory to determine any changes
	A listing of evacuation equipment is maintained in the Facility Equipment Inventory
	The Facility Equipment Inventory is reviewed annually
	Emergency Preparedness Coordinator
	Safety Committee

	3.
	Transportation Resources
	Transportation resources
	Through the Mutual Aid Plan, Mutual Aid Agreement, and MOU with Orleans Co. Office of Emergency Management
	Copies of the Mutual Aid Plan and Agreement are maintained in Administration and electronically on the Hospital’s pdc Public Network
	As noted in agreement
	Emergency Preparedness Coordinator
	Safety Committee

	4.
	Notifications
	Patient emergency contacts
	By Medical Records
	Medical Records Department
	The emergency procedures and planning are reviewed at least annually, and revised as needed
	Emergency Preparedness Coordinator
	Safety Committee

	5.
	Communications
	Notification scripts
	Scripts are maintained as part of the evacuation plan
	The scripts are contained in the plan as an attachment
	The emergency plan and procedures are reviewed at least annually, and revised as needed
	Emergency Preparedness Coordinator
	Safety Committee

	6.
	Materials Management
	Patient specialized treatment supplies
	Specialized treatment supplies, if any, are evacuated with the patient
	Supplies/equipment needed for specialized treatment will be packaged and evacuated with the patient
	The emergency plan and procedures are reviewed annually, and revised as needed
	Emergency Preparedness Coordinator
	Safety Committee


31.2 Notifications Matrix

	Item #
	Plan Reference
	Notification To
	Notification When
	Contact Info Location
	When Made
	Responsible Person
	Tracked By

	1. 
	Notifications
	Emergency Medical Service (EMS)
	A situation is determined to require emergency responder assistance &/or building evacuation is necessary
	911 will be notified
	When the situation is recognized and upon direction from the IC
	Incident Commander, Liaison, or designee
	Incident Command System

	2. 
	Notifications
	Fire Department
	A situation is determined to require emergency responder assistance &/or building evacuation is necessary
	911 will be notified
	When the situation is recognized and upon direction from the IC
	Incident Commander, Liaison, or designee
	Incident Command System

	3. 
	Notifications
	Police Department
	A situation is determined to require emergency responder assistance &/or building evacuation is necessary
	911 will be notified
	When the situation is recognized and upon direction from the IC
	Incident Commander, Liaison, or designee
	Incident Command System

	4. 
	Notifications
	Local Office of Emergency Management
	Upon a decision being made to evacuate the building; or if evacuation is being considered as an option.
	Emergency Call list
	Upon a decision being made to evacuate the building; or if evacuation is being considered as an option.
	Incident Commander, Liaison, or designee
	Incident Command System

	5. 
	Notifications
	Local health department
	Upon a decision being made to evacuate the building
	786-8890
	Upon a decision being made to evacuate the building and upon direction from the IC
	Incident Commander, Liaison, or designee
	Incident Command System

	6. 
	Notifications
	NYSDOH WR Office
Duty Officer (after hrs)
	Upon a decision being made to evacuate the building
	716-847-4357
866-881-2809
	Upon a decision being made to evacuate the building 
	Incident Commander, Liaison, or designee
	Incident Command System

	7. 
	Notifications
	On-duty staff
	Once a decision is made to evacuate the building
	Internal communication systems
	Once a decision is made to evacuate the building and upon direction from the IC
	Incident Commander, Public Information Officer, Department heads, or designee
	Incident Command System

	8. 
	Notifications
	Patients
	Once a decision is made to evacuate the building
	Census report
	Once the decision is made to evacuate the building and upon direction from the IC
	Incident Commander, Public Information Officer, or designated Nursing staff person
	Incident Command System

	9. 
	Notifications
	Off-duty staff
	Once decision is made to recall staff in the event of an evacuation
	Emergency Call List and Departmental contact lists
	Upon determination to establish a labor pool and a need for staff recall and upon direction from the IC
	Department heads, Labor Pool Unit Leader or designee
	Incident Command System

	10. 
	Receiving Facility Guidelines
	Receiving facilities
	When an evacuation is being contemplated
	WNYHA Membership Directory (@ switchboard)
	Upon a decision being made that a building evacuation is necessary and upon direction from the IC
	Incident Commander, Liaison, or designee
	Incident Command System

	11. 
	Notifications
	Transportation resources (Office of Emergency Management)
	Once a decision is made to evacuate the building
	External Agency Resources list
	Once a decision is made to evacuate the building and upon direction from the IC
	Incident Commander, Liaison, or designee
	Incident Command System

	12. 
	Notifications
	Families / Responsible parties
	Once a decision is made to evacuate the building
	Maintained as part of the medical chart/history
	Once the decision is made to evacuate the building and upon direction from the IC
	Incident Commander, Liaison, or designated Nursing staff person
	Incident Command System


31.3 Incident Facilities / Designated Areas Matrix
The hospital has pre-established specific locations on the campus where predetermined evacuation activities will occur.  The following table depicts those locations, known as incident facilities, which may be activated for use during Evacuation Annex activation.  Should a particular site or location be unsuitable for any reason, the responsible unit leader or section chief shall ensure that a suitable alternate site is selected, and its location is provided to the HCC and all concerned parties.

	Incident Facility
	Mission
	Pre-planned Location
	Supervisor

	Evacuation Operations Center (EvOC)
	Command and control point for evacuation tactical activity
Location of Evacuation Branch Director and unified command participants
(see Sec. 12)
	· Nurses’ Station nearest to the impacted area
· If more than one area is impacted, the most centrally located Nurses’ Station will be designated
	Evacuation Branch Director

	TAL 1 – Ambulatory Holding Area
	Mobilization, assembly, and care point for TAL 1 patients removed from their original location
	Workplace Health Waiting Room (NF – Letchworth Suite)
	[Unit/Floor] Holding Unit Leader

	TAL 1 – Ambulatory Loading Area
	Embarkation (loading) point for TAL 1 patients being evacuated out of the hospital to another facility
	Outpatient/Ambulatory Surgery Entrance (NF – New NF Lobby Entrance)
	Ambulatory Loading Unit Leader

	TAL 1 – Ambulatory Vehicle Staging Area
	Assembly and waiting area for vehicles arriving to  pick up TAL 1 patients
	Primary: ED Parking Lot 4

(NF – Parking Lots 1 & 2) Secondary/overflow: North Main Medical Building Parking Lot
	Ambulatory Staging Area Manager

	TAL 2 – Wheelchair Holding Area
	Mobilization, assembly, and care point for TAL 2 patients removed from their original location
	Emergency Department Waiting Room (NF – New NF Lobby)
	[Unit/Floor] Holding Unit Leader

	TAL 2 – Wheelchair Loading Area
	Embarkation (loading) point for TAL 2 patients being evacuated out of the hospital to another facility
	Emergency Department Walk-In Entrance (NF – New NF Lobby Wheelchair Entrance to lot 4)
	Wheelchair Loading Unit Leader

	TAL 2 – Wheelchair Vehicle Staging Area
	Assembly and waiting area for vehicles arriving to pick up TAL 2 patients
	Primary: ED Parking Lot 4

Secondary/overflow: North Main Medical Building Parking Lot
	Wheelchair Staging Area Manager

	TAL 3 – Non-ambulatory Holding Area
	Mobilization, assembly, and care point for TAL 3 patients removed from their original location
	Emergency Department (NF – Old NF Lobby)
	[Unit/Floor] Holding Unit Leader

	TAL 3 – Non-ambulatory Loading Area
	Embarkation (loading) point for TAL 3 patients being evacuated out of the hospital to another facility
	Emergency Department Ambulance Entrance (NF – Old NF Lobby Entrance)
	Non-amb. Loading Unit Leader

	TAL 3 – Non-ambulatory Vehicle Staging Area
	Assembly and waiting area for vehicles arriving to pick up TAL 3 patients
	Primary: ED Parking Lot 4

(NF – Parking Lots 1 & 2) Secondary/overflow: North Main Medical Building Parking Lot
	Ambulance Staging Area Manager

	Discharge Holding Area
	Mobilization, assembly, and care point for discharge-eligible patients removed from their original location
	Cafeteria
(NF - Letchworth Suite)
	[Unit/Floor] Holding Unit Leader

	Discharge Loading Area
	Embarkation (loading) point for patients being discharged from the hospital
	Old Nursing Facility Lobby (NF – New NF Lobby)
	Discharge Loading Unit Leader

	Discharge

Vehicle Staging Area
	Assembly and waiting area for vehicles arriving to  pick up discharged patients
	Visitor Parking Lots 1 & 2
	Discharge Staging Area Manager

	Equipment Holding Area
	Mobilization, assembly, tracking, and holding area for equipment removed from their original location
	Back Hallway from Dietary to Materials Management
	Equipment Staging Area Manager

	Equipment
Loading Area
	Loading point for equipment being relocated out of the hospital to another facility
	Hospital Loading Dock/ Materials Management
	Equipment Loading Unit Leader

	Equipment
Vehicle Staging Area
	Assembly and waiting area for vehicles arriving to  pick up equipment being relocated
	Parking Lot 6
	Equipment Staging Area Manager


32 Hospital Evacuation Process Flow Chart
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Legend:  Colors correspond to HICS functions (Black/white = Command; Red = Operations; Blue = Planning; Yellow = Logistics; Green = Finance / Administration)
Shapes are standard flow-charting symbols: diamonds represent decisions; ovals represent actions
=============================================================

· Confirm the direction or decision to evacuate the facility.
· Ensure that the EMP/HEICS plan is activated and staffed, and the HCC is operational.

· Communicate the decision throughout the organization:

· Leadership

· Staff

· Patients

· Destination location(s)

· Transportation assets

· Oversight entities (e.g., State and local health departments; local Office of Emergency Management; local public safety agencies)

· Patient family members

· Home care providers

· Vendors

· Utilities

· Recovery assets

· Media
· Initiate full census of patients and movement equipment via STATREP form (Emergency Plan forms).  Census should be updated every four hours for the duration of the emergency.

· Review facility and departmental emergency plans and procedures with staff.

· Prepare and implement contingency staffing schedules.

· Implement Emergency Department diversion

· Total diversion for urgent evacuation (have EMS ambulance stand by to manage arriving emergencies)

· Divert all but “treat and release” patients at the outset of a planned evacuation

· Cancel elective procedures scheduled for today and tomorrow

· Notify patients scheduled for elective procedures to not come in

· Discontinue procedures underway for patients in Same Day Surgery and Ambulatory Care

· Cancel visiting hours and evacuate visitors.  The following visitors will be allowed to remain:

· Legal guardians for minors

· Healthcare proxy for patients without decision capacity

· Establish perimeter for security and traffic control, in conjunction with local law enforcement.

· Establish hospital supply truck routes and patient evacuation routes, in coordination with Security and law enforcement agencies.

· Clear parking lots as needed to accommodate emergency vehicle staging.

· Establish five staging areas (see Facility Diagram, Attachment E):

· Ambulances

· Medical transport vehicles

· Ambulatory transport vehicles

· Discharge pick-up

· Equipment transport vehicles
· Obtain and secure cash for emergency payments.

· Mobilize internal resources:

· Leadership

· Discharge Planning/Social Work

· Staff

· Movement equipment

· Clinical equipment and supplies; medications

· Patient records
· Establish an Equipment Pool (see Attachment F [Incident Facilities Matrix]) for mobilization of all patient movement devices and other medical equipment.

· Mobilize external resources, activating pre-arranged contracts or MOUs as necessary:

· Transportation assets

· Destinations

· Local EMS system/public safety agencies

· Non-patient transportation assets

· Home care agencies

· Vendors and deliveries
· Establish a Patient Tracking/Bed Coordination Unit in Admitting.  This unit will make telephone contact with each potential receiving facility to determine bed and surge capacity and capability, and will track allocation of patients to available destination resources throughout the evacuation.
· Patient Tracking contacts the NYSDOH Western Region Office and requests an evacuation operation for the hospital be initiated in the eFINDS Patient Tracking System on the NYSDOH Health Commerce System (if an evacuation operation has not yet been activated.)
· Place an eFINDS wrist band on every patient, and 1) if time allows, enter patient data corresponding to their bar code into the eFINDS electronic system. 2) in the absence of power or sufficient time, enter the patient’s data on an eFINDS paper Bar Codes Log in the spaces corresponding to the patient’s wristband bar code. eFINDS system patient data entry will be located [describe area where eFINDS will be implemented, i.e., evacuation portals, Units, HCC].
· Establish, staff, and equip five loading areas (see Incident Facilities Matrix, Attachment F and Facility Diagram, Attachment E):

· Non-ambulatory Loading 

· Wheelchair Loading 

· Ambulatory Loading 

· Discharge Loading 

· Equipment Loading 
· Initiate patient discharge to long term care, home care, and care-givers

· Where possible, place babies and mothers together for the duration of the evacuation.

· Reconfigure and staff cleared Emergency Department to serve as stabilization/holding point for non-ambulatory patients.  One area should be designated to treat ill/injured staff and rescue personnel.

· Redirect incoming vendor shipments/deliveries to alternate destinations.

· Initiate bed and medical equipment relocation process.
· As beds and medical devices are made available at the patient loading areas, they will be brought to the Equipment Loading Area for shipment to alternate destinations.

· The Materials Management Unit Leader shall be responsible for identifying destinations for shipment of beds and medical equipment corresponding to the number, category, and destination of evacuated patients.  This information shall be coordinated with the Materials Management Unit Leader at the receiving facility(ies) to verify need prior to shipment.
· The Equipment Loading Area Leader shall ensure that all equipment leaving the facility is inventoried, labeled with the hospital name and tracking number, and documented on the Equipment Relocation Form (Emergency Plan Forms).

33 Patient Evacuation Critical Information AND TRACKING FORM
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34 eFINDS STAND-ALONE PROCEDURE

1. eFINDs Purpose: eFINDS is a secure and confidential electronic or paper system that provides real-time access to patient/ resident locations during an evacuation event. X Hospital will use this system to log and track patients during a full or partial evacuation as designated by the Hospital Incident Command System (HICS). 
2. eFINDs Operation: 
a. Patient/ resident data can be entered, and location updated and tracked using hand-held scanners, mobile applications, or paper/handwritten tracking (in case of power outage, or time constraints). By using the eFINDS system of barcodes and wristbands, each patient is associated with a unique identification number that can then be updated with their personal data at the originating and/or destination facility. When the hospital is evacuating, the eFINDS wristband/ barcode should be affixed to each patient including those discharged to home, and sheltering in place.
b. The eFINDS web application is located on the NYSDOH Health Commerce System (HCS) https://commerce.health.state.ny.us/public/hcs_login.html. In order to access and use the online aspects of eFINDS, an individual must: (1) have their own HCS account, and (2) be assigned to at least one of the two eFINDS roles in the HCS Communications Directory; " eFINDS Administrator" or "eFINDS Data Reporter”. See the see the eFINDS Quick Reference Card Attachment for directions on HCS/ e-FINDS access issues. 
3. 
eFINDs Supplies and Equipment: 
a. List of supplies and equipment:

· Handheld scanner issued by NYSDOH, located [xxxxxxx]. 

· Other scanners identified as compatible by the hospital [describe, i.e., medication scanners, &   where located and accessed] 
· The hospital has wristbands equal to the certified number of inpatient beds at the facility (for actual event use - i.e., during evacuation; and training), pre-printed with barcodes and the facility name. These are located [xxxxxxx]. 

· Paper Barcodes Log that includes a list of all assigned barcodes, facility name, and blank fields to enter patient data (name, DOB, gender, etc.) located [xxxxxxx].

· Computer (s) with access to the internet/ HCS, if the online application is used.

· The e-FINDS Administrator or e-FINDS Data Reporter roles [or designee per hospital] will retrieve the equipment and deliver it to the designated locations (per hospital, Units, Evacuation Portals, or just-in-time).

4.     Roles and Responsibilities for eFINDS:
a. Hospital Incident Command System (HICS): 

· Contacts the NYSDOH Western Region Office and requests an Evacuation Operation be created in eFINDS (if an evacuation operation is not already activated).

· Activates the Patient Tracking Unit according to hospital’s Evacuation Plan

· Determines how the eFINDs system will be used and communicates to the Patient Tracking Unit:

· Use eFINDs paper, and/or eFINDS online HCS components. The wristband with barcode is always applied.
· Name of the hospital’s Evacuation Operation in the eFINDs Application. 

· Hospital location(s) where eFINDs will be implemented (such as on Units, or at the evacuation staging/ loading areas)

b. Patient Tracking Unit Leader (PTUL) will:
· Activate staff pre-assigned to eFINDS Reporting Administrator and eFINDS Data Reporter roles, and provide eFINDS Job Action Sheets. 
· Hospital staff names assigned to eFINDS Administrator and eFINDS Data Reporter roles can be found in the [hospital’s Evacuation Plan, HICS chart, etc]. If these persons are not available, the Hospital HCS Coordinator should assign other staff to the eFINDS roles in the HCS Communications Directory at the time of the emergency.

· Communicate HICS decisions to the eFINDS Administrator and Data Reporter roles. 
· Monitor eFINDS tracking of patients as they are updated at destination facilities and account for all patients.
c. eFINDS Administrator role: Performs operations per their Job Action Sheet (JAS) and the eFINDS Quick Reference Card Attachment under the direction of the PTUL.   

d. eFINDS Data Reporter role: Performs operations per their JAS and the eFINDS Quick Reference Card Attachment under the direction of the PTUL. 

5.    Procedure for Patient/ Resident Tracking with e-FINDs:
a. HICS communicates which eFINDS functions (paper and/ or electronic) will be used. 

b. eFINDS supplies and equipment are delivered to the operational areas as directed. 

c. Follow the designated eFINDS process. Use of functions with/ without the scanner can be found in the JAS for eFINDS roles and in the eFINDS Quick Reference Card Attachment.

---------------------------------------------------------------------------------------------------------------------------

6. HICS will determine use of eFINDS based on the availability of power and internet access, and the ability to prepare patients/residents:
a.  Emergent evacuation procedure (immediate exit from the facility due to an imminent threat/hazard, most likely to a stop-over point): The patient’s existing hospital wrist band issued on admission will be the form of identification, and if able, a paper log of patients as they leave their Unit and the facility is developed. 

· eFINDS should be initiated at the stop-over location. The HICS will designate staff to deliver and implement e-FINDS supplies and equipment at the stopover location as directed.

· Every effort should be made to use eFINDS and the barcode numbers tracked when patients/residents are being immediately evacuated to another facility, or to multiple locations that might include a non-healthcare stop-over. If the receiving location is not one that has access to eFINDS to record the evacuees it receives, then the sending hospital should use other communications with the receiving location, and use the paper log to track the barcode numbers on the bracelets of those evacuees received.  

b.  Urgent or planned evacuation procedure: 

1)   No Power/ Internet access, or limited time situation: Affix pre-printed wristbands to each patient and enter patient data (name, DOB, destination) to the Paper Barcode Log in the entry next to their wrist band number. A copy of the paper Log should be sent with each transport that is destined for a different facility.

2)  With Power/ Internet access: HICS will direct the eFINDS online system be used and the pre-printed eFINDS wristband or a barcode be affixed to each patient. Using the eFINDS application for patient data entry:

1. A computer with internet/ HCS access is accessible where patient data entry will occur. 
2. Single patient entry with a scanner: use eFINDS or compatible scanner to scan patient wristband barcode and enter patient data one at a time into eFINDS; minimum data entered should include first and last name, date of birth, gender, destination if known. 

3. Single patient entry without scanner: manually enter the patient’s wristband barcode and data one at a time into eFINDS; minimally patient first and last name, date of birth, gender, destination if known. 

4. Multiple barcodes and patients’ demographic data may be entered manually to a fillable spreadsheet on the eFINDS system, or;

5. Multiple patients’ demographic data can be entered to a fillable Excel barcode spreadsheet that has been downloaded to a file on the hospital’s computer. The Excel sheet can then be uploaded into the eFINDS system and will populate patients’ data into the system. Note: The Excel file name cannot be changed or the upload will fail.

c. As patients arrive at receiving facilities, their destination information is updated in e-FINDS by the receiving facility. 
d. Patient destination follow-up is conducted with receiving facilities per the hospital’s evacuation plan and via e-FINDS if this application has been used. The evacuating hospital’s Patient Tracking Unit monitors and records patients’ final destinations.   
35 a. eFINDS ADMINISTRATOR JOB ACTION SHEET

Mission:
Implementing, tracking, and managing an electronic patient tracking system for evacuating patients from the hospital, and receiving evacuated patient (s) from another facility.  

Your person information must be entered into the eFINDS Administrator role in the facility’s Communications Directory on the NYSDOH Health Commerce System (HCS) in order to access e-FINDS. Contact the hospital’s HCS Coordinator if you need access to eFINDS. Refer to the eFINDS Quick Reference Card, “Getting Started”.
	Date: 
  Start: 
  End: 
Position Assigned to: _______________  Initial: _


Position Reports to:  Patient Tracking Unit Leader (PTUL)
   Signature: 

Hospital Command Center (HCC) Location: 
  Telephone: 


Fax: 
  Other Contact Info: 
  Radio Title: 



	Task
	Time
	Initial

	Receive appointment and briefing from the Patient Tracking Unit Leader (PTUL)
	
	

	Coordinate activities with eFINDS Data Reporter (see their Job Action Sheet), Hospital Incident Command System (HICS), and the PTUL. 
	
	

	For Hospital evacuation, implement the steps below for the eFINDS system as directed by the HCC and the PTUL. Access, and as directed by the HICS /PTUL, deliver eFINDS supplies and equipment to the designated area(s).

· Pre-printed barcoded wristbands for each patient; pre-printed Bar Code Log 
· Equipment to be used: Hand-held scanners, computers with internet access 
· eFINDS “Go-Bags” (if used)
	
	

	Assure a wristband or barcode has been affixed to all patients/ residents, including those who will evacuate, shelter-in-place, or return home. 
	
	

	If power or internet is not available, coordinate to ensure each patient’s data is entered onto the eFINDS paper Bar Codes Log in the fields next to their assigned bar code, including first and last name, birth date, and gender.
	
	

	With power/ internet access, as directed, implement eFINDS on the Health Commerce System (HCS). Refer to the eFINDS Quick Reference Card. 

1. If scanning will be used, set up the scanners 

2. Log onto the HCS at https://commerce.health.state.ny.us. For a log on issue/ forgotten password, call the Commerce Accounts Management Unit (CAMU) at 1-866-529-1890.

3. Click eFINDS in the My Applications panel (left side), or by clicking on the Applications bar at the top, clicking “e” and scrolling down to eFINDS. 
4. Select Hospital Name from the dropdown list and click Submit, 

5. - Reminder: always VERIFY your location, if affiliated with more than one!
5. Pull up the facility’s Evacuation Operation* on the HCS 

· Proceed to one of the choices for patient data entry as determined by the HICS. See steps A, B, C for choices: enter patient one-at-a-time with or without scanner; or in multiple batches.
* The Evacuation Operation is created by the NYSDOH upon request from HICS * or is an operation created by the NYSDOH for a large-scale evacuation incident involving multiple hospitals/counties/regions.  . 
	
	

	A. Register Patient or supervise registration with a scanner, one patient/ resident at a time. Refer to e-FINDS Quick Reference, Attachment. Scan the patient’s wristband or affixed barcode one patient at a time, and enter their personal data in the e-FINDS screen fields as time allows.
     The patient’s destination can be updated as needed when determined.
	
	

	B. Register Patient or supervise registration without a scanner, one patient/ resident at a time. 
1. Select “Register Patient/ Resident without Scanner”. A list of barcodes available to the hospital will appear. 

2. Click on the bar code assigned to the patient. A screen will appear.

3. Then follow steps 3-10 eFINDS Quick Reference, Attachment for “Registering the Patient with Scanner”. 
	
	

	C. Register multiple patients/residents without a scanner, in multiple batches. Refer to eFINDS Quick Reference, Attachment

a. Generate Barcoded PDF Log.  A Fillable Spreadsheet of barcodes for printing will be generated on the eFINDS system. The PDF bar code log cannot be uploaded to populate the eFINDS as the Excel sheet can. However, patient’s data can be manually entered on the printed log next to their assigned barcode, and sent with transport. If time allows, data from the log can be manually entered to the online eFINDS system. The log barcodes could be scanned into e-FINDS at that time. Assure that the patient’s data entered into eFINDS is correctly associated to the barcode that has been assigned to that patient.
	
	

	b. Generate Uploadable Barcode Excel Spreadsheet. Refer to eFINDS Quick Reference, Attachment An Excel sheet of available barcodes can be generated on eFINDS and uploaded to a facility computer. Data for multiple patients can be entered in the fields next to their assigned barcodes. The spreadsheet can be uploaded and will populate patient data into the eFINDS system corresponding to their barcode.  Do not change the name of the excel file when saving. Follow File upload instructions under “c”.
	
	

	c. Uploading Multi Patient/Resident Excel File. Refer to eFINDS Quick Reference, Attachment. If the Excel file has no patient or resident information, the file cannot be uploaded.
	
	

	Update Patient/ Resident- Releasing Patient Resident from this location. Refer to eFINDS Quick Reference, Attachment. Use this procedure to update the patient’s destination location in eFINDS one-at-a-time or in multiples. 
	
	

	In the event of a second evacuation and/or additional barcodes are needed, generate a PDF or excel spreadsheet of used and unused barcodes, and a spreadsheet that can be populated with patient/resident information and uploaded to eFINDS. (The Administrator role only can do this).
	
	

	e-FINDS activities for receiving evacuated patients at your facility:
	
	

	Quick Search: Refer to eFINDS Quick Reference, Attachment

Scan a barcode, enter a barcode number, OR enter first or last

name in Quick Search (located top right). If necessary click Quick Search.
If a person has never been to your facility, you will NOT be able to search for them. If they have been assigned to your facility AND you have their barcode number, you can scan or manually enter the barcode number to search for them. 
	
	

	Receiving Facility: Updates Patient/Resident with Scanner

Refer to eFINDS Quick Reference, Attachment 
	
	

	Receiving Facility: Updates Patient/Resident without Scanner

Refer to eFINDS Quick Reference, Attachment 
	
	

	Provide status reports on patient census and tracking as requested by the Hospital Command Center.
	
	


35 b. eFINDS DATA REPORTER JOB ACTION SHEET

Mission:
Implementing, tracking, and managing an electronic patient tracking system for evacuating patients from the hospital, and receiving evacuated patient (s) from another facility.  

Your person information must be entered into the eFINDS Data Reporter role in the facility’s Communications Directory on the NYSDOH Health Commerce System (HCS) in order to access 
eFINDS. Contact the hospital’s HCS Coordinator if you need access. Refer to the eFINDS Quick Reference Card, “Getting Started”. 
	Date: 
  Start: 
  End: 
Position Assigned to: _______________  Initial: _


Position Reports to:  Patient Tracking Unit Leader (PTUL)
   Signature: 

Hospital Command Center (HCC) Location: 
  Telephone: 


Fax: 
  Other Contact Info: 
  Radio Title: 



	Task
	Time
	Initial

	Receive appointment and briefing from the Patient Tracking Unit Leader (PTUL)
	
	

	Coordinate activities with eFINDS Administrator role, Hospital Incident Command System (HICS), and the PTUL. Some eFINDS actions can only be performed by the eFINDS Administrator role.
	
	

	For Hospital evacuation, implement the steps below for the eFINDS system as directed by the HCC and the PTUL. 
	
	

	Access, and as directed by the HCC/ PTUL, deliver eFINDS supplies and equipment to the designated area(s).

· eFINDs supplies: Pre-printed barcoded wristbands; pre-printed Barcodes Log. 
· Equipment to be used: Hand-held scanners, computers with internet access. 
· eFINDS “Go-Bags” (if used).
	
	

	Assure a wristband or barcode has been affixed to all patients/ residents, including those who will evacuate, shelter-in-place, or return home.
	
	

	If power or internet is not available, coordinate to ensure each patient’s data is entered onto the eFINDS paper Barcodes Log in the fields next to their assigned barcode, including first and last name, birth date, and gender.
	
	

	With power/ internet access, as directed, implement eFINDS on the Health Commerce System (HCS). Refer to the eFINDS Quick Reference Card. 

1. If scanning will be used, set up the scanners 

2. Log onto the HCS at https://commerce.health.state.ny.us. For a log on issue/  forgotten password, call the Commerce Accounts Management Unit (CAMU) at 1-866-529-1890.

3. Click eFINDS in the My Applications panel (left side), or by clicking on the Applications bar at the top, clicking “e” and scrolling down to eFINDS. 
4. Select Hospital Name from the dropdown list and click Submit, 

5. - Reminder: always VERIFY your location, if affiliated with more than one!
6. Pull up the facility’s Evacuation Operation* on the HCS 

· Proceed to one of the choices for patient data entry as determined by the HICS. See steps A, B, C for choices: enter patient one-at-a-time with or without scanner; or in multiple batches.
* The Evacuation Operation is created by the NYSDOH upon request from HICS * or is an operation created by the NYSDOH for a large-scale evacuation incident involving multiple hospitals/counties/regions. 
	
	

	A. Register Patient or supervise registration with a scanner, one patient/ resident at a time. Refer to eFINDS Quick Reference, Attachment. Scan the patient’s wristband or affixed barcode one patient at a time, and enter their personal data in the e-FINDS screen fields as time allows.
       The patient’s destination can be updated as needed when determined.
	
	

	B. Register Patient or supervise registration without a scanner, one patient/ resident at a time. 
1. Select “Register Patient/ Resident without Scanner”. A list of barcodes available to the hospital will appear. 

2. Click on the barcode assigned to the patient. A screen will appear.

3. Then follow steps 3-10 eFINDS Quick Reference, Attachment for “Registering the Patient with Scanner”. 
	
	

	C. Enter Data to Barcode Excel Spreadsheet Refer to e-FINDS Quick Reference, Attachment The eFINDS Administrator only can download an Excel sheet of available barcodes from eFINDS and upload it to a facility computer. Once uploaded to the facility’s computer, the eFINDS Data Reporter can enter data for patients next to their assigned barcodes on the Excel sheet. The Data Reporter can upload the spreadsheet into the eFINDS system to populate patient data into the system.  Do not change the name of the excel file when saving. Follow File upload instructions below.
	
	

	· Uploading Multi Patient/Resident Excel File into eFINDS, Refer to eFINDS Quick Reference, Attachment. If the Excel file has no patient or resident information, then the file cannot be uploaded.
	
	

	Update Patient/ Resident- Releasing Patient Resident from this location. Refer to e-FINDS Quick Reference, Attachment. Use this procedure to update the patient’s destination location in eFINDS one-at-a-time. Only the eFINDS Administrator role can update multiple patients
	
	

	In the event of a second evacuation and/or additional barcodes are needed, generate a PDF or excel spreadsheet of used and unused barcodes. The Administrator role only can do this.
	
	

	e-FINDS activities for receiving evacuated patients to your facility:
	
	

	Quick Search: Refer to eFINDS Quick Reference, Attachment. Scan a barcode, enter a barcode number, OR enter first or last name in Quick Search (located top right). If necessary click Quick Search. If a person has never been to your facility, you will NOT be able to search for them. If they have been assigned to your facility AND you have their barcode number, you can enter the barcode number to search for them.
	
	

	Receiving Facility: Updates Patient/Resident with Scanner

Refer to eFINDS Quick Reference, Attachment 
	
	

	Receiving Facility: Updates Patient/Resident without Scanner

Refer to eFINDS Quick Reference, Attachment 
	
	

	Provide status reports on patient census and tracking as requested by the Hospital Command Center.
	
	


36 eFINDS Algorithm
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 37 eFINDS QUICK REFERENCE GUIDE
Hospital Incident Command (HICS) notifies the New York State Department of Health Regional Office of the evacuation, requests Evacuation Operation on eFINDS <or> the NYSDOH notifies facilities during a large-scale, planned evacuation that eFINDS will be used and the name of the eFINDS operation.  





Determine Evacuation Timeline





Emergent


(Immediate exit from the facility w/ imminent threat)





Urgent or Planned


(2 to 4 hour notice)





Determine if power & internet available





-Evacuate patients


-Create paper log as patients leave unit using existing wrist band


-Initiate eFinds at stop over location





-Affix pre-printed patient wristband


-Scan or manually enter patient information                 - - Update patient location/ destination as needed





-Affix pre-printed patient wristband


-Enter patient data to the paper Barcode Log in the entry next to their wrist band number. 


- Send Log copy w/ transports





Power/ Internet access





No Power/ No internet





Update patient information into e-Finds at the Receiving Facilities








� source: � HYPERLINK "http://www.hhs.gov/ocr/privacy/hipaa/faq/permitted/emergency/960.html" �http://www.hhs.gov/ocr/privacy/hipaa/faq/permitted/emergency/960.html�, viewed March 31, 2009


� Source:  � HYPERLINK "http://www.bt.cdc.gov/disasters/reopen_healthfacilities_checklist.asp" �http://www.bt.cdc.gov/disasters/reopen_healthfacilities_checklist.asp�.  Content source: � HYPERLINK "http://www.cdc.gov/nceh/" �National Center for Environmental Health (NCEH)�/� HYPERLINK "http://www.atsdr.cdc.gov/" �Agency for Toxic Substances and Disease Registry (ATSDR)�, � HYPERLINK "http://www.cdc.gov/about/organization/ccehip.htm" �Coordinating Center for Environmental Health and Injury Prevention (CCEHIP)�  Page last updated October 18, 2005.  Viewed April 28, 2009.
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