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[bookmark: _Toc171085563]Introduction
[bookmark: _Section_A:_Preparedness][bookmark: _Section_A:_Readiness]This Organizational & Emergency Operations Plan outlines how the West Central Minnesota Healthcare Preparedness Coalition (WCMHPC) is organized and operates to effectively respond to and manage incidents impacting member facilities and organizations (i.e., healthcare). This plan documents WCMHPC's processes to prioritize needs and collaborate with local, regional, state, and federal stakeholders to develop and test response capabilities. Key focus areas include communication, information sharing, resource coordination, and response and recovery efforts. 
By detailing the WCMHPC’s operations, information-sharing protocols, and resource management strategies, this plan ensures that all coalition members are aligned and prepared to respond collectively and efficiently to any healthcare crisis. This plan recognizes the importance of planning alongside communities most impacted by disasters and/or representatives of those communities. This plan details WCMHPC’s efforts to foster these relationships and center health equity in its core functions. 
This plan and its associated annexes will promote the concepts outlined by the National Incident Management System (NIMS). They will commit to establishing a common set of goals, strategies, and terminology utilized in other regional plans.  This plan and its associated annexes may be used as a supplement to local plans and will promote the coordination of a response with the local, regional, and State agencies involved in the response. This plan and its associated annexes outline the concept of coordination and operations for incidents wherein the complexity or duration requires regional coordination of information, resources, and/or response activities. 



This plan does not replace or interfere with organizational emergency operations plans (EOP) or jurisdictional plans for official command and control authorized by state and local emergency management (EM) agencies. This plan is meant to provide guidance only and does not substitute for the experience of the personnel responsible for making decisions at the time of an incident.
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[bookmark: _Section_A:_Readiness_1][bookmark: _Toc171085564]Section A: Readiness
A.1 [bookmark: _Toc171085565]Introduction
The State of Minnesota is susceptible to natural as well as man-made disasters that could have a direct impact on the state’s healthcare resources. Situations could occur that create a surge of patients or may present patients that require specialized medical treatment that exceeds the existing facility's ability and/or resources (e.g., HazMat events, trauma surgery, burn treatment). Events could negatively impact the structure of the facility, requiring full or partial evacuation and disruption of services. 

The U.S. Department of Health and Human Services (HHS) Administration for Strategic Preparedness and Response (ASPR) Hospital Preparedness Program (HPP) provides funding to support the development of coalitions to bring together health care facilities, local public health (LPH), emergency medical services (EMS), and EM. The funding is provided to the State of Minnesota Department of Health (MDH) Office of Emergency Preparedness and Response (EPR) and further disseminated amongst eight coalitions within the state. ASPR provides Health Care Preparedness and Response capabilities that will:
· Help patients receive the care they need at the right place, at the right time, and with the right resources during emergencies.
· Decrease deaths, injuries, and illnesses resulting from emergencies.
· [bookmark: _Toc164248071]Promote health care delivery system resilience in the aftermath of emergencies.
A.1.1 [bookmark: _Toc171085566]Purpose
The WCMHPC Readiness Plan describes the organizational structure and processes of the Coalition. The plan identifies the goals and objectives the coalition utilizes to support its members and maintain a sustainable, response-ready coalition. This plan provides health equity considerations to enhance the region’s capability and capacity to comprehensively plan and prepare for communities most impacted by disasters.
A.1.2 [bookmark: _Toc164248072][bookmark: _Toc171085567]Scope
This plan is designed as a supporting tool and will work with the coalition response plan. 

A.2 [bookmark: _Toc171085568][bookmark: _Toc164248074]Overview 
A.2.1 [bookmark: _Toc164248075][bookmark: _Toc171085569]Introduction/Role/Purpose of Coalition
Coalition Definition
ASPR defines a Healthcare Coalition (HCC) as a formal collaboration among healthcare organizations and public and private-sector partners organized to prepare for and respond to an emergency, mass casualty, or catastrophic health event. The HCC can act as a multi-agency coordinating group that assists EM with activities related to healthcare organization disaster operations.  Although the HCC does not hold a command-and-control function, the HCC does play a role in mitigation, preparedness, response, and recovery.
Mission Statement
The WCMHPC is a multi-disciplinary partnership of healthcare and supporting and responding agencies that collaborate to coordinate preparedness, response, and recovery activities as it pertains to routine and emergent events that could impact the region. The WCMHPC is dedicated to supporting the community, particularly those most impacted by disasters, by assisting in maintaining a coordinated healthcare response and developing strong partnerships.
Purpose of the Coalition
· Provide oversight and guidance for planning, implementation of strategies, guidance of financial resources, and the execution of respective roles and responsibilities of the WCMHPC. The West Central (WC) geographic boundaries are outlined in A.2.2 - Coalition Boundaries.
· During a disaster, that may have regional implications, determine a strategy for ongoing coordination of planning, response, and recovery.
· Monitor, review, and implement improvements consistent with national and statewide capabilities and performance measures.
· Promote strategies to strengthen and sustain the HCC, including:
· Develop and maintain guidelines, rules, and responsibilities of members within the WCMHPC
· Plan for the sustainment of the Health Care Preparedness Coalition.
· Promote preparedness in the healthcare community through standardized practices and integration with other response partners. 
· Foster communication, information, and resource sharing between local, regional, and state entities during emergency planning and response. 
· Identify health care assets needed and available during a response.
· Recognize gaps in the healthcare community’s ability to effectively respond to an incident through exercises and training.
· Foster equitable community relationships within the region and promote comprehensive planning efforts that include all populations, especially communities most impacted by disasters.
See A.5.1 Bylaws.
A.2.2 [bookmark: _Coalition_Boundaries_(Preparedness][bookmark: _Toc164248076][bookmark: _Toc171085570]Coalition Boundaries and Demographics
The WC Region is primarily an agriculture, industrial, lakes, and tourist area.  The WCMHPC includes the following counties.  
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· Clay
· Douglas
· Grant
· Otter Tail
· Pope
· Stevens
· Traverse
· Wilkin


The State of Minnesota Department of Health conducted a comprehensive review to create a regional profile.  The information shared in this profile will help the coalition make decisions when creating/updating plans, developing exercises and during response to ensure that we are addressing the needs of the community as a whole.  All members are encouraged to utilize the tool in their local planning.
See A.5.11 West Central Profile.
See A.5.7 Map and Demographics.
A.2.3 [bookmark: _Coalition_Membership][bookmark: _Toc164248077][bookmark: _Toc171085571]Coalition Membership
Primary coalition members shall consist of a representative from each of the following entities:
· Hospitals 
· Local EM
· EMS Regional Coordinator
· LPH

Other Coalition members may include representation from (Note: **Indicates that there is currently representation within the coalition from this area):



· 
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· Behavioral Health **
· Clinics **
· Colleges
· Community-based healthcare (i.e., home health)**
· Community health centers **
· Communities most impacted by disasters and/or their representatives
· Faith communities 
· Funeral homes/coroner
· Homeland Security/EM **
· Laboratory services **
· Law enforcement/Fire departments (awareness) 
· Medical Advisor**
· Mental health agencies **
· MDH – Epidemiologist **
· MDH – Public Health Preparedness Consultant (PHPC) **
· Minnesota Mobile Medical Team (MN-MMT) **
· Other volunteer organizations
· Outpatient facilities** 
· Private entities, such as hospital associations
· Private organizations active in disasters and other relevant partners
· Public works
· Public works/utilities (awareness)
· Skilled Nursing Facilities(SNFs)/LTC Facilities **
· Specialty service providers such as dialysis units**
· Stand-alone surgery centers and urgent care**
· Tribal governments
· Volunteer Organizations Active in Disasters (VOADS) and other volunteer organizations
· WC Minnesota Responds Medical Reserve Corp (MRC) **



The WCMHPC is committed to engaging diverse organizations and agencies as partners in HCC core functions and activities. The engagement of these entities contributes to the mission of WCMHPC in supporting eﬀective and equitable health and medical response functions.
Active membership in the coalition is evidenced by written documents such as the signed bylaw and memorandums of understanding (MOU). A list of signed members is maintained on the coalition website and by the Regional Health Care Preparedness Coordinator (RHPC).
The coalition has a New Member Toolkit which contains the Acknowledgement of Membership and discusses the roles and responsibilities of the members and the coalition staff.
The WCMHPC is also a part of the MNHCC. For more information on this collaborative, see A.5.10 MNHCC Charter.
See A.5.5 New Member Toolkit
[bookmark: _Hlk169790595][bookmark: _Hlk169099870]See A.5.8 Memorandum of Understanding.
A.2.4 [bookmark: _Toc164248078][bookmark: _Toc171085572]Organizational Structure/Governance
[bookmark: _Membership_Roles_and]Membership Roles and Responsibilities
Members of the Health Care Preparedness Coalition will:
· Work towards implementing emergency preparedness activities recommended by the HPP grant and the WCMHPC.
· Provide feedback to the Advisory Committee.  
· Participate in education, training, and exercise opportunities.
· Share emergency preparedness information with the regional healthcare community.
· Respond to requests from regional staff. i.e., Surveys, MNTrac alerts, questions, etc.
· Serve on committees, workgroups, and other ad hoc groups.
· Attend meetings.
· Prepare for active participation in discussions and decision-making by reviewing meeting materials.
· Work with local public health partners and local emergency management as they identify and engage community partners that serve communities most impacted by disasters.
· Healthcare facilities will sign and retain a current copy of the coalition’s Mutual Aid MOU.
· Share information obtained from the coalition and membership within their organization and provide training and education at the facility level as it pertains to emergency preparedness.
Memorandum of Understanding
Healthcare facilities/providers within the coalition have developed an MOU that defines the roles and processes in place when sharing supplies, equipment, and staff. The MOU is also a supplement to the developing Coalition Patient Tracking process. Member healthcare facilities are requested to sign the acknowledgment of awareness document, which indicates membership in the coalition. 
See A.5.8 Memorandum of Understanding.
Coalition Meeting Attendance and Frequency
The WCMHPC will meet face-to-face in April and October. All other meetings will be held virtually.
Advisory Committee Roles and Responsibilities
· The mission of the Advisory Committee shall be to assist in making decisions regarding regional Health care preparedness.
· The Advisory Committee is composed of a member of each of the coalition hospitals. Members such as public health, EMS, EM, and LTC can select one person from each entity to represent other similar entities in the coalition.  
· The Advisory Committee may provide regional disaster response and support regional multi-agency coordination when activated.
· Will oversee that the grant duties are in accordance with the timelines established for completion.
· Provide recommendations on the allocation of grant funds.
· Provide feedback, updates, and final approval for all plans/appendices.
· May vote when decisions regarding asset management and distribution, programmatic processes, etc. are needed
Advisory Meeting Attendance and Frequency
The Advisory Committee will meet on an ad hoc basis based on the needs of the coalition.
Resignation
Members will submit a resignation to the RHPC, who will communicate the resignation to the Advisory Committee.  If this is a hospital representative, an alternative representative from that hospital should be identified.
Coalition Policies and Procedures
The RHPC and any Advisory Committee member can propose changes to any response documents based on lessons learned, identified gaps, or changes identified in regulatory bodies.  The RHPC, Committee members, or group of those individuals will be tasked with creating the changes necessary and they will be voted on by the Advisory Committee members.
Voting
Advisory committee members shall have voting rights.
· They must be signatory members of the coalition.
· Each hospital will have one vote. Members such as public health, EMS, EM, and LTC with representation on the advisory committee will have one vote per like entity. 
· Voting membership:
· Each of the eight hospitals (8)
· LPH (1)
· EM (1)
· EMS (1)
· LTC (1)
· Clinic (1)
· Members such as public health, EMS, EM, and others can select one person from each entity to represent similar entities on the advisory committee and have voting rights. 
· If the primary Advisory Committee member cannot be present to vote, their pre-determined alternate can vote.
· Voting members shall abstain from any vote that presents a conflict of interest.
· The RHPC will not vote, excluding a tiebreaker when the RHPC or their designee may cast a vote. 
· Voting procedures:
· A simple majority voting method is used.
· The coalition/committee chair and one additional member will tally and report the vote results.
· All voting results will be in meeting minutes distributed by the RHPC(s) or designee.
· Motions pertaining to the general business of the coalition, including resolutions, statements of agreements, and other business, may be approved by the quorum of the Advisory Committee.
· Voting may be conducted in “Face to Face” meetings, virtual meetings, or by email.
· The presence of 51% of Advisory Committee members constitutes a quorum.

Grantee Roles and Responsibilities
The grantee for the WCMHPC is St. Cloud Hospital (SCH). Grantee responsibilities include:
· Accountable for the receiving and administering the funds received from ASPR through MDH
· Comply with all laws, rules, and regulations within the ASPR grant.
· Maintain records of all reimbursements and payments for services and grant activities performed.
· Process wages, social security benefit payments and deductions, tax payments and withholding, and W-2 forms for the coalition staff.
· Through the human resources department, the fiscal agent is responsible for hiring and dismissing any coalition staff.
· When the coalition is hiring staff, members of the advisory committee will be asked to be a part of the interview process to ensure they have a voice in whom is hired.
· If there are concerns regarding the coalition staff members, complaints or concerns can be vetted through the SCH human resources department.
The figure below outlines the organizational structure related to emergency preparedness and the WCMHPC and CMHPC collaborative with SCH.
[bookmark: _Toc171085725]Figure 1. St. Cloud, WCMHPC, and CMHPC Collaborative
Role of Leadership within the Coalition
Regional Healthcare Preparedness Coordinators
The RHPC(s) shall serve the coalition Advisory Committee and the coalition in the following capacities:
Planning and Coordination
The RHPCs support the Coalition’s planning and coordination mission.  RHPCs will:
· [bookmark: _Hlk169790851]Facilitate and organize planning, training, and exercises for the region. See A.5.6 Integrated Preparedness Plan.
· Provide access to training opportunities. See A.5.6 Integrated Preparedness Plan.
· Provide a process to assess risks and hazards within the region. 
See A.5.2 Hazard Vulnerability Analysis.
· Facilitate information sharing. See Section B: Response.
· Promote efficient interface of the Coalition with jurisdictional authorities. 
· Provide a platform for networking with preparedness and response partners across the state.
· Strategic planning to look at coalition needs annually. Using gaps identified in the annual HVA and in the After-Action Reports (AARs) from the exercises of the previous year will serve as a starting point for planning. 
Response
Based on notification of an event from a Coalition member, partner, or other entity, the RHPC and/or designees can activate the WCMHPC Response Plan to support incident response. 
Regional coordination activities can include:   
Promoting situational awareness and information sharing 
Coordinating incident response actions among healthcare organizations and supporting incident management policies and priorities
Assisting with the coordination of Patient Transfers during a disaster
Interfacing with other healthcare organizations and jurisdictional partners
Supporting resource requests and receipt of assistance from local, Regional, State, and Federal authorities
Recovery 
Recovery will begin at the same time as the response phase and continue until the event is over and systems and people return to normal.  Assessment and evaluation of the residual effects of the event, the effectiveness of the response, and the need for ongoing monitoring and intervention may continue for weeks, months, or years, depending on the event.  During the post-recovery phase, the response and recovery to the health and medical emergency will be evaluated and documented using an After Action Report (AAR) and Improvement Plan (IP).  Lessons learned will result in modifications to plans and protocols. The RHPC will coordinate data collection to assist in the recovery phase.
A.2.5 [bookmark: _Risk][bookmark: _Toc164248079][bookmark: _Toc171085573]Risk
Recognizing that hazards and vulnerabilities are subject to change, the coalition conducts a hazard assessment annually.  The coalition members provide insight into what they perceive to be areas of concern locally as well as regionally.  The members then identify areas of priority so that the coalition can focus future trainings/exercises on these areas.  The assessment process utilizes surveys as well as face-to-face discussions.  The final document is created by the RHPC and approved by coalition members.    The 2023 – 2024 HVA was discussed during the January 2023 Coalition meeting.  The HVA is maintained by the RHPC, posted on the coalition website, and is linked in the A.5 Readiness Appendices.
Regional Risks identified include:
Natural:
· Weather (hot and cold)
Man-Made:
· Communications
· Pandemic/Epidemics
· Power outage
· Lack of coordination between local/regional/state partners
· Resource acquisition/sharing
· Lack of funding to support the coalition and its activities
Facility/Operations:
· Staffing (numbers and skill)
· Transportation
· Rural/distance to a high level of care
· Evacuation destination
· Surge
· Viability/success of the organization

The WCMHPC has conducted additional research on communities most impacted by disasters within the West Central region. Based on these assessments, certain communities in the West Central Region are more likely to be impacted by disasters.
1. Hispanic communities.
2. African American communities.
3. Rural communities.
4. Access and functional needs communities.
5. Homeless communities.
The WCMHPC participates with the Cross Border Diversity workgroup in Clay County to better understand ways in which these communities are impacted during disasters and identify ways that the coalition and its’ membership can support them.  These communities are encouraged to become members of the coalition so that we can better learn from them. 

A.2.6 [bookmark: _Toc164248080][bookmark: _Toc171085574]Gaps
During the HVA process discussed in A.2.5 Risk, gaps were identified in local and regional processes. The gaps were grouped into six categories:
1. Staffing
2. Supplies
3. Emergency Coordination
4. Technology
5. Transportation/Patient Movement
6. Financial support of the coalition

During the discussion, several measures were identified to mediate the gaps.  Several mediation measures can be accomplished during regional trainings and brought back to the facilities. The advisory committee recommended that the coalition focus on the grant workplan and indicated the importance of prioritizing the gaps identified by the region.
A.2.7 [bookmark: _Toc164248081][bookmark: _Toc171085575]Compliance Requirements/Legal Authorities
Some members of the WCMHPC are governed by federal statutory, regulatory, or national accreditation bodies. These regulatory agencies provide standards that are required during day-to-day operations as well as some special considerations that take place when planning for, responding to, and recovering from emergencies.  These agencies include but are not limited to:
· Centers for Medicare & Medical Services (CMS)
· Clinical Laboratory Improvement Amendments (CLIA)
· Health Insurance Portability and Accountability Act (HIPAA)
· Emergency Medical Treatment & Labor Act (EMTALA)
· Occupational Safety and Health Administration (OSHA)
· The Joint Commission (TJC)
· Accreditation Commission for Health Care (ACHC)
The coalition will attempt to utilize these regulatory compliance requirements when developing policies and planning trainings/exercises. Coalition members will share any known requirements and changes to these requirements.

A.3 [bookmark: _Toc164248082][bookmark: _Toc171085576]Coalition Objectives
A.3.1 [bookmark: _Toc171085577][bookmark: _Toc164248083]Maintenance and Sustainability of the Coalition 
Currently, the WCMHPC is supported financially through the HPP under ASPR.  The HCC members recognize the value of the coalition activities and will continue to investigate how to sustain coalition activities should the funding from ASPR cease or diminish.  A major component of the sustainability discussion includes the engagement of coalition partners, healthcare executives, clinicians, and community leaders.  The coalition has developed tools to promote the mission and role of the coalition within the region.  These tools are made available to coalition members for sharing with local community members who have a stake in the healthcare infrastructure. See A.5.3 Coalition Flyer.
Sustainability includes the identification of ways to continue to provide training and exercises to support emergency preparedness efforts in the region.  Some sustainability efforts currently in place within the region include the use of in-kind donations of storage services, information sharing, and resource management.  Continued discussions include providing a fee-for-service program by providing services not currently under the HPP grant program.
See the B.7 Continuity of Operations Plan.
A.3.2 [bookmark: _Toc164248084][bookmark: _Toc171085578]Engagement of Partners and Stakeholders
The coalition is only as strong as the partners and stakeholders that it serves to unite. As identified in A.2.3 Coalition Membership, the coalition is comprised of a diverse group that all have a vested interest in the ability for healthcare services to continue during planned and unplanned events that have the potential for disruption. The RHPC maintains routine communications with the stakeholders via email and through the coalition website. This communication ensures that emergency preparedness activities are reviewed and allows for information sharing amongst its’ members. Networking amongst the partners and stakeholders allows for relationships where common practices and resources are shared.
Healthcare Executives 
The coalition recognizes that the Healthcare Executives can promote buy-in with health care and community-based organizations. The coalition has identified a Healthcare Executive to spearhead the communications amongst the executive leaders and to speak for the coalition when conducting peer-to-peer meetings.  The CEO leader will also advocate for coalition activities when working with the hospital association. To keep these executives knowledgeable about coalition activities, the coalition conducts an annual review virtual meeting with the executives. The meeting reviews the actions taken in the past year and discusses the goals for the next year. It allows the executives to provide feedback and recommendations going forward.  This open dialogue will also promote the advancement of sustainability measures.
Clinicians 
When planning and preparing for a response to emergencies, input from clinicians is essential to ensure that continued health care is provided. State led projects such as Burn Surge and Pediatric Surge have incorporated clinicians in its inception, development, and review of the processes.  The WCMHPC has used clinicians as subject matter experts (SMEs) to support the Burn Surge project as well as the Crisis Standards of Care project.  WCMHPC continues to engage clinicians by providing tools and resources that can be used during an event, including incident command training. Representatives from facilities are encouraged to continue dialogue with its clinicians in developing facility-level plans and encouraging participation in coalition-led and facility-led exercises. Additionally, clinicians engaged within WCMHPC share best practices related to medical care, as well as health equity, with other coalition members and partners. 
Community Leaders
The WCMHPC recognizes that the response to an emergent event will have a direct impact on the communities within the region, with several communities being disproportionately impacted by disasters.  The development of relationships with Community Leaders and representatives from communities most impacted by disasters will help ensure that there is recognition of the value of coalition participation by healthcare organizations and their partners. These relationships will also allow the WCMHPC and member organizations to better understand communities most impacted by disasters in the WC region and more comprehensively plan for these communities. Healthcare organizations are highly encouraged to participate in community-led preparedness efforts, including city and county emergency preparedness planning and exercising. The RHPC also participates in community-led events to ensure that the role of the coalition and its ability to assist in a response is known. Future discussions with community leaders about coalition sustainability is an option – this includes applying for local level grants and cost-sharing techniques.
Communities Most Impacted by Disasters Children, Pregnant Women, Seniors, Individuals with Access and Functional Needs
During a disaster some communities may be disproportionately impacted. The communities could include at-risk individuals, such as children, pregnant individuals, older adults, individuals with disabilities, or individuals with other access and functional needs. Additional communities may experience disproportionate risk due to other factors, such as structural inequities, historical marginalization, and/or geographic location (i.e., rural communities). During a disaster, it has been observed that certain at-risk individuals, specifically those with access and functional needs (AFN), have required additional response assistance before, during, and after an incident.   
Additional considerations for at-risk individuals with disabilities or AFN have been developed, as considering the needs of these communities is These additional considerations for at-risk individuals with AFN are vital towards inclusive planning for the whole community and have been mandated for inclusion in federal, state, territorial, tribal, and LPH emergency plans by the Public Health Service (PHS) Act. Such plans must also meet applicable requirements of the Americans with Disabilities Act (ADA). For more information on the emergency planning requirements of the ADA, refer to the ADA Emergency Planning webpage.
The WCMHPC assists coalition members by providing information and resources in the pre-planning, response, and recovery stages as needed to help lessen the impact, especially during response and recovery. Annual education occurs at the regional coalition meetings, and all exercises will include some component that is directly related to testing the ability of the healthcare organization to respond to and assist those with AFN.
A.3.3 [bookmark: _Health_Equity_and][bookmark: _Toc171085579] Health Equity and Access and Functional Needs
The WCMHPC utilizes the Centers for Disease Control and Prevention (CDC) definition of health equity, “Health equity is the state in which everyone has a fair and just opportunity to attain their highest level of health. Achieving this requires focused and ongoing societal efforts to address historical and contemporary injustices; overcome economic, social, and other obstacles to health and healthcare; and eliminate preventable health disparities (https://www.cdc.gov/nchhstp/healthequity/index.html).”
All coalition planning involves ensuring that all have equitable access to the appropriate care.  Considerations are given to those communities most impacted by disasters, including individuals who require resources, such as those with language barriers, mobility issues, homelessness, communities of color, and the LGBTQIA2S+ population. Many healthcare facilities and LPH agencies within the coalition have staff available who may be able to assist with translating or have recommendations for language services. 
All coalition members are encouraged to include health equity and AFN in their planning efforts.
As a rural HCC, our whole community is considered at risk. There is an overall lack of services due to geography and the limited availability of resources. One example is that the number of EMS agencies serving a large geographical area often leads to long wait times, long transportation times, and limited resources for higher acuity needs.
See A.5.4 Health Equity and Access and Functional Needs Plan.

A.4 [bookmark: _Toc164248085][bookmark: _Toc171085580]Workplan
A.4.1 [bookmark: _Toc171085581]Committees and Work Groups
The following committees are developed as necessary throughout the year:
Exercise Planning Committee:
· Responsible for creating the Integrated Preparedness Plan, developing exercises and trainings, and reviewing those trainings by creating the AAR.
· See A.5.6 Integrated Preparedness Plan.
Budget Work Group
· Responsible for reviewing the current work plan, IPP, and creating a budget that financially supports the coalition and its activities
· Refer to the WCMHPC Current HPP Grant Budget and Narrative for more information. This document can be requested through the RHPC for WCMHPC.
Coalition Plan Development and Review Work Group
· When activated, this group is responsible for reviewing coalition-level and local-level plans to ensure they are complete and operational.
Sustainability Work Group
· This group is tasked with investigating funding sources to ensure the sustainability of the coalition.

Activation of these work groups is based on need.  As the coalition identifies and works towards the deliverables outlined in the workplan, the need to utilize work groups may become necessary.  The coalition Advisory Committee has a strong presence in the work groups.
Any plans, policies, and procedures created by these work groups will need the Advisory Committee's approval prior to acceptance.
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[bookmark: _Section_B:_Response][bookmark: _Toc164248097][bookmark: _Toc171085600]Section B: Response
[bookmark: _Toc164248098][bookmark: _Toc171085601]Introduction
[bookmark: _Toc164248099][bookmark: _Toc171085602]Purpose
The purpose of the WCMHPC Response Plan is to guide the operations of the West Central MN Health Multi-Agency Coordination Center (WCHMAC) member organizations during an incident that exceeds the capacity and capability of a member organization, or other neighboring healthcare facilities that may impact the WC region. The plan identifies how the coalition will address the impact and respond with its resources.  The plan will also provide general guidance for preparing, responding, and recovery from all hazard events that can have a direct impact on the healthcare system within the coalition. 
[bookmark: _Toc164248100][bookmark: _Toc171085603]Scope
The Response Plan and its associated annexes and appendices apply to all member organizations of the WCMHPC when an incident is beyond the individual facility’s ability to manage and that facility requires mutual aid and support from other coalition member organizations. The section is limited to the agreements signed by the coalition members, the coalition Bylaws, and the coalition MOU. See the A.5 Readiness Appendices section for these documents. 
This plan and its associated annexes and appendices do not replace or interfere with organizational EOP or jurisdictional plans for official command and control authorized by state and local EM agencies.  
[bookmark: _Toc164248101][bookmark: _Toc171085604]Situation and Assumptions
An emergent situation may impact a single facility, multiple facilities, or regions. The WCMHPC is developed to support healthcare facilities in planning for, preparing for, and responding to any hazard. 
See A.2.5 Risk regarding the identification of hazards and risks within the region. The Coalition Readiness plan also identifies the geography and membership of the coalition. 
The following assumptions were used to develop this plan:
· All events should be managed at the most local level possible. Local resources will be used first.  Facilities will communicate their medical needs to the coalition and non-medical needs to the jurisdictional emergency operations center (EOC)/emergency manager.
· Healthcare organizations will take internal steps to increase patient capacity and implement surge plans before requesting outside assistance.
· Planning and response should be flexible, scalable, and adaptable. 
· This plan does not cover isolation or quarantine.  These are public health containment measures used to combat communicable diseases that may occur in single, cluster, or larger patient quantities.
· This document supplements each Coalition Member’s or Partner’s EOP. Coalition members should develop an internal EOP that includes the principles of the NIMS. Impacted facilities will have activated their EOP and staffing of their facility operations center.
· Coalition member hospitals are expected to maintain the capability to manage emergencies, independent of support from the Coalition. 
· Resource sharing amongst Coalition members and partners during a response will be managed in accordance with existing operating agreements, mutual aid agreements, and other agreements.
· The word “patient” is interchangeable and applies to patients, residents, and clients in healthcare facilities.

[bookmark: _Toc164248103][bookmark: _Toc171085605]Concept of Operations
[bookmark: _Toc164248104][bookmark: _Toc171085606]Introduction
This section outlines the functions of the WCMHPC in a response and the potential for activation of the Healthcare Multi-Agency Coordination (HMAC). The Region Medical Operations Coordination Cells (RMOCC) is a component of the HMAC. The primary goal of the RMOCC is load-balancing patients across healthcare facilities and systems to ensure that the highest level of care is available to all patients who need that care prior to engaging in a crisis standards of care situation. The WCMHPC provides logistical support for WC Region hospitals and healthcare facilities unable to coordinate among themselves, and to integrate with local EM, LPH departments, police, EMS, and the MDH during the response. Activation of the HMAC is event-driven. Minor events may only require a regional response that can be managed by coalition staff, the RHPC(s), and the PHPC. Larger-scale incidents may require more support and complete activation of the HMAC process. This document discusses both the regional response, HMAC operations, and RMOCC operations and priorities. 
[bookmark: _Role_of_the][bookmark: _Toc164248105][bookmark: _Toc171085607]Role of the Coalition in Events
A regional response performs the same role as the HMAC activation. When the situation exceeds the capacity or capability of the coalition staff, the RHPC and/or the PHPC the full HMAC may be activated. The HMAC is a multi-disciplinary coordination center that allows WCMHPC members and partners a means to obtain additional support during a response. The HMAC performs a “clearing house” function by collecting, processing, and disseminating data and information. The HMAC does not serve a command-and-control function for the region; however, it can support functions to improve a coordinated response, including:
Facilitating information sharing and situational awareness among the Coalition by using coalition resources such as MNTrac and the coalition website
Facilitating resource support and resource sharing among Coalition members, including supporting the request and receipt of assistance from local, State, and Federal authorities 
Facilitating patient transfers via assisting with patient tracking and information sharing
Supporting Evacuation activities and Shelter-in-Place activities.
Supporting incident management policies and priorities.

The HMAC helps improve response coordination by ensuring Coalition partners have the information they need to adequately respond to events. This information exchange builds consistency in response activities. It also allows healthcare partners from across the region to better interface with non-medical responders at the jurisdiction level by providing timely and accurate “snapshots,” or composite updates of local healthcare facilities' operations and capabilities, including:
Facility infrastructure status,
Bed availability,
Service availability,
Resource availability
· Personnel
· Supplies
· Equipment
· Pharmaceuticals
· Organizational and Regional
For extended incidents with health and medical impact, other disciplines may be involved with HMAC activities, including, but not limited to:
Unaffected Healthcare providers (hospitals, clinics, LTC)
EM
Public Health/Epidemiology
EMS
Behavioral Health
Various SMEs (legal, ethical, structural experts)

[bookmark: _Regional_Medical_Operations][bookmark: _Toc136442774][bookmark: _Hlk136331427]Regional Medical Operations Coordination Cell (RMOCC)
[bookmark: _Hlk136368272]The RMOCC makes data and stakeholder-informed recommendations to balance patient load and ensure high-quality care. RMOCC recommendations direct the movement of patients and resources from one facility to another or re-direct referrals that would usually go to an overwhelmed facility or system to one with capacity.
The priorities/needs of the RMOCC include the following activities:
· Collecting, analyzing, and disseminating hospital capacity information.
· Establish a collaborative work group of all hospitals to establish protocols and triggers to support the decision-making process regarding patient level loading.
· Act as a mediator and establish a meeting process where affected facilities can collaborate to share appropriate information to appropriately level load patient care within the region and, if necessary, work with other regions to bring in additional support.
· Identifying a physician lead to oversee and support clinical decision making.
· Identify an administrative lead/coordinator to track and report activities.
· May need to establish a phone bank to take calls regarding emergent placements.

See B.8 Medical Surge Coordination Plan for a more in-depth discussion about the RMOCC utilization within the region.
Member Roles and Responsibilities in Response
During a coalition response to an event, whether it be a Regional Response or full activation of the HMAC, it is essential that the coalition members understand their roles in response:
Hospitals
· All facilities will respond to any requests made by the coalition in a timely manner or as outlined by the coalition.
· Provide continuous situational awareness.
· Track any response activities at the local level and be prepared to share this information with the coalition.
· Hospitals may be asked to have representation in the HMAC, either physically or virtually.
· Notify the coalition of any situation that may impact the facility's ability to provide care – this may be for situational awareness or as a precursor to a potential need for assistance.
· Respond to MNTrac alerts and announcements, including participating in the MNTrac Command Center if activated/requested.
· Respond to any request for data, including*:
i. Personal Protective Equipment (PPE) capacity/inventories
ii. Bed capacity and surge capacity
iii. Staffing levels
iv. Patient care response
*This data collected may be shared with local, state, and federal partners.
Regional EMS Representative (WCEMS)
· Log activities on the Operational Log
· Notify local EMS of HMAC activation. Determine EMS asset needs.
· Assess available EMS assets/Obtain EMS Essential Elements of Information (EEI).
· Coordinate emergency transportation asset support. 
· Coordinate/activate an EMS Strike team. 
· Notify Statewide EMS MACC if necessary and request a conference call through MRCC.
· Report to WCHMAC, local EOC, and/or State EOC. 
· Provide EMS staging and communications information.
· Support patient tracking activities. Patient information sharing during tracking/transport will occur in accordance with HIPAA information security/privacy requirements. 
· Support EMS requests for assistance obtaining appropriate PPE for response.
· Support EMS training needs for response. 
· Coordinate with public health, if applicable.
· Participate in the MNTrac Command Center if activated by the RHPC/Coalition.
· Encourage EMS participation in MNTrac activities.
LPH
· Respond to all requests by the PHPC in a timely manner
· Participate in MNTrac Command Center communications with the coalition or the room designated by the PHPC.
LTC Facilities
· Fulfill data requests from the HMAC
· Understand the process for EMS transport to hospitals and the potential for receiving patients from hospitals as a means to off-load lower acuity patients.
· Understand and agree to maximize any additional surge capacity for low-acuity patients or residents.
More detailed roles and responsibilities are identified in B.8 Medical Surge Coordination Plan and its associated annexes.
Coalition Response Organizational Structure
The HMAC will be run on the principles of the Incident Command System (ICS), and the primary responding entities will operate within a unified command structure. When activated, the HMAC will staff according to this structure (see B.13.6 HMAC Job Aids and Position Descriptions).
HMAC Command Staff 
· HMAC Command: responsible for coordinating agencies within the HMAC.  
· Liaison/Information Officer: responsible for collecting information and disseminating communications.
· Operations: responsible for coordinating information about all health and medical operations in support of an incident response.  
· Planning: responsible for collecting and evaluating data and plan development to support regional partners. Planning is also responsible for creating/collecting situational reports and maintaining all HMAC documentation.
· Logistics: responsible for receiving and facilitating the fulfillment of resource requests, including services, personnel, equipment, and materials.
· Partner agencies may be asked, by phone or by email, upon activation, to provide staff to play a role (either physically or virtually) in the HMAC.
[bookmark: _Response_Operations][bookmark: _Toc164248106][bookmark: _Toc171085608]Response Operations
This section and subsequent sections address the actions taken by the coalition and its members before and during an event. The information provided will be utilized by the members to support their facility-based processes and serve as a resource when planning and responding to a local healthcare event.
Stages of Incident Response
The stages of incident response are dependent upon the type of incident and the potential resources needed or anticipated. The following table briefly describes the stage as an operating level as well as a brief description of the incident and response activities for each level.
[bookmark: _Toc171085701]Table 1. Coalition Operating Levels, Threat Levels, and RHPC/PHPC Activities
	Operating Level
	Threat Level
	RHPC/PHPC Associated Activities

	Awareness / Alert
	Incident potential exists:
· Flood watch/warning
· tornado watch/warning
· Increased incidence of disease, CDC/WHO Pandemic Status
	· RHPC/PHPC notifies the Coalition of the potential activation of the HMAC. 

	Monitoring
	· An incident that can be managed at the organizational level or local level occurs; 
· An incident that has the POTENTIAL for needing HMAC support 
	· RHPC/PHPC is notified of an event by an affected Coalition member or partner.   
· RHPC will conference call with the affected organization.
· RHPC/PHPC contacts PHPC, Regional EMS, and Regional EM.  
· RHPC/PHPC determines if HMAC needs to be activated (see the next level) and/or if there is a need for information sharing.   
· RHPC/PHPC determines if an MNTrac Alert should be sent to Coalition members or if an MNTrac Coordination Room should be established. 

	Activation and Operations 
	· A request to activate the HMAC is made for an incident that is acute in nature and impacts EMS, hospital, or long-term care facility operations. (e.g., mass casualty incident)

See B.2.3 Response Operations.
	· The RHPC will notify Coalition members, other RHPCs, MN State Duty Officer, and MDH that the HMAC has been activated.
· The PHPC will notify LPH and the PH Liaison/supervisor at MDH.  
· RHPC sends an MNTrac Alert to Coalition members.  Determine if an MNTrac Coordination Room should be established.
· HMAC will support information management, situational awareness, resource requests, and patient transfer requests in accordance with operational agreements and regional guidelines.

	Deactivation
	· Post-event: organizations/ communities no longer require HMAC assistance.

See Section C: Recovery for more definition/detail on the deactivation process.
	· RHPC notifies Coalition partners, other RHPCs, and MDH of HMAC deactivation.
· The PHPC will notify LPH and the PH Liaison/supervisor at MDH.
· Finalize documentation and initiate after action review process.


Incident Recognition
Any impacted medical or healthcare entity may request activation of the HMAC by contacting the RHPC. In the event of a public health event, such as a pandemic, the HMAC may be activated by a request from the LPH to the PHPC.
Potential triggers for HMAC activation may include, but are not limited to:
· A request by a Coalition member or partner agency, facility, or jurisdictional representative where resource requests exceed, or will soon exceed, available critical resources.  
· A request to open by MDH
· Multi-jurisdictional incident or outbreak
· An incident in an area with few resources, such as a low-population county.
· An incident large enough to require resource sharing, including:
· Strategic National Stockpile deployment
· Epidemiologic investigation
· Facility Evacuation
· Any substantive Health Alert Network (HAN) message requiring action from public health and/or healthcare. Possible examples:
· A natural disaster (e.g., widespread tornado or flooding)
· A biological attack (e.g., anthrax dispersion)
· A chemical attack or spill (e.g., a train derailment that forces a community evacuation)
· A biological disease outbreak (e.g., pandemic influenza)
· When there is an obvious regional interagency need to coordinate health-related policies and procedures. 
[bookmark: _Activation_(Response_2.3.1.2)]Activation
[bookmark: _Toc136442784]The activation processes are dependent upon whether there is a local EOC open.  The coalition response is primarily focused on supporting the local EOC.  In some situations, there is no EOC activation.
Activation WITHOUT Local EOC Open
In this type of activation, the incident is sufficient to require additional support from other healthcare organizations but does not require local EOC activation.  The HMAC will interface directly with organizations to ascertain specific needs and assist with the response.  It is essential that even if the local EOC is not open, the local emergency manager be notified of the situation.
The figure below represents the activation process without a local EOC open/active.[bookmark: _Toc171085726]Figure 2. Activation WITHOUT Local EOC Activation


Activation WITH Local EOC Open
In this type of activation, the incident requires additional support from other healthcare organizations and the activation of one or more jurisdictional EOCs.  In this situation, the HMAC supports one or more local EOCs by supporting pre-hospital and hospital response operations and/or LPH response.  
While the EOC is responsible for coordinating the overall response, the HMAC can be used as a support function of Medical Operations under the Operations Section.  Through the EOC, the HMAC has access to multiple agencies to support response operations if necessary.   During large-scale responses that include multiple coalition involvement, the length of the response is extended, and federal assets are involved, the Statewide Health Care Coordination Center may be activated to help coordinate the communications between the State and regional coalitions.
[image: ]The figure below represents the activation process with a local EOC active.[bookmark: _Toc171085727]Figure 3. Activation With Local EOC Activation

The figure below represents a multi-county/regional response.[image: ][bookmark: _Toc171085728]Figure 4. Multi-County/Regional Response Model



The figure below represents the activation process of the WCMHMAC.
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[bookmark: _Toc171085729]Figure 5. WCMHMAC Activation Process


[bookmark: _Notifications]Notifications
If the HMAC is activated, the following entities will be contacted and advised of HMAC activation and be provided contact information.
· All hospitals in the region
· All LPH agencies in the region 
· EM in the affected area
· The Central MN Health Preparedness Coalition (CMHPC) will be notified of HMAC activation due to the partnership between the two coalitions.

Additional notifications may be made to the following partners:
· MDH-EPR
· Neighboring LPH agencies
· Neighboring coalitions (if the situation has the potential for escalation outside of regional borders or if additional resources or assistance is needed)
· Minnesota Healthcare Coalition Collaborative members
· Local healthcare organizations/providers
· Local EMS
· Cross-border healthcare partners and public health
· CDC/ASPR

The RHPC and/or PHPC shall be the primary parties responsible for notifying the coalition members of the activation of the HMAC. Working together, the RHPC will communicate with all healthcare partners and emergency managers, and the PHPC will communicate with LPH.
· The HMAC will utilize MNTrac as the primary communication tool. Additional communication methods are outlined in the B.3 Communications of this plan.
· When the HMAC is activated, the initial communication to regional partners and MDH will include HMAC contact information (including but not limited to the phone number and email address).

The HMAC will use a pre-designed electronic survey to gather a Situation Report from Coalition members.  If this cannot be completed by electronic survey, the information will be gathered by phone or email.
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Upon activation or the decision to activate, the actual mobilization of the HMAC is purely event-driven.  The HMAC can be done in person or virtually. 
Virtual Activation
The HMAC can be “virtual” as needed. Participants can engage through various virtual platforms. See B.3 Communications for a description of communication resources available.
In-Person Activation
If the HMAC personnel need to be located together, there is one primary location for the WC Region. As a backup, the HMAC could be activated at a healthcare facility, a public health location, or a local EOC.  
WC Region Primary HMAC location: 
MDH District Office
1505 Pebble Lake Road. Suite 300
Fergus Falls, MN 56537
Phone to be established upon activation.  
WC Region Secondary HMAC location:
9840 State Highway 114 SW
Alexandria, MN 56308
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When activated, either in-person or virtually, the HMAC will follow the ICS structure, including the Planning P.  Roles and responsibilities will be assigned by the RHPC and/or PHPC as necessary.  See B.13.6 HMAC Job Aids and Position Descriptions.
Initial Coalition Actions
Each HMAC position will implement the following procedures to fulfill their functions:
· Briefings:
· Identify where and when briefings are held, either by phone or in person.
· Gather information and provide current situation updates and probable future situation reports.
· Describe current issues.
· Introduce new issues.
· Address questions and offer clarification.
· Decisions:
· Review criteria to establish priorities.
· Prioritize incidents, if necessary.
· Allocate Central and WC Region resources, if necessary.
· Assure representation of involved agencies and facilities at the Joint Information Center if one is opened in the region.
· Consider implementation strategies.
· Identify and determine the operational period.
· HMAC Documentation:
· Develop an Incident Action Plan for each operational period.
· Decisions/priorities are determined and communicated to affected parties.
· Plan for implementation identified.
· Meeting notes and decisions will be recorded and communicated to appropriate staff and external partners.
· Decisions requiring financial commitments (including staff time) will be recorded.
· Situational reports will be compiled as requested.
· ICS Forms will be used as needed.
· See B.13.6 HMAC Job Aids and Position Descriptions and B.13.5 HICS Forms.

Ongoing Coalition Actions
During the incident response, the HMAC will continue to gain situational awareness and respond to requests for support. If the HMAC is open for an extended period, the RHPC may request the support of non-impacted coalition members to fulfill roles within the HMAC. This request would be made utilizing the Resource request process. See the B.4 Resource Request Plan. 
If the response includes multiple coalitions, State and Federal partners, the SHCC may be activated to support the efforts of the regional and local response.

[bookmark: _Demobilization_(Response_2.3.1.6)][bookmark: _Communications][bookmark: _Toc171085609]Communications
This section aims to establish communications guidelines for WCMHPC that align with the Minnesota Statewide Interoperable Communication Plan. Coordination of relevant regional healthcare information will be performed by the Region. The coordination of state, regional, and local partners is depicted in the figure below.
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[bookmark: _Toc171085730]Figure 6. Communication Pathway Diagram

[bookmark: _Toc171085610]Information Sharing
Data Use and Release
Hospital data use will occur as outlined in the Hospital Disaster Preparedness & Response Compact, MDH MNTrac Agreement, and WC Regional Hospitals.  Refer to the agreements for further details.
Sharing of nonpublic data obtained by the HMAC via MNTrac is limited to MDH.  Sharing of other nonpublic data, including EEI, obtained by the HMAC is limited to HMAC representatives, the organization “owning” the data, and HICS as necessary to support disaster response operations.
Public Information Sharing
Before, during, and after an incident, prioritizing equity, inclusivity, and accessibility in communications is essential.  The HCC encourages all members to consider this when working with facility public information officers.  The coalition does not communicate with the public. HMAC members will not directly release operational or patient information to the public.  If the local EOC is activated, all communication will be directed through the local EOC or joint information center (if activated).  All requests for information concerning patients will be directed to the affected hospital.  Patient information released to the public will be shared in accordance with Hospital Policy.  The HMAC will support information sharing by disseminating situational updates, reports from partners, and State or National resources as necessary.  The coalition will provide Public Information Officer (PIO) training to its members as requested to ensure facilities are trained and able to implement the PIO role in the response to an event. 
Information Validation
Information validation actions will be taken when inconsistencies with established reporting mechanisms or inconsistent/missing data have been identified.  
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EEI contains situational awareness information that is critical to the initial response, ongoing response, and recovery operational periods. Specific elements stated here may not apply in every event, may not be all-inclusive, and should be modified to obtain the maximum benefit.  EEIs should be added or deleted for each operational period depending on the specific circumstances and phase of response. Sharing this information among regional partners is important to the coordination of the response.
The following will be determined by the incident:
· Frequency of sharing
· Authority to receive and disseminate shared information
· Use and release shared information

Information and data deemed to be sensitive or confidential will receive protection in accordance with impacted facilities’/agencies’ policies and procedures as directed by MDH. The legal, statutory, privacy, and intellectual property considerations will be honored and protected to the extent possible during any real-world response. 
Types of information that could be shared as EEI are outlined below. Other information may be shared as applicable or determined through coordination.
Initial Response (Immediate)
· What is the scope of the incident and the response?
· How will it affect service delivery? 
· Where are the impacted communities? 
· What population is impacted? 
· What is the anticipated medical surge? 
· Determine communication means 
· Evaluate healthcare organization, staff, and supplies 
· Healthcare facility status, including structural integrity
· Consider healthcare facility incident command status 
· Determine health department status
· Identify who needs to know
· Identify resources to be deployed
· Consider healthcare facility decompression initiatives
· Status of evacuations/shelter-in-place operations

Ongoing Response 
· Projections for healthcare organization, staff, and supplies:
· Identify additional resources
· Responder safety and health
· Identify capabilities by specialties
· Prioritize routine health services
· Forecast duration of the incident
· Update response partners
· Status of critical medical services (i.e., hospitals, urgent care, EMS, LTC, LPH department, behavioral health)
· EMS status (e.g., patient transport, tracking, and availability)
· Status of critical infrastructure (CI) (e.g., electric, water, sanitation, heating, ventilation, and air conditioning)
· Status of critical healthcare delivery (e.g., surge status, bed status, deaths, medical and pharmaceutical supplies, and medical equipment)
· Status of interoperable communication systems

Recovery
· Prioritize essential functions
· Identify support resource systems
· Human resources 
· Infrastructure resources 
· Identify documentation
· Address regulatory requirements for reimbursements
· Assess functional staff (i.e., physical, mental screening, vaccinations)

See B.13.2 Essential Elements of Information and B.13.3 Essential Elements of Information Template.
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State Systems
Health Alert Network
The HAN is a statewide system for the rapid and broad dissemination of information on a developing condition, event, or other crucial health information. After receiving a HAN message from MDH, each public health agency forwards the message to appropriate local contacts, including behavioral health contacts.  Hospitals also receive Health Alerts. All appropriate contacts should receive the health alert within one hour and health advisories within 24 hours. Local HANs are tested to determine the rapidity with which partners can receive messages and respond.  The goal is for 100% response within 2 hours.
MDH SharePoint
The MDH SharePoint is a password-protected Web portal for information, technology tools, messaging capabilities, and sensitive document posting.  MDH and its partners use SharePoint for three functions: messaging, data collection, report generation, and secure storage of sensitive documents that need to be shared with MDH staff and partners. 
MDH REDCap
The MDH SharePoint site is password-protected and available to invited partners.  The use of RedCap is to provide a secure site for HCCs to track deliverables and complete tasks identified by MDH EPR.	
Minnesota System for Tracking Resources, Alerts, and Communication (MNTrac)*
MNTrac is a database-driven web application intended as a statewide communication solution. MNTrac can track beds, pharmaceuticals, and resource availability from all designated facilities within the state, as well as provide for the allocation of these resources to support surge capacity needs. Hospital bed diversion status, emergency event planning, emergency chat, and alert notifications are possible in real-time. Information submitted by healthcare facilities can be imported to other systems and agencies to improve communications and share pertinent information. Standard and ad hoc reports can turn data into useful information. 
*This system is also available regionally and may be used independently of MDH activation. Alerts and coordination rooms can be activated by the RHPC or HMAC personnel.
Satellite Phones
The MDH District Office located in Fergus Falls maintains a satellite phone, which is used by the regional PHPC and/or district office staff.
Microsoft Teams*
The State of Minnesota uses virtual meeting platforms (i.e., Microsoft Teams) to provide on-demand collaboration, online meetings, web conferencing, and videoconferencing applications. This system may be used during an event or healthcare response to disseminate information to the eight HPP healthcare regions as well as other coalition partners.
*This resource is also available regionally.
Regional and Local Systems
Voice Communications
Cellular Telephone
The WC Region’s RHPCs and staff have cellular telephones from several different cellular providers, which allows for better statewide coverage in the case of an event or response.
24/7 Emergency Contact
The 24/7 Emergency contact phone is housed at Saint Cloud Hospital and is answered 24 hours a day.  The number is (320) 654-2720.  The callers will request one of the Regional Coordinators, and if that person is unavailable, the call center has a list of Regional Staff numbers to call as an alternate.  
Conference Call
The WC Region maintains a conference call line through Teams audio conference solutions. The audio conference system is available 24/7 and is accessible from any location with a phone.
Government Emergency Telecommunications Service (GETS)
GETS can be accessed if there is a dial tone.  GETS can be for long-distance calls or during times of local system congestion and damage. All regional coalition partners are encouraged to obtain a GETS card.  
Wireless Priority Service (WPS)
WPS is the wireless complement to GETS. Calls are queued for the next available radio channel by calling *272. Currently, WPS is available in Minnesota through Cingular, Nextel, Sprint, T-Mobile, and Verizon.  All regional coalition partners are encouraged to sign up for a WPS with their wireless provider.  
Plain Old Telephone System (POTS)
POTS telephones remain a crucial communications portal.  POTS are fixed numbers that can be forwarded to cellular devices which allows staff to be mobile but using a fixed telephone number. WC RHPCs maintain a current list of coalition partner POTS telephone numbers.
Two-Way Radio Systems
“ARMER” 800 MHz Radio System
The Allied Radio Matrix for Emergency Response (ARMER) is used as  Minnesota’s strategy for public safety communication interoperability.  The ARMER plan provides all public safety/service entities a shared platform to provide for interoperability.  
· All WC Hospitals have both a base station as well as several handhelds.
· The WC HPP Region maintains a cache of 800 MHz Radios and a dedicated WC Region Talk Group. 
· The WC Program Manager has a radio to support communications.

Ham Radios
HAM radio can serve multiple purposes within a hospital or health department. The most obvious function is for HAM radio to be used to communicate with emergency responders outside the hospital. The WC Regions’ Ham operators link county EOCs, hospitals, and public health agencies in the WC region. To access local Ham operators, the coalition will work with the local EM in the county.
VHF Radio System
The WC Region currently has a bank of 20 handheld radios that utilize six channels with an estimated 2–5-mile range. These assets are to be distributed to WC Coalition Partners as an independent system available when all other radio systems are down.
Electronic
Fax
FAX Transmission Systems are included in most copier/scanner/fax systems. The WC Region has access to three portable systems which allows for portable as well as redundant backup for document/information transmittal.
Email
The WC Region RHPCs maintain individual and group e-mail lists of all coalition partners who will allow for timely dissemination of information in daily operations as well as during an event and/or response.
Electronic Document Portability
Document Scanner Systems are included in most copier/scanner/fax systems. The WC Region has access to three portable systems, which allows for portable as well as redundant backup for document/information transmittal via e-mail attachments as well as document storage and uploads to cloud or server-based storage sites.
Regional Website
The coalition website provides the public access to resources and templates as well as a schedule of our coalition activities.  Members of our coalition who are registered with the website have complete access to our website, which includes access to meeting minutes, coalition-specific documents, training opportunities, contact information, and a web-based chat room.  This chat room will serve as a backup to MNTrac and can be used to share real-time information. 
Virtual Private Network (VPN)
The WC Region’s RHPCs and all regional staff have VPN to SCH which is the Regional Healthcare Resource Center for the WC and Central HPP Regions as well as the MN-MMT. Additionally, several of the WC Region’s Coalition partners have VPN access to their agencies, which can be used during an event or response.
Wireless Cellular Internet Systems
The WC Region has access to three Wireless Cellular Internet Systems to provide for wireless internet systems in the Alternate Care Sites (ACS), Region offices, and other essential areas of operation where critical electronic information transmission and reception is needed.
Microsoft Forms
The WC Region has created a Microsoft Forms survey to gather information easily and electronically from the WCMHPC members. This survey could be replaced by a phone call or email to gather information.
WCMHPC SharePoint
All current regional files will be housed on the WCMHPC SharePoint site.  Files include all regional plans, budgets, and contact lists.
Non-Web-based File Storage
The program manager has an external hard drive that has all the coalition documents loaded on it if web/internet options are not available.  This hard drive is updated quarterly.
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Dependent upon the incident, coordination and communication may be required across state lines, particularly with North Dakota, due to the geographic location of the region. The figure below outlines how WCMHPC will utilize MNTrac to communicate with North Dakota partners.
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[bookmark: _Toc171085731]Figure 7. Regional and North Dakota Partner MNTrac Communications

The RHPCs for the WC and Northwest regions will serve as the regional point of contact when communicating with North Dakota Partners. See the Key Contacts for these individuals’ contact information.
See B.13.6 HMAC Job Aids and Position Descriptions.
Resource Coordination
See the B.4 Resource Request Plan and the B.13.14 Resource Request, Receipt and Promissory Agreement – Resource Request Form for the process the coalition will use to coordinate the sharing or acquisition of resources before and during a response.



For more information on regional healthcare resources, see B.13.1 Assets and Essential Services. 
WCMHPC Organizational and Emergency Operations Plan	1
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[bookmark: _Toc171085615]Purpose
During times of scarce resources, medical surge, and/or evacuation measures, there may be situations where resource sharing/acquisitions may be coordinated through the coalition.  This plan identifies the process in place to facilitate such sharing. The WCMHPC maintains a regional cache of healthcare supplies that may be needed to supplement the resources available for Coalition members. The WCMHPC is responsible for maintaining, monitoring, allocation, and distribution control of all the inventory items in the cache, as well as the acquisition and disposal of equipment.
[bookmark: _Toc171085616]Objectives
A centralized cache of supplies supports the response of the WCMHPC in times of medical surge, pandemic, and other unexpected events. Coalition members can rely on Regional Healthcare Preparedness Coordinators (RHPC) for their assistance and consultation regarding supplies as well as product availability and costs. Individual healthcare organizations are expected to utilize their primary vendor suppliers and other regular means of acquiring resources before requesting assistance through the Coalition. This includes their affiliated organization (enterprise/parent) and mutual aid agreements first. As members of the coalition, healthcare partners have signed the MOU, which states that when available, members agree to assist in resource sharing and acquisition.  The resources include durable medical equipment, health care supplies, and personnel.
RHPCs will:
Manage and coordinate requests for supplies.
Assist in arranging for distribution of supplies in a safe, timely, and efficient manner. 
Maintain the regional cache by reusing, recycling, and disposing of expired surplus cache supplies safely and economically.  
Share resource acquisition information with coalition partners where group buying will allow for decreased costs to coalition members.
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From the Cache
A WCMHPC Member or Partner may request products from the regional cache when the following terms are met:
The facility has utilized its own resources/suppliers, and the supplies are unavailable within the time frame needed.
The facility has contacted outside vendors/suppliers to request the product and the product is unavailable.
The facility has contacted the RHPC with a specific need.
The facility has completed a requisition form with the following:  
The product needed and the amount needed.
The anticipated date that the facility will be replacing the product used
The transportation means requested and the time the product is needed by.
A signature from the receiving facility and a signed copy returned to the RHPC.  
The region may not fulfill the entire requested amount due to availability, other requests, and/or the State of Minnesota requirements.
From Fellow Coalition Members/Partners
The coalition member may contact coalition partners directly or request assistance from the RHPC to borrow or purchase supplies/resources from fellow members.  The resource request form will be utilized in this case.  Copies of the request will be maintained by the borrower, lender, and the RHPC.
Specific Resource Request Requirements
As per the WCMHPC MOU, requests for resources need to be specific.  The following identifies specific requirements: 
Medical Supplies/Pharmaceuticals
All requests for medical supplies and pharmaceuticals will specify:	
· Amount of material needed.
· Size/dosage of material needed.
· When the materials are needed.
· Arrangements for the exchange of such supplies.
· Reimbursement or restocking of materials.
· The requesting facility will use the requisition forms/paperwork of the agency supplying the materials.
· The recipient facility will reimburse the donor facility for all the donor facility's costs determined by the donor facility’s regular rate. 
· It is recommended that reimbursement be made within 90 days following receipt of the invoice or otherwise negotiated facility to facility. This can include replacing items or reimbursing for the cost of items.

Loaned Equipment
All requests for loaned equipment will specify:
· Amount/quantify of equipment being requested.
· An estimate of how quickly the requested equipment is needed.
· Estimated length of time the equipment will be needed.
· Identify how the equipment will be picked up and returned.
· Identify where the equipment will be used.
· If any equipment is damaged, the receiving facility will agree to repair or replace the equipment within 30 days or as otherwise agreed to.
· Documentation should detail the items involved in the transaction, the condition of the material prior to the loan (if applicable), and the party responsible for the material. 
· The donor facility is responsible for ensuring that the equipment provided is safe to use and operational.
· The recipient facility is responsible for using the equipment provided in accordance with the manufacturer’s guidelines. 
· If parts or all of the equipment loaned are consumable or for one-time use, the recipient facility will reimburse for the actual cost or replacement of the equipment – as agreed upon by both parties.

Staff
All requests for staffing will specify:
· The type and number of requested personnel
· An estimate of how quickly the request is needed.
· The location where they are to report.
· An estimate of how long the personnel will be needed.
· The recipient facility will have supervisory direction over the donor facility’s staff.
· The recipient facility will assume all legal responsibility for the personnel from the donor facility during the time the personnel are at the recipient facility.
· The recipient facility will reimburse the donor facility for the salaries of the donated personnel at the donated personnel's rate, as established by the donor facility unless other arrangements are made between the facilities.
· The donor facility is responsible for the appropriate credentialing of personnel.  
· The recipient facility is responsible for verifying the credentials of personnel being received.
· The senior administrator (or designee) and/or medical director, in conjunction with the directors of the affected services, will decide whether medical staff and other personnel from another facility will be required at the impacted facility to assist in patient care activities.

Limitations on Loaned and Volunteer Staff Instructions
Personnel offered by donor facilities should be limited to staff that are fully accredited or credentialed in the donor institution. 
The recipient facility's senior administrator or designee (the health care facility or public health agency command center) identifies where and to whom the donated personnel are to report. 
Professional staff of the recipient facility will provide supervision to the donated personnel. 
The supervisor or designee will provide direction regarding point of entry, parking, length of shift, clothing requirements, and other pertinent information to perform the assigned job. 
The supervisor or designee will provide donated staff a briefing and orientation as pertinent to the position. 
The recipient facility will provide all PPE necessary to perform the duties as assigned unless otherwise negotiated between facilities that PPE will come with. If the receiving facility requires PPE that requires fit testing, the recipient facility will fit test the personnel.

Allocation
During times of scarce resources, RHPCs will initiate an emergency voting process with the WCMHPC advisory committee.  If this cannot be accomplished, the HMAC members will determine the allocation and distribution process.
Distribution
Regional assets can be deployed within four (4) hours of the request. 
The requesting facility will pick up the items or arrange pick up with a courier of their choice (as indicated on the Request Form).
RHPC may be able to assist in transporting the products in extreme cases. The RHPC will coordinate the distribution of all regional cache items.   
Items in the cache may not be the same model as requested – this may require additional training at the requesting facility. Any additional training and/or fit testing is the responsibility of the requesting facility. 
During large-scale or multi-location events, the regional cache will be disseminated based on coalition needs and may be impacted by guidance from MDH. The items contained within the cache are purchased using federal funds and are subject to recall through State or Federal mandate.

Maintenance of the Regional Cache
Items in the cache are in a clean, dry, and secure environment. Access to the cache is available 24/7 through the RHPC. 
RHPCs review the regional cache supplies, maintain an inventory log, and update and maintain the inventory on MNTrac at least annually. 
Any items that are outdated or expired past the manufacture’s recommendations will be stored for future consideration of distribution and use in a supply-crisis or pandemic. (For example, Recent guidance (3/11/20) by the CDC has indicated that, in recognition of the supply-crisis currently being experienced globally due to the COVID-19 Pandemic, certain expired N95 masks may be used to protect healthcare workers.)
Equipment and supplies will be maintained per manufacturer guidelines or to the best of the host facility's capabilities. 
Ebola supplies purchased with Ebola funding will be maintained and housed with the regional cache. These items are kept separate from the main regional cache and will be available for distribution regionally or as requested by the State of Minnesota. All Ebola supplies will be kept universal throughout the region.

See the B.13.14 Resource Request, Receipt, and Promissory Agreement.
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[bookmark: _Toc171085619]Introduction
CMS issued a rule to establish consistent emergency preparedness requirements for healthcare providers participating in Medicare and Medicaid to increase patient safety during emergencies and establish a more coordinated response to natural and man-made disasters. This rule went into effect in November 2017. A component of the Emergency Preparedness Rule requires facilities to identify the location of their patients during day-to-day operations, re-locations, evacuations, and mass casualty incidents. 
Lessons learned in past events have identified there are gaps in the ability to track patients at the facility, local, regional, and state levels. The inability to track patients may:
Delay or inhibit the efficient provision of patient care.
Increase the psychological impact of the event on patients and their loved ones.
Delay the reunification between the patients/residents/clients and their loved ones.
Diminish the capability of healthcare providers to identify resource needs.
Inhibit the ability of law enforcement partners to gather evidence and investigate the event. 
Create gaps in documentation that are essential for future legal action or the potential for reimbursement from federal agencies.
Limit the capability of affected facilities to be reimbursed for costs incurred when providing treatment.
[bookmark: _Toc171085620]Purpose
The purpose of the WCMHPC Regional Patient Tracking Plan is to provide the tools and resources for healthcare providers within the region to assist with patient/resident/client tracking. This plan allows all healthcare providers to utilize the same processes that will ensure continuity of patient/resident/client tracking within the region. The objectives for the WCMHPC’s Regional Patient Tracking Plan are:
To determine and document the identity of the patient.
To determine and document the patient’s location.
To identify the modes of transportation utilized.
To utilize the START Triage patient tracking identifiers to indicate the basic status of the condition of the patient and facilitate the continuity of care.
To create a database of patients and their locations to aid the local emergency manager and law enforcement in their investigation process. 
To create a database of patients and their locations to assist the Local EM and/or HHS family reunification process. 
Utilize the MNTrac Patient Tracking program to compile data collected and work within the MNTrac Command Center for confidential information sharing capabilities.
To create a redundant means of compiling data when MNTrac is unavailable.
[bookmark: _Toc171085621]Scope
The Regional Patient Tracking Plan is divided into two sections:
Section I is the processes involved in day-to-day patient tracking involving the use of the EMTALA form as the conduit of information sharing.  
Section II is for mass casualty patient tracking and includes regional multi-agency coordination and information sharing amongst all emergency preparedness partners.  
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Patient tracking is the responsibility of the affected facility and the personnel managing the transportation assets.
Not all information about the patient will be available at the beginning of patient tracking. As patient care and time allows, more information about the patient will be gathered and documented.
Based on the incident, patient tracking may continue for an extended period.
The Regional Patient Tracking plan is designed to support family reunification efforts; however, it does not address the actual processes or the operations of the family reunification center (FRC).
The Patient Tracking Plan can be used with the MNTrac Patient Tracking platform, or it can be a stand-alone plan. Utilization of the MNTrac Patient Tracking application can be initiated after the immediate on slot of patients. 

Much of the information gathered for patient tracking is considered Protected Health Information (PHI) and is subject to HIPAA. All information shared must take into consideration HIPAA.
[bookmark: _Toc171085623]Responsibilities
Implementation of a successful patient tracking process will be dependent on coordination among numerous entities. The following are roles and responsibilities related to patient tracking for key emergency response partners. Individual roles may vary depending on the circumstances of the incident.
[bookmark: _Toc171085702]Table 2. Regional Patient Tracking Plan - Partner Roles and Responsibilities
	Partner Type
	Responsibilities

	EMS
	Activates internal patient tracking; may request activation of regional patient tracking as needed.
Initiates minimum patient tracking in the field via a unique identifier, on a wristband or triage tag if available, for each patient requiring transportation to definitive care.
Follows agency protocol regarding patient distribution.
Requests transportation assistance via mutual aid agreements with partner agencies.
If the event is over an extended period, EMS will work with the regional WC EMS coordinator to facilitate requests for additional resources.
Shares unique identifier (and any other patient information captured) with hospital/ACF/receiving health care facility.

	WCMHPC
	Monitoring health care system and population impacts.
Identifying and anticipating resource needs.
Activating and coordinating centralized patient tracking information via MNTrac.
Activates patient tracking as needed. Activate patient tracking in the centralized database (MNTrac) if available.
Notifies all regional partners of patient tracking activation.
Support WC EMS with coordinating patient distribution if requested. 
Monitors impact on the healthcare system and assists in coordinating medical resource support.
Serving as the single point of contact for patient tracking, if requested.  This includes compiling data from facilities and uploading that data into MNTrac (if available). The coalition staff can be used to share allowable information with law enforcement, LPH, and EM.
Participate in the JIC on behalf of patient tracking if activated and requested.
Supports local, county, regional, and state agencies in response activities.

	Hospitals, Alternate Care Facilities, and Other Healthcare Organizations
	Activates internal patient tracking; may request activation of regional patient tracking as needed.
Establishes a process for documenting patient tracking information provided by EMS and coordinating this information with patient registration/medical records.
Initiates patient tracking for patients received at the facility.
Documents minimum patient tracking information via a spreadsheet (see the B.13.8 Master Patient Tracking Form and B.13.5 HICS Forms for HICS 254 MNTrac Master Patient Tracking form)  or directly in the MNTrac patient tracking database, if available.
Provide Regional HICS 254 patient tracking lists to WCMHPC if not using a database.
Facilitates family reunification for patients within the facility in coordination with local partners (Red Cross, Family Assistance Center (FAC), Call Center).

	LPH/Local HHS
	Coordinate with the WCMHPC and local healthcare organizations.
Monitors impact on the healthcare system and assists in coordinating medical resource support.
Support local EM by assisting with the coordination of a FAC.
May support EM with public messaging related to health and medical system impacts, including information about patient tracking and related family reunification efforts.

	MDH
	Activates patient tracking as needed. Activate patient tracking in the centralized database (MNTrac) if available.
Notifies WCMHPC and all regional partners of patient tracking activation.
Provides support for coordinating patient tracking information during incidents that cross multiple jurisdictions.
Coordinates with regional coalition coordinators to obtain patient tracking information from their jurisdiction, as needed.
Serves as a conduit for sharing patient tracking information with federal agencies as needed.
Provides coordination with state-level FAC or call center if established.
Monitors the impact on the healthcare system and assists in coordinating medical resource support as applicable.
Serves as the lead agency at the state level for public messaging related to health and medical system impacts, including information about patient tracking and related family reunification efforts.

	Local EM
	Support resource needs for coordination of a FAC and/or call center.
Serves as a conduit with State EM for coordination of resources as applicable.
Supports coordinated public information and messaging in partnership with health care facilities, the coalition, and LPH/HHS through a Joint Information Center, if established.

	Law Enforcement
	Responsible for coordinating missing persons' information.
Assists with the identification of unidentified patients.
Assists with family reunification for missing persons as applicable.

	Other Partners
	County Medical Examiner – access patient information through the partnership of local EM, public health/HHS, health care, and the MNTrac database for victim identification. 
Non-Governmental Organizations (i.e., Red Cross) – work with local EM, LPH /HHS, and response partners to facilitate family reunification/notification.


[bookmark: _Toc171085624]Concept of Operations
Operations Overview
In an MCI, it is essential that, at a minimum, the patient tracking process be initiated as soon as the patient begins receiving health care services. This may occur when patients are transported from the field to a point of definitive care or following arrival at a point of definitive care via self-referral (e.g., hospital, alternate care facility, clinic). The patient’s whereabouts and condition should be tracked throughout the incident until the patient is accepted at another facility for continued care or discharged to home. 
In a mass casualty incident, especially in the more rural areas, the ability of EMS providers to document patient identification is limited. As such, the priority for EMS should be to begin initial patient treatment and prioritize the patients utilizing the triage protocol (assigning a red, yellow, green, or black identifier). EMS is tasked with identifying the appropriate receiving facilities and providing early notification to those receiving facilities.  The collection of patient-identifying information will be prioritized once the patient arrives at a point of definitive care.
Healthcare facility patient tracking should end when:
· Patient is discharged home (with or without home health/care services).
· Patient is discharged to a long-term care facility.
· The patient is deceased, and the County Medical Examiner has taken control of the human remains.
· Patient has been transferred to another healthcare facility, and they have assumed care.

Patient tracking is one aspect of a larger victim accounting and family assistance process. The overall purpose of the FAC is to assist with victim identification and family reunification with the missing and deceased. Patient tracking information supports the identification of individuals associated with an incident, along with information on the deceased, missing persons, and uninjured persons. Patient tracking is only meant to track living patients with the understanding that some patients may become deceased as the incident progresses. The FAC is primarily initiated by Local EM and is supported by their local/regional/state and federal partners.  This section of the plan does not discuss operationalizing the FAC.
Patient Tracking Activation
Patient tracking will be activated to support a mass casualty incident (MCI) as well as be used in day-to-day operations.  From this point forward, the plan will identify the processes involved within each of the components of patient tracking.  
The two components are:
1. Day-to-day operations
2. MCI

Patient tracking is highly recommended for Day-to-Day operations and is required if/when a facility evacuates.  The Patient tracking plan should be incorporated or referenced in the facility’s Evacuation plan (See B.10 Evacuation and Shelter-in-Place Planning). The decision to activate patient tracking during a mass casualty incident will usually be made by the Emergency Room/Triage staff who receive notification from EMS about the incident or if/when there is a surge of patients from a single event. Facilities will utilize their communications plan and notify all staff of the activation.  The earlier the plan is activated, the more data is collected.
[bookmark: _Patient_Tracking_Data]Patient Tracking Data Elements
Core to the patient tracking process is the need to know what data elements will be required during an incident. It is important to recognize that early in the event, limited information about the patient’s identity may be available. EMS and health care providers will prioritize patient care over collecting patient-identifying information. Efforts to collect more comprehensive information about a patient’s identity will be made as resources become available.
The minimum data that should be collected for patient encounters and tracking are:
Patient Name
Date of Birth
Triage Color
Patient number or unique identifier
Method of arrival
Date/time of arrival
Location within facility
Gender

It is important to keep in mind that much of the information gathered for patient tracking is considered PHI and is subject to HIPAA.
There are circumstances during an MCI when the identity of a patient may not be easily or quickly determined (e.g., the patient is unconscious or unable to communicate and does not have personal identification with him/her). Under these circumstances, healthcare organizations should document as many identifying characteristics about the patient as possible and provide this information to law enforcement and/or the FAC if one is established. Information will be used by the authorities to assist with the coordination of missing persons’ information and reconciled with data being provided about individuals who are unaccounted for to assist in determining the patient’s identification.  
Utilization of the HICS 254 Master Patient Tracking Form during a Mass Casualty event will allow facilities to start the initial patient tracking process and gather the minimal data elements into one spreadsheet. The Master Patient Tracking form has been slightly altered to allow for alignment with the MNTrac program.  Facilities are encouraged to save an electronic version of this form so that it is available and ready to be used when the plan is activated.  See the B.13.8 Master Patient Tracking Form.
Patient Tracking Triggers and Procedures
Section I. Day-to-Day Patient Tracking
CMS requires healthcare facilities to track the locations of their patients while under their care.  During day-to-day operations, patients may be transferred to a different facility to receive care.  It is imperative that the transferring facility have a system in place that identifies the receiving facility has accepted the patient and the patient has been received at that facility.  Since this activity occurs daily within health care, there is no actual activation of this plan as it is a daily process already adopted by the health care facility. 
This plan does not address a system for monitoring temporary patient movement, such as when the patient is required to go to another facility for a procedure or test that does not require an overnight stay.  It is recommended that facilities have a process that identifies when the patient has been received at the other facility and when they are returning to the initial facility.  This may be simply done via communication between the facilities or between the transferring facility and the EMS agency or transportation asset. All this information needs to be documented in the patient’s chart. 
LTC and SNFs are required to track patient movement as well.  When a patient/resident is transferred to another facility for continued care, it is essential that the confirmation of transfer be documented in the patient’s chart.  If it is a discharge to another facility or a temporary transfer for continued care, the facility needs to communicate with the receiving facility to ensure that the patient arrived and is now under their care.   The coalition developed a Resident Transfer form that contains the recommended information to be used when transferring patients to another facility/agency.  When patients are being transferred to another facility for continued care, the transfer form must be completed. Facilities are not required to utilize the Regional Transfer form; however, any form they use should contain the same information for continuity of care.
See the B.13.13 Resident Transfer Form.
The following process is recommended to ensure that facilities have a system in place to track the day-to-day patient tracking.  If healthcare facilities choose not to follow this process, they are strongly encouraged to develop an internal process of their own. (See algorithm below)
1. When patients are being transferred to another facility for continued care, the Hospital EMTALA form or Resident Transfer form should be completed.
2. Ensure that the transferring facility’s name and fax number are listed in the appropriate section.
3. During the Nurse-to-Nurse report out, the Transferring facility’s nurse will advise the receiving facility that the Hospital EMTALA form/Resident Transfer form will be sent with the patient and request that the bottom section of the form, identifying receipt of the patient, be completed and faxed back to the transferring facility within four (4) hours of arrival at the receiving facility.
4. Three copies of the form are made and distributed as below:
a. One copy to the patient.
b. One copy to the receiving facility (advise the transportation agency to give the Hospital EMTALA form/Resident Transfer form to the receiving facility upon arrival).
c. One copy will be maintained by the transferring facility.
5. The nurse documents in the patient’s chart the time that the patient left the facility as well as the information about the agency that is providing transportation.
6. A copy of the Hospital EMTALA form/Transfer form will be held at the transferring facility.  It is suggested that this be held at the nurse’s station until the receiving facility faxes back their copy with the accepting information completed.  This will ensure there is a system in place so that if the information is not received from the receiving facility a call can be placed to obtain the necessary information.  If the Hospital EMTALA form/Transfer Form is not received within 2-4 hours of transfer – a station clerk/receptionist will contact the receiving facility and request the form to be faxed.
7. The acceptance information will be noted in the patient’s chart, and the final completed Hospital EMTALA form/Transfer form will be scanned and placed into the patient’s medical record.  The copy that is incomplete can then be destroyed.

Section II. Mass Casualty Incident Patient Tracking
Patient tracking should be initiated when one or more of the following applies: 
More than one facility will be receiving patients.
Patients may arrive at a treatment facility (e.g., hospital, alternate care facility) by multiple methods, including EMS and self-transport.
A field treatment site is established.
There are multiple incident locations. 
The incident is determined to be a mass fatality (based on a local threshold).
Circumstances warrant the activation of a Family Reunification and/or FAC.

To ensure that the WCMHPC is activated, facilities receiving patients from a mass casualty event should notify the regional health care coordinator as soon as possible upon learning about the event.  This notification is essential to ensure that the coalition’s HMAC can be activated. Any coalition partner can contact the coalition to request activation of the regional patient tracking plan.
MCI Patient Tracking will look like the following:
1. Incident Occurs
2. EMS will arrive on the scene and begin triaging patients according to institutional protocols.
3. When possible, EMS personnel will document the unique identifier that is attached to the patient (via a wristband, triage tags if available). Unique identifiers should remain on/with the patient the entire time they are active in the incident. If time allows, EMS may document some additional information and enter the information onto the patient’s run sheet. If a manual patient tracking process is being used, the coalition will receive tracking information from hospitals in step #5.
4. The patient is transported from the scene to the receiving site (i.e., hospital).
5. Upon arrival at a hospital/ACF or another healthcare facility, intake staff will begin to collect the minimum data elements outlined in the Patient Tracking Data Elements section. Not all information may be collected immediately, but the intake staff will begin the process by creating a record for the patient and taking note of the unique identifier begun by EMS (on the wristband or triage tag if available). If a unique identifier has not been assigned, the facility will assign one. The facility may assign a temporary “disaster” patient number due to the deluge of patient flow and decreased amount of time to fully register the patient. The information should be merged with a more permanent patient identifier as soon as patient flow allows.  This information will then be recorded into a HICS 254 patient tracking form. Before entering any data into the electronic medical record system, healthcare staff should search the database to ensure they are not duplicating profiles. Hospitals should also record the unique identifier in the patient’s electronic medical record file. Hospitals are the primary source of patient tracking information for the coalition.
6. Once the coalition has been notified of the incident, the coalition staff will immediately create a Patient Tracking event and a Command Center in MNTrac and send an alert to the appropriate partners within MNTrac (other healthcare facilities, local EM, and neighboring regional coordinators, etc.).
7. Healthcare facilities will upload their HICS 254 into the Patient Tracking event, or coalition staff can assist healthcare facilities by uploading the HICS 254 forms and verifying that the data has been uploaded correctly.  Healthcare facilities can upload their forms to the MNTrac Command Center. 
8. Any patients received after the Patient Tracking event has been opened will have their basic data elements loaded directly into the MNTrac Patient tracking event, and the hospital will suspend utilization of the HICS 254 form and use the Patient Tracking event within MNTrac for any additional patients received.
9. If a patient is being transferred out to another facility, ensure the patient maintains their unique identifier, record in their file and profile on the MNTrac patient tracking event describing when and where they are being sent. The transferring facility will ensure the receiving facility is provided with the appropriate information and a unique identifier.
10. Upon receipt of a transferred patient, intake the patient as you would above. If a profile has already been created in the MNTrac patient tracking database, update that information with all relevant information. Coalition staff will invite receiving facilities to the Patient Tracking event within MNTrac as necessary.
11. If a patient is being discharged, ensure that their file and profile are updated appropriately.
12. Regional patient tracking will end when all patients have been accounted for and are receiving care or are discharged to home. 

See the figure below for more information and see B.13.8 Master Patient Tracking Form.
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[bookmark: _Toc171085732]Figure 8. Mass Casualty Patient Tracking Process

Distribution of Patient Tracking Information
During a response, patient tracking information will be needed by multiple agencies to support a variety of activities. These may include providing patient care, patient/victim identification, family reunification efforts, resource tracking, public information, and/or criminal/legal investigations. The following table reflects primary entities that may need patient tracking information and examples of the potential purposes for which it will be needed. The WCMHPC will coordinate with partner agencies to develop and deliver accurate and timely information on patient tracking. The stakeholders listed below may need and receive detailed patient tracking information (including identifying information); all other stakeholders may only receive summary reports.
HIPAA
HIPAA Privacy Rule 45 CFR 164.510(b)(1)(ii) allows for disclosure of patient information during emergent situations in certain situations.  According to the HHS, the HIPAA Privacy Rule permits a covered doctor or hospital to disclose PHI to a person or entity that will assist in notifying a patient’s family member of the patient’s location, general condition, or death. US DHHS HIPAA Privacy Rule statement
[bookmark: _Toc171085703]Table 3. Stakeholders and Roles/Responsibilities in the Distribution of Patient Tracking Information
	Stakeholders
	Purpose

	Hospitals/other health care organizations/ACFs
	Document involvement in the incident.
Maintain situational awareness.
Document and ensure continuity of patient care.
Identification of the patient.
Assistance with family reunification.
Media/Public Information.
Documentation to assist with financial reimbursement.
Accountability

	WCMHPC
	Maintain situational awareness
Monitor health care system and population impacts.
Identify/anticipate resource needs.
Coordination with Public Health concerning health care and patient tracking
Coordination of MNTrac for patient tracking operations
Coordination of the completion of all patient tracking information (closing the loop on outstanding patients)
Coordinate with local law enforcement/EM to facilitate family reunification or incident investigations.
Media/Public Information
Accountability

	Public Health/HHS
	Situational awareness
Monitor health care system and population impacts.
Identify/anticipate resource needs.
Call Center operations/public information to assist with family reunification.
FAC operations/assist with victim accounting 
Coordination with regional partners (EMS, EM, Law Enforcement) concerning patient tracking.
Media/Public Information
Accountability

	MDH
	Situational awareness
Monitor health care system and population impacts.
Identify/anticipate resource needs.
To monitor patient movement across regions/out-of-state
Call Center operations/public information to assist with family reunification (if this is coordinated at a state level)
FAC operations/assist with victim identification (if this is coordinated at a state level)
Media/Public Information
Accountability

	EMS
	Document involvement in the incident
Situational awareness
Document and ensure continuity of patient care.
Identification of the patient
To provide information to the PIO
Documentation to assist with financial reimbursement.
Media/Public Information
Accountability

	County Medical Examiner
	Victim Identification
Determining cause/manner of death
Assist with family reunification.
Accountability

	EM
	FAC and assist with reunification efforts.
Documentation to assist with financial reimbursement via FEMA.
Media/Public Information
Situational Awareness
Assist with victim location/identification

	Law Enforcement
	Criminal investigations (evidence/witness information)
Suspect identification/location
Assist with Family reunification.
Identification of missing persons

	Red Cross/Volunteer Organizations
	Family reunification/FAC support



Coordinating Patient Tracking Information
Mechanisms for documenting and sharing patient tracking information will vary depending on the conditions of the incident, resources available, and patient tracking processes or systems established prior to a disaster occurring. Depending on the scale and complexity of the incident, patient tracking information may flow through normal channels, with response agencies communicating directly with each other. In larger or more complex incidents, it may be necessary to centralize patient tracking information in a centralized database (MNTrac) or through a manual process. Even when patient tracking information is centralized, there will still be a need for individual response agencies to communicate directly with each other for information. It is important to centralize information to:
Ensure organizations receive up-to-date and appropriate information.
Decrease the burden on health care, EMS, law enforcement, and other response partners to continually provide information.
Create a centralized source of patient tracking information that can be accessed for the purposes of family reunification and victim identification.

If a centralized database (MNTrac) is not available, the WCMHPC and its’ healthcare care partners use FAX, phone, radio, or other methods to collect patient tracking information; the method of collecting information should, at minimum, include the minimum data elements identified in B.3.2 Essential Elements of Information (EEI).
If a health care system is already centralizing patient tracking information, the coalition will coordinate with the health care system to collect system-wide patient tracking information. If a manual process is used, the timeframe for gathering and sharing patient tracking information will likely be extended.
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[bookmark: _Toc171085733]Figure 9. Patient Tracking Information Flow

Roll-up information shared concerning patient tracking may include but is not limited to:
# of patients transported by EMS
# of patients treated at health care facilities following an incident
Types and severity of injuries are being seen at local healthcare facilities.

Detailed information for the purposes of family reunification/identification will be provided to some of the above agencies on a case-by-case basis; not all agencies may receive the same level of detailed information. Information may include but is not limited to:
Patient name, date of birth, location
Identifying information, marks, scars
General information on the condition
More detailed information for the purposes of identification
[bookmark: _Toc171085625]WC Regional Hospital Diversion Process
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To provide guidelines to hospitals and ambulance services in the WC region to identify facility status changes that may impact the ability to provide patient care.  The policy is created to outline the appropriate utilization of the MNTrac facility status platform and to limit the impact on such diversions, which can include extended transport times or delays in ambulance availability in the community due to diversions to distant hospitals.
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Hospitals indicate one status listed below:  
Open
Closed to ED Only
Closed to OB Only
Closed to Trauma Only
Closed to ED & OB
Closed to ED & Trauma
Closed to ED, Trauma & OB
Closed to Trauma & OB
Closed to Mental Health (Behavioral Health)
Closed to Mental Health and OB
Closed to Med/Surg – Non-Metro
Closed to Mental Health and Trauma
Closed to ICU (Intensive Care Unit) – Non-Metro
Closed to Admissions – Non-Metro
Closed to ICU and Med/Surg – Non-Metro
Full Closed
Diverting Stroke and Trauma
Diverting Stroke only
Making a facility-based announcement – check email
[bookmark: _Toc171085628]Timing and Requirements of Closed/Divert Status Options
Closed Statuses (ED, Closed to Trauma, Closed to ED and Trauma, Medical Surge, OB, ICU)
Limited to a maximum of 120 minutes (2 hours).
Designed to allow time for the facility to relocate patients or increase capacity by enacting the facility surge plan (increase bed numbers/increase staffing)
RHPC may reach out to facilities to request that they re-open after two hours if the facility does not do it on their own.  
Divert to Stroke and Trauma/Stroke Only
Requires a maximum diversion of patients for 240 minutes (4 hours)
This diversion status may be renewed after 4 hours for an additional 4-hour period.
Equipment failures are to be noted in the MNTrac Availability Section in the Diversion Comments field.
· Examples of equipment failure are - the CT scanner is down, the MRI machine is down, Interventional Radiology is down, Catheter Lab is unavailable.
Full Closed
Closure due to physical plant or critical equipment failure for an extended period
Full closed indicates that you are unable to provide ANY patient care – you may be in the process of evacuation/physical plant issues, creating a critical situation where patient care is unavailable.  This status is a last resort status.
Closed to all ambulance transports and transfers (closed to all patients arriving by ambulance for 8 hours; option to renew the closure after 8 hours, as needed)
This closure may be continued as needed until the situation has been resolved.
RHPC will not automatically open a hospital that is Full Closed after 8 hours. The facility should remain in contact with the RHPC to ensure regional situational awareness.
[bookmark: _Toc171085629]Important Consideration/Processes
· The hospital-authorized designee will enter the closed/diversion status into MNTrac. In the event of MNTrac failure, the hospital designee shall call the RHPC at (320) 760-3513. The RHPC will reach out to affiliated facilities and notify them of the closure/diversion.
· The closed-to-ED and/or Trauma status does not prevent paramedics from taking a patient to the closed hospital or stand-alone ED for immediate interventions if the patient's condition is felt to be life-threatening. 
· Any ambulance transporting a patient, regardless of acuity, at the time a Closed to ED and/or Trauma Status is declared may continue transport to the closed hospital or stand-alone ED.
· A hospital closed to ED and/or Trauma agrees to care for any patient when the ambulance provider determines that it is the most appropriate transport destination. (EMTALA)
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The primary purpose of the continuity of operations plan (COOP) is to enable the coalition to recover from a disaster as soon as possible so that it can continue its mission. In times of disaster, that mission might additionally include support and assistance to the various healthcare agencies, other public safety organizations, their personnel, and the public to help them recover from disaster. The exact form of assistance may vary depending on the disaster, but this plan identifies the essential steps the Coalition will take to support the healthcare community and others who will depend on that support.
The ability of the coalition to support its members in a response relies on the availability of coalition staff as well as the involvement of members supporting the coalition’s activities.  Processes in place to support the coalition HMAC include:
· Coalition Response Team (CRT)
· Redundant communications
· Coalition to coalition relationships
· Administrative and financial support
· Alignment between coalition and individual facility plans

If, at any time, the WC RHPC is unavailable to perform their duties, coalition members are to contact the HPP Program Manager and/or Director of Emergency Preparedness for assistance and guidance. During planned absences, the WC RHPC will notify coalition members in advance of any changes to coalition contacts.  If any members have any concerns about the operations of the coalition, they can reach out to the Director of Emergency Preparedness at CentraCare or the MDH EPR. 
See the Key Contact list for contact information for these individuals. 
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Depending upon the scope of the incident and the required response by the coalition, it may be necessary to request unaffected health care facilities to provide representation at the HMAC. The coalition has provided in-depth incident command training to its membership to develop a core group of individuals who can help with coalition response activities.  The training included training on the roles and responsibilities of the coalition in response efforts.  The CRT includes individuals from both the Central and WC HCCs. This diverse group allows the coalitions to reach out to unaffected areas for support.  To activate the team, the RHPC or PHPC will send out a resource request via MNTrac, which would include a description of the required role, the amount of time needed, and the location where to respond.  Any facility that can provide support with then be provided a contact name and number to finalize arrangements.  The CRT is part of the mutual aid agreement among coalition members.
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The WC region works closely with its’ Central region partners. This relationship allows for sharing of resources, personnel, and information. In a response, if the WC HMAC is activated, the RHPC will immediately notify the Central RHPC of the activation and request any support needed. A secondary backup to the Central region is the NW regional RHPC.
Working relationships with other coalitions ensure that in a response, if the incident exceeds the capacity of the coalition or if it has the potential to impact any other region, the RHPC can reach out to his/her peers in other regions.  This includes asking the peer to, at a minimum, be a liaison between coalitions, support MNTrac use, and communicate with MDH. Coalition peers have access to the WC regional MNTrac contacts, which would help facilitate the availability of the peer RHPC to support the region in a response.  
The WCMHPC is also a part of the MNHCC. For more information on this collaborative, see B.13.10 MNHCC All-Hazards ConOps  and B.13.9 MDH Inter-Regional Communications.
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The coalition advisory committee approves all coalition plans. This process allows for facility-level plans to align with the coalition plans to ensure a smoother response and greater awareness of the roles and responsibilities of all entities.
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During or after a disaster or any other event that can impact the operations of the coalition, in the long-term absence or inability of the RHPC to perform executive functions, the following are authorized to act on behalf of the RHPC in the order of succession listed until his/her return or until the replacement is named: 
1. Program Manager
2. Central RHPC or Northwest RHPC 
3. Central and WC Exercise and Training Coordinator
4. Delegate from the Hospital Advisory team membership

In the absence of the Program Manager – the West Central RHPC will work with the Director of Emergency Preparedness to fulfill the roles previously held by the Program Manager.  
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[bookmark: _Toc171085704]Table 4. Continuity Systems
	System
	Function/Action

	Microsoft Outlook
	· The WC RHPC will ensure that all contact lists are shared and accessible to the succession list via SharePoint.
· The WC RHPC will share his/her calendar with the Central Region RHPC and the Exercise and Training Coordinator.
· The WC RHPC will enable the Central Region RHPC to have access to the WC emails.
· The WC Coalition will use a standardized email (cwchealth carecoalitions@centracare.com) that is not tied to one specific individual to allow access to the succession list at any time.

	Essential Files
	· The Coalition requires all work-related electronic files to be saved on the SCH/CentraCare Health System network server, which is accessible to the Central RHPC and Exercise and Training Coordinator. Backup files may be restored by IT support as needed.
· Coalition files are also maintained on the Coalition SharePoint site and website.
· Coalition files are maintained on an external hard drive if internet-based access is limited.  These files are updated quarterly.  The external hard drive is stored in a fireproof safe at the alternate WC HMAC site.
· Laptops should be configured to automatically save to a default network file location. 
· 24/7 IT support is available by calling the SCH at (320) 251-2700 and request extension 54540.
· Laptops are required to be password protected and those passwords are automatically set to update every 60 days per CentraCare policy. 
· All RHPC’s have a mobile hotspot device to ensure connectivity to the internet if facility-based internet is not available.

	Website
	· The WC and Central RHPC, Program Manager, as well as the Training and Exercise Coordinator, have administrative access to the coalition website.
· The website is maintained on the Vye, Inc.  Emergency contact with Vye can be made by calling (320) 230-1223.
· Website account information can be found on the Bioterrorism shared drive under the folder titled Website.

	Communication Sources
	· See B.3 Communications.
· Bi-annual radio tests will ensure proficient use of the 800 MHz radios amongst coalition partners.
· Bi-annual communications exercises will ensure that all members understand the forms of redundant communications in place.
· In the absence of the MNTrac Command Center, the coalition will utilize the chat room on the coalition website for non-patient-related information sharing.

	Coalition Office
	The main office for the coalition is located at:
· CentraCare Northway Clinic
1555 Northway, St. Cloud, Minnesota
The alternate office location is:
· 9840 State Highway 114 SW, Alexandria, Minnesota
Minimal office requirements:
· Electricity/water/sewer
· Access to the internet – either directly or indirectly
· Copier/Scanner 
· Communications – Telephone, Cellular, and 800 MHz
Coalition staff will practice safe workplace practices by being aware of weather conditions and other situations that could impact safety in their workplace. 
All smoke detectors and carbon monoxide detectors are to be in working order.
Coalition staff are to follow safe zone recommendations – i.e., shelter-in-place and evacuation zones established by the CentraCare Emergency Preparedness policies.
Most of the coalition staff are set up to work remotely.  If the CentraCare clinic site is not usable – CentraCare will utilize their COOP plans and re-locate affected staff to temporary locations within their facilities – to include coalition staff.
The financial department of the grantee is in the South Point/CentraCare building and has several staff who work remotely.  The accounting department has redundant staffing in place to ensure continuity of operations.  The primary account manager for the coalition grants is Michael Stutsman, and his email address is Michael.stutsman@centracare.com.
The grantee provides health insurance and worker's compensation insurance for staff employed greater than 80%.
Coalition staff are required to maintain their automobile insurance per CentraCare policy: 
· Required to have insurance with liability limits of a minimum of $300,000 combined single limit or 250/500/50 split limits.
· Have a valid driver’s license.
· The CentraCare Motor Vehicle Driving program policy is located on the CentraNet or can be obtained through the CentraCare human resources department.
· The coalition does not carry insurance and is not covered by another entity.
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· Healthcare Workforce
· CI
· Supply Chain Integrity
· Transportation
· Information Technology/Communications
· Administrative/financial support

All coalition members are encouraged to develop their continuity of operations plan to ensure that these essential functions are always accessible.  The HCC will support its membership in providing these essential functions.

The coalition conducts a HVA annually which includes all coalition member’s feedback/input.  The HVA is available on the coalition website as well as the shared drive. The identified risks/hazards to coalition operation include:
· Lack of funding
· Lack of staff
· Technology failure
· Lack of resources

During or after a disaster or any event that has the potential to disrupt the ability of the coalition to fulfill its mission, the coalition will:
· Collect situational assessment data from coalition members on their ability to provide patient care. 
· Aggregate individual facility data to generate coalition healthcare service delivery situational reports.
· Disseminate healthcare service delivery data to local and state authorities.
· Assist local HCC partners in obtaining/securing resources as available. 
· Assist coalition partners in returning to full operational status. 

Access to Healthcare Workforce
Defined:  Access to healthcare workforce is the ability to deploy a credentialed health workforce to provide patient care to support healthcare service delivery in all environments.
The coalition shall support its’ partners by:
· Conducting a health workforce shortage assessment within coalition boundaries in collaboration with local partners .
· Coordinating with healthcare organizations to maximize medical & non-medical personnel support
· This may include activating the Regional MOU.
· Working with LPH in identifying resources to support the local need – including Minnesota Responds.
· Disseminating reports of regional staffing shortages to local EM/EOC and MDH, if applicable.

Community/Facility Critical Infrastructure
Defined:  To be fully operational, critical community/facility infrastructure, including power, water, sanitation, etc., is necessary to support patient care environments.
The coalition shall support its’ partners by:
· Determining local/region-wide disruption of CI that affects the healthcare system. 
· Aggregating reports of CI disruption. 
· Disseminating reports to Coalition partners, as appropriate.

Healthcare Supply Chain
Defined:  Supply Chain integrity is full access to healthcare supplies, including medical & non-medical supplies, pharmaceuticals, blood products, industrial fuels and medical gases, food, etc. 

The coalition shall support its’ partners by:
· Monitoring region-wide disruption of the healthcare supply chain. 
· Determining the specific medical and non-medical supply needs of healthcare partners. 
· Facilitating disaster medical resource support for healthcare organizations with local EM agency/EOC and MDH, as applicable.
· Assisting with coordinating private sector vendors on distribution and resumption of normal supply delivery. 
· Disseminating healthcare supply chain disruption situation reports to local EM agency/EOC MDH, as applicable. 
· Activating the coalition MOU and coordinating the sharing of resources amongst coalition members and, if necessary, accessing the limited coalition cache.  See B.4 Resource Request Plan.

Access to Transportation
Defined:  A fully functional medical and non-medical transportation system that can meet the operational needs of the healthcare sector during the response and continuity phases of an event.

The coalition shall support its’ partners by:
· Collecting medical transportation needs of healthcare organizations during response and continuity operations. 
· Working with the WC EMS representative or alternate, coordinate with EMS agencies to close gaps in medical transportation needs. 
· Advocate for coalition partners’ medical transportation assistance. 

Information Technology/Communications
Defined:  Fully functional information technology and communications infrastructure that supports high availability of the healthcare sector’s data management and information sharing capability.  
The coalition shall support its’ partners by:
· Determining the extent of disruption of communication/information technology capabilities within coalition boundaries. 
· Activate redundant communication capabilities if necessary – to include monitoring the regional 800 MHz talk group, opening up a Command Center in MNTrac, and utilizing the chat room on the coalition website.
· Work with local EM to identify alternative sources of communication, such as HAM radio and Cellular support services.
· Coordinate with state health authorities to disseminate critical response and continuity operations information. 

Administrative/Financial
Defined:  Fully operational administrative and financial capability, including maintaining & updating patient records, adapting to disaster recovery program requirements, payroll continuity, supply chain financing, claims submission, losses covered by insurance, and legal issues.
The coalition shall support its’ partners by:
· Collecting disaster response data to be used in AARs.
· Informing coalition partners about any available disaster assistance from federal, state, and local authorities. 
· Providing incident command support either by utilizing the regional MOU or sharing staff and SMEs to support the facility operations center.

[bookmark: _Medical_Surge_Coordination][bookmark: _Toc164248108]The WC region has an agreement with SCH to act as the fiscal agent for the coalition.  This agreement ensures that response efforts are not limited by immediate access to coalition funds. By being fiscal agents, the SCH human resources department provides direct support to coalition staff, including ensuring wages/benefits are provided to coalition staff.  The human resources department also provides support to coalition members by being the point of contact if there are any concerns or complaints about coalition staff.  

[bookmark: _Medical_Surge_Coordination_1][bookmark: _Toc171085637]Medical Surge Coordination Plan
This section outlines the support role that the coalition plays during a medical surge event at a WCMHPC member facility.  This plan will integrate region-wide medical, health, and community resources before, during, and after an emergency that exceeds the ability of the healthcare system. 
A major component of the Medical Surge Plan is the RMOCC. The RMOCC's primary goal is to work towards patient level loading between facilities. In rural areas and due to limited resources, the utilization of an RMOCC will be limited and will rely heavily on state or federal coordination.  If those services/resources are not available, the RMOCC will operate as outlined in this surge document to support the needs of the coalition and the healthcare members.
[bookmark: _Toc171085638]Assumptions
· To manage the medical surge, only the most acutely injured or ill should be treated at hospitals. Clinics and other medical facilities (i.e., surgery centers) will be requested to assist if needed as they are able to assist with people experiencing sub-acute injuries or illness. 
· The WCMHPC HMAC may be activated to assist with surge capacity, patient transportation issues, patient tracking assistance, staffing issues, resource sharing and requests, and communications.  Regional staff will work in cooperation with the appropriate Hospital Command Centers and Local or State EOCs. This may include the activation of the RMOCC.
· Facility level Crisis Standards of Care plans may need to be implemented with the Medical Surge Plan to address shortages of equipment, supplies, pharmaceuticals, beds, personnel, and sources of transportation.  
· WC Region Hospitals have EOPs that address medical surge capacity and capabilities and activation and operation of ACS. The HMAC can support medical surge or ACS plans as needed.   
· This section does not cover isolation or quarantine because isolation and quarantine are not medical surge conditions; they are public health containment measures used to control the spread of communicable diseases which may occur in single, cluster or larger patient quantities.
· Healthcare providers should plan for an influx of family members requesting updates on loved ones.  This influx should be addressed in facility-level plans and include local law enforcement, LPH, and EM.
[bookmark: _Toc171085639]Definitions
[bookmark: _Toc171085705]Table 5. Medical Surge Definitions
	Surge Level
	Definition

	Conventional capacity:
	The spaces, staff, and supplies used are consistent with daily practices within the institution. These resources are used during a major mass casualty incident that triggers activation of the facility EOP.  Healthcare institutions will maintain conventional standards as long as possible.  

	Contingency capacity:
	The spaces, staff, and supplies used are not consistent with daily practices but provide care to a standard that is functionally equivalent to usual patient care practices. These contingency resources may be used temporarily during a major mass casualty incident or on a more sustained basis during a disaster (when the demands of the incident exceed community resources).  The duration of contingency resource use will be dependent on the scope of the situation.  

	Crisis capacity:
	Adaptive spaces, staffing, and supplies are not consistent with usual standards of care but provide sufficiency of care in the setting of a catastrophic disaster (i.e., provide the best possible care to patients given the circumstances and resources available). Crisis capacity activation constitutes a significant adjustment to standards of care.  This category of care will be limited in duration as soon as additional resources become available contingency or conventional practices should resume.


*** Patient Care Resources for Scarce Resource Situations, MDH and Institute of Medicine 2012 – Crisis Standards of Care
[bookmark: _Toc171085640]Planning for Medical Surge
The intent of the WCMHPC Medical Surge Plan is to add specific Medical Surge tenets to be used by the HMAC to coordinate the response to a medical surge event.  
Immediate Bed Availability (IBA)
· IBA is a means to provide appropriate levels of care to all patients during a disaster by availing 20% of staffed beds to higher acuity patients within four (4) hours of a disaster and identifying and providing the appropriate care for lower acuity patients.  Each hospital in the WCMHPC will adjust its facility Medical Surge Plans to accommodate the 20% increase by off-loading patients, early discharges, increasing staff, etc.
· The WCMHPC will be asked to demonstrate the capability of all the hospitals in the region to deliver appropriate levels of care to all patients as well as to provide no less than 20% immediate availability of staffed beds within a few hours of notification of the event. 

The table below shows the standard bed availability for each hospital within the region. Real-time data and capacity will be assessed as needed by MNTrac alerts or other notification from coalition (email etc.).

See B.13.2 Essential Elements of Information and B.13.3 Essential Elements of Information Template.
[bookmark: _Toc171085706]
Table 6. Bed Availability for Regional Hospitals
	Agency Name
	Bed Type
	Bed Totals

	Alomere Health
	Adult Ventilator
	4

	
	Surge Ventilators
	17

	
	Medical and Surgical
	47

	
	Operating Rooms
	7

	
	Pediatric Ventilator
	0

	
	Emergency Room
	14

	
	Adult ICU
	7

	
	Pediatrics
	2

	Glacial Ridge Hospital - Glenwood
	Operating Rooms
	2

	
	Adult Ventilator
	1

	
	Surge Ventilators
	3

	
	Medical and Surgical
	25

	
	Pediatrics
	0

	
	Emergency Room
	5

	
	Pediatric Ventilator
	0

	
	Adult ICU
	2

	Lake Region Healthcare - Fergus Falls
	Adult ICU
	5

	
	Medical and Surgical
	30

	
	Operating Rooms
	5

	
	Emergency Room
	12

	
	Pediatrics
	8

	
	Psychiatric
	12

	
	Pediatric Ventilator
	0

	
	Adult Ventilator
	5

	
	Surge Ventilators
	13

	Perham Health
	Medical and Surgical
	25

	
	Pediatric Ventilator
	0

	
	Adult ICU
	0

	
	Pediatrics
	0

	
	Emergency Room
	8

	
	Adult Ventilator
	0

	
	Surge Ventilators
	5

	
	Operating Rooms
	2

	Prairie Ridge Hospital
	Pediatric Ventilator
	0

	
	Operating Rooms
	1

	
	Pediatrics
	0

	
	Adult Ventilator
	0

	
	Surge Ventilators
	0

	
	Emergency Room
	2

	
	Adult ICU
	0

	
	Medical and Surgical
	10

	Sanford Wheaton Medical Center
	Pediatrics
	0

	
	Adult ICU
	0

	
	Operating Rooms
	1

	
	Medical and Surgical
	12

	
	Emergency Room
	4

	
	Adult Ventilator
	0

	
	Surge Ventilators
	4

	
	Pediatric Ventilator
	0

	St. Francis Medical Center - Breckenridge
	Pediatric Ventilator
	0

	
	Pediatrics
	0

	
	Operating Rooms
	2

	
	Adult Ventilator
	2

	
	Surge Ventilators
	3

	
	Emergency Room
	6

	
	Medical and Surgical
	22

	
	Adult ICU
	3

	Stevens Community Medical Center
	Adult ICU
	3

	
	Pediatrics
	0

	
	Pediatric Ventilator
	0

	
	Operating Rooms
	2

	
	Adult Ventilator
	2

	
	Surge Ventilators
	3

	
	Emergency Room
	4

	
	Medical and Surgical
	22



Patient Tracking
· Utilizing the MNTrac System, the regional coordinator will activate the regional patient tracking plan upon notification from a healthcare entity of a surge event. See B.5 Regional Patient Tracking Plan.
EMS
· The WCMHPC includes the WC Regional EMS Coordinator to streamline planning efforts.  EMS would also be included in the HMAC upon activation.  EMS agencies within the WC Region are encouraged to plan and train with other coalition members.  They are invited to participate in training and exercises.
[bookmark: _Toc171085641]Notifications
Following notification of an MCI, Pediatric Surge, or chemical, Biological, Radiological, Nuclear, and high yield Explosives (CBRNE)/Hazardous Materials (HazMat) Event, the RHPC and HMAC will identify appropriate partners to notify, such as:
· Neighboring LPH agencies
· Local healthcare organizations/providers
· Local EMS
· Local EM
· West Central Minnesota HCC
· MNHCC members
· Cross-border healthcare partners and public health
· MDH (Preparedness and Communicable Disease)
· CDC/ASPR
· Other health partners as necessary
[bookmark: _Toc171085642]Roles and Responsibilities
WCMHPC
To support a coordinated healthcare response, the RHPC, alongside the PHPC, can consider activation of the HMAC to:
Disseminate information from MDH to the members.
Coordinate with local, regional, and state agencies
Establish periodic briefings to assess the impact on Coalition, including:
· Current capacities and needs.
· Assess the status of staffing and patient load at coalition hospitals.
Anticipate needs for the upcoming period.
Gather and share information on bed availability within the region and with neighboring regions.
Aide in Patient tracking
Assist with resource requests and allocation
Establish Situational awareness 
Refer facilities to their MCI/Medical Surge Plans as requested.  

The RHPC can:
· Assist with communications and information sharing under the direction of local and state agencies.
· If the situation is widespread and the MNHCC SHCC is activated, the RHPC will be an active member of such activation.  See A.5.10 MNHCC Charter the B.13.10 MNHCC All-Hazards ConOps.
Assist with resource requests for coalition members. 
Provide general support for Coalition members as requested.  
In the event of an evacuation:
· Activate the patient tracking plan
· Coordinate with the Regional EMS representative
· Note: The Coalition does have a cache of evacuation tags/tools for utilization if requested. 
· See B.10 Evacuation and Shelter-in-Place Planning

The information below outlines possible roles and responsibilities of member and partner facilities/organizations during medical surge. 
EMS/Pre-Hospital Providers
· Provide knowledge, assessment data, requests, and other needs during an incident.
· Lead local agency for first response, treatment, and patient transport
· Interface with local hospitals and EOC to share information/status.
· Maintain appropriate staff in county EOC to receive and monitor notifications.
· Monitor the MNTrac system for any alerts related to diversions and patient movement.

Frontline Healthcare Facilities
· Provide initial treatment and stabilization of any victim/patient transferred or presenting to their facility.
· Follow normal organizational referral procedures and transport procedures.
· Identify the need for additional resources.
· Ensure that individuals with access and function needs and those disproportionately impacted by an incident have access to appropriate medical care and support services.
· Determine the appropriate distribution of patients-injured, infected, and psychologically impacted.
· Initiate internal EOPs and call staff back to work as needed.
· Analyze the facility's capabilities to accept and treat patients over a protracted period.
· Track disaster/incident-related expenditures and coordinate with local, state, and federal organizations for reimbursement activities, if applicable.
· Follow state or federal guidelines during situations of scarce resources.
· Consider activation of Continuity of Operations Plans.

County EM
· Provide knowledge, assessment data, requests, and other needs during an incident.
· Lead local agency for incident coordination, including activation and coordination of jurisdictional EOC as needed
· Serve as point of contact for local resource requests and request resources that exceed local capabilities from the State. 
· Request state declaration of emergency if needed.
· Disseminate public information via designated PIO.
· Coordinate volunteer and donation management.
· Work with local healthcare and LPC to set up a Community Reception Center.
· Coordinate distribution of supplies from the coalition or other partners.
· Coordinate or facilitate meetings inclusive of county healthcare, public health, and other agencies as needed.
· Act as liaison between local, regional, state, and federal assets responding to the incident.

LPH Department
· Establish and monitor surveillance systems as needed.
· Investigate unusual occurrences of diseases, bioterrorist agents, chemical agents, and radiation to identify possible public health threats.
· Contain disease outbreaks by implementing control measures such as community outreach and education, provision of MCM, isolation, social distancing, and/or quarantine.
· Work with local EM to establish a reunification center or reception center, if applicable.
· Disseminate appropriate messaging to community members.
· Ensure those disproportionately impacted by an incident, those with access and functional needs, and those who have limited language proficiencies have access to appropriate medical care and support services.
· Provide staffing support to impacted LPH departments.
· Follow local procedures and policies on tracking disaster/incident-related expenditures.
· Maintain appropriate personnel in the county EOC to receive and monitor notifications.
· Work with MDH and share information with partners.

MDH
· Lead state agency for health-related issues – works closely with MN Homeland Security EM for incident coordination.
· Consider activation of the State EOC.
· Request state disaster or public health emergency declarations and governor’s emergency orders, as required to support response.
· Request CMS 1135 waivers as required during response to allow patient billing when usual conditions cannot be met.
· Request specific emergency orders by the Governor’s office as needed.
· Provide health-related guidance and recommendations to partners and practitioners.

Minnesota Homeland Security and Emergency Management
· Lead state agency for incident coordination
· State point of contact for resource requests
· Request State declaration of emergency, if needed
· Liaison between state and federal response partners

The WCMHPC has established hazard-specific medical surge annexes for pediatric, burn, infectious disease, and radiation events. These annexes contain information specific to these hazards and additional roles and responsibilities for WCMHPC staff, members, and partners. 
[bookmark: _Toc171085643]Patient Movement Coordination
There are four levels of Patient Movement:
Local Level
· Utilization of Mutual Aid agreements and partnerships with local EMS to handle most of the patient movement.
Regional Level
· Utilization of the HCC Regional plans/processes to coordinate patient movement to include:
· Activation of Regional Mutual Aid agreements
Cross-border/cross-regional cooperation
· Utilization of the MNTrac program to identify locations with bed availability, including sending out regional bed availability alerts. 
· Activation of the MNHCC SHCC
State Level
· When local and regional activities are overwhelmed, or more resources are required, the State may consider:
i. The MDH Department Operations Center (DOC)
ii. Activation of the State EOC
iii. Activation of the EM Assistance Compact (EMAC) to enlist the assistance of neighboring states.
iv. Request Federal assistance
Federal Level
· When all local, regional, and state assets are overwhelmed, or the State identifies that resources are exhausted, the State may reach out to the federal partners for assistance.

Patient Movement Assumptions
During mass casualty incidents, local jurisdictions will follow existing comprehensive EM plans and healthcare facilities’ existing surge and evacuation plans.
Patient movement decisions will be made at the local level in conjunction with the receiving facilities.
Patient Coordination refers to conducting situational assessment and coordinating the placement of patients in an appropriate facility based on their level of acuity and needs.
As with any response, the patient movement process should start at the local level.  If local-level facilities are unable to find a facility to accept patients, then they can reach out to the region for guidance.
All healthcare facilities will do what is best to maximize their care and determine their triggers based on capability. (e.g.)
· Unexpected or overwhelming number of patients present in emergency rooms and clinics
· Significant increase in patients due to health threat
· Shortage of equipment, supplies, pharmaceuticals, beds
· Shortage of personnel
· Disruption of transportation affecting the ability to move patients
There are potentially significant differences in the policies and procedures among partner agencies. These differences will require flexibility during an escalated incident where inter‐agency collaboration is necessary.

Surge Planning
Six key components of surge planning for healthcare delivery systems include: 
1. Bed Capacity 
2. Staffing 
3. Communications
4. Continuation of Essential Healthcare Services/Crisis Standards of Care
5. Alternate Care 
6. Transportation


Bed Capacity
It will be important to track the types and numbers of beds available to provide coordination of available assets to ensure a streamlined process for patient transfers. Hospital bed reporting (for the type and availability) may be event-specific and may include the following categories: 
Adult 
Pediatric 
Medical/Surgical 
Orthopedic 
Telemetry 
Cardiac 
Critical Care 
Surgical/Trauma 
Maternity/(OB/GYN) 
Burn
Swing 

In certain medical surge events, it may be necessary for the hospitals to report the number of patients they are able to accept related to patient triage.  Utilizing the MNTrac system and the MCI Patient Capacity widget – hospitals can be asked to report the number of red, yellow, and green patients they are able to accept.  An alert from the RHPC/HMAC will be generated and hospitals are asked to respond within the requested time.

[bookmark: _Toc171085707]Table 7. Bed Capacity Roles and Responsibilities
	Entity/Organization
	Roles/Responsibilities

	Healthcare Facilities and Systems
	Activate individual healthcare organization’s internal surge plans. 
Update bed availability through MNTrac and with a pre-established reporting structure. 
Update MCI Patient Capacity through MNTrac.
Communicate directly with receiving hospitals to triage patients to appropriate available beds (critical care, burn pediatric, behavioral health, etc.) 
Increase bed availability within the healthcare facility based on facility surge planning prior to requesting additional capabilities. 
Implement additional plans, such as rapid discharge, early discharge with appropriate follow-up, transfer of appropriate patients to corresponding hospitals and long-term care facilities, and forward movement of patients to transfer in-patients to other hospitals to make additional beds available nearer the incident. 
· Consider transferring patients back to their community healthcare facilities for recovery.
· Develop discussion points to use when communicating with patients – it is essential that the patients and their families are comfortable with the decision for relocation.
Work with EMS to ensure the availability of resources to accommodate the transfer process.
Ensure that accurate reporting of bed availability is in the MNTrac system.
Utilize the MNTrac Availability Status report to identify available beds. 
Facilities that are not surging may need to keep patients and use resources such as telehealth and support from the larger systems to maintain and provide care.

	Regional HCC
	· Determine and track regional bed availability by type. 
· Coordinate the communication of regional bed availability among hospitals and other applicable healthcare organizations. 
· Assist with information gathering and sharing among hospitals and healthcare organizations.
· Utilize the MNTrac system to obtain updated bed availability by issuing a regional bed alert.
· Utilize the MNTrac system to obtain the MCI Patient Capacity.



Staffing
During a medical surge event, additional staff will be needed to handle the influx of patients to hospitals and healthcare organizations for an acute period or over an extended period. Staffing refers to all staff, including clinical and nonclinical personnel.
[bookmark: _Toc171085708]Table 8. Staffing Roles and Responsibilities
	Entity/Organization
	Roles/Responsibilities

	Healthcare Facilities and Systems
	· Activate the hospital’s surge staffing plan. This may involve staff recall and changes in shift scheduling (e.g., 8-hour shifts become 12-hour shifts). This may also result in the reassignment of staff from non‐patient care, administrative, or elective care areas into primary care roles. 
· Physicians, physician assistants, nurse practitioners, nurses, pharmacists, respiratory therapists, paramedics, EMTs, communications specialists, support personnel, administrative roles, and others who may fill clinical roles will need to be considered on an ongoing basis in order to ensure adequate staffing. 
· Request additional medical professional staffing.

	Regional HCC
	· Assist with communicating and disseminating the status of staffing needs and requests of hospitals and other healthcare organizations to appropriate supporting agencies such as other healthcare providers or public health agencies.


If additional assistance is needed with staffing beyond what local healthcare and regional coordination can provide, staffing assistance may be available through coordination with the Statewide Coordination Center.
Communications
Communication challenges often coincide with coordination activities within and among organizations. In efficient emergency operations, most communications have occurred before the incident. Goals and tasks are often determined by tradition and are formalized in statutes, contracts, charters, mutual aid agreements, and standard operating procedures. These are especially important if CI has been compromised because a medical surge has occurred.
	Entity/Organization
	Roles/Responsibilities

	Healthcare Facilities and Systems
	· Notify the regional coalition of the potential medical surge situation. 
· Maintain and monitor situational information.
· Maintain ongoing communications with local/county EM. 
· Maintain ongoing communications with the LPH. 

	Regional HCC
	· Support health facilities and systems to maintain and monitor real‐time information through designated communications systems. 
· Maintain ongoing communication with healthcare facilities and systems. 
· Provide any updates to relevant health and medical information to the health and medical community (single hospital or healthcare facility/systems, EMS, etc.).



If the response includes more than one coalition or region, working with the MDH and the SHCC to assist with communications may become necessary.
Continuation of Essential Healthcare Services/Crisis Standards of Care
Crisis care reflects local / facility conditions of severe overload. These may occur at any time and should result in rapid engagement of the HCC to load-balance or otherwise mitigate the situation back to contingency or conventional through patient transfers or resource movement. Usually, these situations can be reversed within hours to days. If crisis care conditions are affecting most facilities or coalitions and are expected to last for days to weeks, more formal crisis standards of care may be needed. In this case, the State of Minnesota provides guidance and regulatory support for the coalition and facility regarding actions that need to be taken to best address the resource shortfalls consistently.
Refer to:
The MDH Crisis Standards of Care Plan
Patient Care Strategies for Scarce Resource Situations

Alternate Care Site
An ACS is a facility that is temporarily converted for healthcare use during a public health emergency to reduce the burden on hospitals and established medical facilities. Conceptually, these sites are a last-stand strategy and will only be utilized after all other load balancing options have been exhausted. These would only be viable once the state has entered Crisis Standards of Care. 
There are two types of ACS sites:
Hospital based alternate care site (HACS) – the hospital has identified, equipped, and staffed additional areas within their facility/footprint for patient care.
Community based alternate care site (CACS) – Located near a hospital but not within the hospital, which can include hotels, dorms, etc.
· Work with Local EM and the HCC to establish the CACS.
· This may include working with State partners in activating the State identified ACS.
[bookmark: _Toc171085709]Table 9. ACS Roles and Responsibilities
	Entity/Organization
	Roles/Responsibilities

	Healthcare Facilities and Systems
	· Identify the need to activate an ACS.  If unable to open a HACS then:
· In collaboration with the SHCC/SEOC, county/local EM, and local/county public health departments, make the decision to activate alternate care facilities, based on the current surge situation. 
· In collaboration with SHCC and local/county public health departments, determine the scope of care to be delivered within the alternate care facility. 
· An ACS may also be needed for emergent needs – such as hospital evacuation.  All hospitals are required to have ACS plans to support this type of need.  This plan should include pre-determined locations and agreements with those locations, as well as MOUs with transportation.
· Assist county EM in determining staffing needs within the alternate care facilities that have been or may be activated. 

	Regional HCC
	· Support information sharing and activation tracking for ACS between hospitals, EMS, local/county public health departments, and local/county EM.
· Fulfill the regional operational roles identified by the current Minnesota ACS ConOps.

	EMS
	· Maintain communications with healthcare facilities and the Regional EMS coordinator regarding any modifications in triage and transfer protocols. 
· Coordinate with local dispatch any changes in patient transport destinations in accordance with regional and state guidance.


Transportation
Incident command on-scene should coordinate with the responding transportation agencies as appropriate for transportation considerations. This may include EMS, bus transport, non-emergent medical transport agencies as well as private vehicles. Additional transportation capabilities will be required to support multiple aspects of medical surge. Transportation of the patients to, from, and between treatment facilities will be required. EMS may be forced to transport patients longer distances for higher levels of care.  They may also need to transport patients from higher-acuity facilities to lower-acuity facilities to increase the capacity of the higher-level facilities. The process of level loading involves moving patients from lower to higher-level care centers and moving patients from facilities that are full to those that have capacity. This may include utilizing alternate means of transportation with companies in which MOUs or MOAs (Memorandums of Agreement) have been established. Vehicles for use by the Patient Transportation System may be drawn from the EMS task force, local transportation authorities, military transportation units, taxi companies, bus companies, and other sources. These transportation resources may include: 
Those equipped to carry a single recumbent patient (such as an ambulance) 
Those that can carry 30 non‐recumbent patients (such as a bus) 
Non‐recumbent wheelchair‐accessible vehicles (such as wheelchair‐accessible vans) 

The best vehicles for patient transportation should be those vehicles that have the characteristics and capabilities most closely associated with the patient’s needs (e.g., Advanced Life Support (ALS)/Basic Life Support (BLS) ambulances).
Ambulance Strike Teams could be requested for transport assistance through local EM to the State EOC or the Minnesota State Duty Officer.
Transportation processes in use during a surge incident should adhere to the appropriate regulatory guidance, including EMTALA and HIPAA, as well as other medical and legal guides to transporting patients and transferring care.  Hospitals would use their normal referral processes and locations.
[bookmark: _Toc171085710]Table 10. Transportation Roles and Responsibilities
	Entity/Organization
	Roles/Responsibilities

	Healthcare Facilities and Systems
	· Identify the primary EMS agency that responds to and transfers from your facility.
· Assess the resources available within the primary EMS agency.
· Identify a secondary/alternate EMS agency that would be contacted if/when the primary agency is unable to fulfill the transfer/patient movement request.
· Reach out to the HCC for information sharing and coordination assistance.

	Regional HCC
	· Working with the Regional EMS representative:
· Coordinate the communication of available transportation resources among county EM, hospitals, and other applicable healthcare organizations. 
· Assist with transportation and transportation route availability among hospitals and healthcare organizations, county EM, and SHCC.

	EMS
	· Support the movement of patients between hospitals, other healthcare facilities, and ACSs, as needed. 
· Request additional capabilities through internal protocols as needed.
· EMSRB (Emergency Medical Service Regulatory Board)/EMS MACC activation would only occur in the following situations.
· All local resources were exhausted. 
· High-volume patient movement required a higher level of coordination.
· Mutual aid agreements are in place with some services.



Regional Medical Operations Coordination Cell
As introduced in the Response plan, the RMOCC makes data and stakeholder-informed recommendations to balance patient load and ensure high-quality care. RMOCC recommendations direct the movement of patients and resources from one facility to another or re-direct referrals that would usually go to an overwhelmed facility or system to one with capacity. The State and Federal MOCCs have more authority – the regional coalition does not have the authority to direct where patients can go; however, with collaborations between membership/partners decisions can be made to help level load patients.  The role of the coalition is to facilitate the discussions and to bring the right people together to ensure that the conversations are occurring. Lessons learned during COVID-19 showed how collaborations between healthcare helped increase the ability to level load and assist in patient care.  Scheduled huddle calls allowed facilities to exchange situational updates and bed availability and to indicate critical needs.  During COVID-19, the State created the C-4 to assist with Bed availability – this was used in a scarce situation – (see B.8.14 Resources for Medical Surge) – the goal of the RMOCC is to start the level loading process prior to the point where beds are completely unavailable.
The priorities/needs of the RMOCC include the following activities:
1. Collecting, analyzing, and disseminating hospital capacity information.
2. Establish a collaborative work group of all hospitals to establish protocols and triggers that will support the decision-making process regarding patient level loading.
3. Act as a mediator and establish a meeting process where affected facilities can collaborate to share appropriate information to appropriately level load patient care within the region and, if necessary, work with other regions to bring in additional support.
4. Identifying physician leads to oversee and support clinical decision-making.
5. Identify administrative leads/coordinators to track and report activities.
6. May need to establish a phone bank to take calls regarding emergent placements.
7. May bring one or more coalitions together to increase the ability to bring high level of care providers into the mix to ensure a better ability to level load patients.
8. Healthcare members will need to ensure that they respond to all requests for information from the RMOCC and participate in all calls and/or meetings as necessary to ensure open communication.
9. The coalition will bring together senior executive leaders to identify any issues and discuss process changes/concerns.

Patient movement considerations need to be made during the level loading process.  
The WCMHPC works with surrounding regions to discuss and identify alternative transfer patterns necessary to ensure that appropriate patient care is available.  Collaboration with the Central Region and SCH allows for the back-and-forth movement of patients from the WC Region to SCH and reverse.  Level loading occurs with the North Dakota partners by transferring patients that require a lower level of care to the critical access hospitals, allowing for increased capacity at the higher acuity facilities.  The regional process includes:
An assessment or awareness of the capabilities of the hospitals/healthcare facilities in the region/state:
· Identifying which facilities can care for higher acuity (level of care) patients.
· Identifying the resources available at facilities to ensure that the patients can receive the appropriate level of care.
Continuous awareness of the healthcare facility's current patient census and the type of care needed for the patients within the facility.
· Identifying if there are patients that can be moved out of ICU to a medical surgical unit within the facility or if they can be transferred to another hospital to receive the appropriate level of care.
· Identifying if a patient can be discharged to a SNF, assisted living, or home with services.
As with routine patient transfers – the decisions must be mutual amongst the facilities involved, with the end goal being that the patients are placed in facilities that can provide the appropriate level of care and still fall within the CMS standards of care

During COVID-19, the HCCs created a Patient Movement Decompression Guidebook as well as a directory of all the hospitals to support the decision-making process for patient transport:
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In a surge setting, if a facility needs to transfer a patient to a facility that can provide a higher level of care, they may need to take a lower acuity patient (requiring fewer services) in exchange. Example:  Level 3 trauma center transfers a patient to a Level 1 trauma center, and the Level 1 trauma center transfers a medical surgical patient to Level 3 for continued care.
· This includes the involvement of EMS doing reverse (two-way) transfers (drop off and pick up).  It is important that the EMS agencies are involved in the decision-making process to ensure that the resources are available for this type of activity.
The patient exchange will allow for the receiving hospital to decompress to accept a new higher acuity patient.
[bookmark: _Toc171085645]Hospital Decompression Planning
A group of hospitals or systems working together to identify variances to typical transfer patterns that will allow for a healthcare facility to remain free of infectious disease (i.e., COVID-19).
· One or more hospitals agree to treat these highly infectious and high acuity patients; however, the other hospitals need to agree to take on more lower acuity patients.
· Patients who present to the low acuity hospital with infectious symptoms are immediately transferred to the higher acuity facility.
· Patients at the high acuity facilities that require less care are pre-emptively transferred for continued care to the lower acuity facilities – to allow for increased capacity at the higher acuity care centers.
i. Options for continued care can include increased telemetry/consultation between the transferring facilities. 

The following map identifies the patient movement options available within the region and surrounding partners (this was used during the COVID-19 response; however, this can be adapted to fit any Medical Surge situation):
[image: A map with red lines and arrows
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[bookmark: _Toc171085734]Figure 10. WCMHPC COVID-19 Transfer Patterns

The CentraCare System has also identified a process/decision tree to help facilitate some of the patient movement processes. [image: ]
[bookmark: _Toc171085735]Figure 11. Central MN Hospital and SNF Surge Framework
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Introduction
Purpose
In the event of a medical surge burn incident, the MN State Burn Surge Plan calls on each regional Healthcare facility to initially treat and stabilize burn victims for up to 72 hours when transportation to MN Burn Centers is not feasible. This burn surge annex provides a regional framework to support and supplement the MN Statewide Burn Surge plan. This annex identifies the WC healthcare preparedness coalition’s response to a medical surge event involving severe or life-threatening burns.
Scope
The Burn Surge Annex is part of the regional Response plan.
Overview/Background of HCC and Situation
The State of Minnesota currently has two Burn Centers acknowledged by the American Burn Association (ABA), which are Hennepin County Medical Center (HCMC) and Regions Hospital. Neither of these two facilities are in the WC region. During a burn surge incident, the initial receiving facility will collaborate and communicate with the burn centers. If, at some point, the MN Burn Centers are unable to accept the number of patients referred to them, the statewide Burn Surge plan will be activated. Normal day-to-day operations are the goal of this annex, this annex will only be activated when local resources are exhausted, and the MN Burn Centers are unable to provide immediate care for burn patients.
The WC region is based around the I-94 highway system and has several rail lines that run both north/south and east/west.  Even though rail transportation of hazardous materials is recognized to be the safest method of moving large quantities of chemicals over long distances, there is still the risk of derailment or accidental release of hazardous materials that could result in a burn incident.  The I-94 interstate highway is a major thoroughfare through the upper United States and is utilized by heavy goods vehicles carrying a variety of hazardous materials.  The transportation of hazardous materials through the region is not the only risk of mass burn potential.  The region also has an increased risk of fire from wildfire, pipeline disruption, and industrial business compromise. 
In rural communities, a single burn patient may need to be transferred several hours away to a burn facility.  When those systems are overwhelmed, the local facilities and burn surge facilities may need to be activated. 
The WC healthcare preparedness coalition has identified three burn surge facilities (BSFs) to be utilized in a surge event. In coordination with the ABA Burn Center, patients may be transferred from the initial receiving hospital to the BSF, which will provide treatment until more definitive care options are available. The BSFs will be responsible for caring for the burn patients in the event of a statewide surge. This responsibility can last up to 72 hours. The ABA Burn Center will work with state partners to coordinate the care and transportation of burn patients according to the MN State Burn Surge plan.
The three burn surge hospitals for WC Minnesota are:
SCH
1406 6th Avenue North
St. Cloud, MN 56303 
Transfer: 888-387-2862
Sanford Medical Center 
801 Broadway
Fargo, ND 58122
701-234-2000
Essentia Health
3902 13th Ave S. 
Fargo, ND 58103
701-364-6600

Assumptions
All hospitals within the region may receive burn patients and should be prepared to provide initial assessment and stabilize the patient.
EMS will be responsible for providing the initial triage of the burn patients and will be critical in deciding the appropriate location for patient transfer.  This may be the closest burn center, burn surge facility, or local healthcare facility.
The ideal location for the care of a burn patient is the burn center or a level I or II trauma center.
Care of a critical burn patient is resource-intensive and requires specialized staff.
Burn patients often become clinically unstable within 24 hours of injury; therefore, transferring the patient to the appropriate care facility in a timely manner is imperative.
Burn patients may have co-existent traumatic injuries such as inhalation injuries and penetrating trauma.

Concept of Operations
Activation
The initial recognition of a burn surge event will typically occur on the scene and involve the responding local EMS agency.  The earliest that there is a communication from the scene to the local healthcare facility the earliest that the burn surge plan can be activated.  As in any emergent situation, activation of local plans occurs first.  
Assessment of the situation will include:
Identify the nature and location of the incident
Obtain the projected or actual number of patients
Estimate time related to distance away from a care center
Notifications
[image: A diagram of a medical procedure
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[bookmark: _Toc171085736]Figure 12. Burn Surge Event Notification Pathway

Roles and Responsibilities
Refer to the State of Minnesota Burn Surge Plan Table 4 for a more in-depth review of the roles and responsibilities during a burn response.
Initial Receiving Hospital(s)
The initial receiving hospital will provide initial stabilization and treatment to burned patients, as directed by their medical director or through advisors at one of the MN Burn Centers. Although burn patients should be transferred to the appropriate burn center as soon as possible, the extent of the incident and the availability of burn bed resources may exceed the capacity of the burn center. If this occurs, patients may be transferred to an alternative location, such as a Burn Surge Facility. 
The initial receiving hospital may be required to care for the burn victim until a higher level of care is available, either at the Burn Center or a Burn Surge facility.  Working with the Burn Center and utilizing telehealth options will ensure that the appropriate patient care is being provided. 
Transportation arrangements should be coordinated by the initial hospital and the receiving facility, utilizing agreements with their EMS partners.  
Refer to the State of MN Burn Surge Plan for referral criteria.

Burn Center
Either HCMC or Regions Burn Center – whoever is contacted first – will take the lead in the surge event.  
The medical director of that facility will determine which facility would be the most appropriate for the burn patient by reviewing their injuries and the treatment needed.  
Will act as the point of contact for healthcare facilities currently caring for a burn victim – may provide support via telemedicine when available.

Burn Surge Facility
Will maintain situational awareness when activated and prepare to receive a burn patient.
Will activate surge plans to increase capacity to care for a burn patient – this may include level loading patients or discharge patients if appropriate.
Will work with the Burn Center to determine the best treatment course for the burn patient.

RHPCs
During a burn surge event, the RHPCs in the state will be notified of the activation of the MN Burn Surge plan by the Metro Regional Healthcare Resource Center (RHRC). 

Logistics
A burn patient requires specific treatment protocols that are resource-intensive.  The region may be asked to assist in obtaining the resources for facilities that are caring for a burn patient and waiting for transportation to a higher level of care.
Staff
If a local healthcare facility is caring for a burn patient for an extended amount of time and has limited staff, the facility can reach out to the coalition, which will reach out to neighboring facilities to request assistance.  This assistance would be requested via the Regional MOU.  
See the B.4 Resource Request Plan
Supplies
The coalition does not have the supplies to care for a burn patient; however, by utilizing the Regional MOU and the Regional Resource Allocation Plan, facilities can request assistance in obtaining supplies by reaching out to the coalition, who in turn can reach out to coalition members for support. The state plan outlines supply recommendations for facilities to maintain for either outpatient or inpatient burn victims (Refer to pg. 10-12, State of MN Burn Surge Plan).
Special Considerations
Behavioral Health
As with any traumatic event, burn patients require the support of behavioral health professionals throughout their care.  Behavioral health support should be available for the families of the patient as well as to the staff providing care.  
Pediatric Burn Patients
Pediatric burn patients require specific considerations related to their treatment and recovery.  Refer to the MDH - Pediatric Surge Toolkit
Combined Injury
Combined injury (burns with trauma or other injuries) increases mortality.  These patients are often better treated at a trauma center.  Initial triage by EMS should focus on the traditional trauma guidelines and then address the burn injury.  Refer to Guidelines for Burn Care Under Austere Conditions.
Operations
Triage
The initial triage of a burn patient happens on scene by EMS.  EMS agencies should have a triage plan in place. Refer to the EMS Triage and Destination Plan.
When the burn patient is brought to a healthcare facility – the facility will contact the burn center to discuss treatment needs and identify the appropriate care facility.
Treatment
The Minnesota Burn Surge site has two resources that discuss the recommendations for treatment.  Healthcare facilities should familiarize themselves with these resources.
Transportation
The Minnesota Burn Surge Plan – Appendix B identifies the breakdown of resources available statewide for burn transport.  The hospital will determine and coordinate the appropriate transportation to a higher level of care.  This determination will include a conversation with the Burn Center to identify the appropriate transport resource.
Patient Tracking
See B.5 Regional Patient Tracking Plan.
Rehabilitation and Outpatient Follow Up
Burn rehabilitation and follow-up are extensive and are typically offered by the Burn Centers.  Several regional hospitals offer Wound Care nursing services that may be able to support the rehabilitation of a burn patient.
Burn Surge Resources and References
MDH - Minnesota Burn Surge State Plan and References
Training and Exercise Recommendations
It is important that first responders, EMS personnel, and first-receiving hospitals have appropriate education and training to increase their knowledge, skills and abilities for the initial treatment and supportive care for burn-injured patients. The WCMHPC will make all attempts to assist in coordinating training opportunities. Each hospital within the WC coalition was provided with one Advanced Burn Life Support (ABLS) Handbook. All efforts to facilitate or notify facilities of training opportunities will be provided by the RHPCs.
· All providers are provided links to the Educational Curriculum for Medical Providers Responding to a Mass Casualty Burn Surge Incident:
· Burn Surge Videos
· Determining Burn Depth
· Determining Total Body Surface Area
· Burn Triage
[bookmark: _Pediatric_Surge_Annex_1][bookmark: _Toc171085647]Pediatric Surge Annex
Introduction
Purpose
This annex applies to a mass casualty event with many pediatric patients. It is designed to support the WCMHPC Response Plan and B.8 Medical Surge Coordination Plan by addressing the specific needs of children and the medical care of a pediatric patient.  This annex does not replace any existing facility policies or plans; however, it is designed to support the facility-level plans by providing pediatric-specific resources and information.  
Scope
The Regional Pediatric Surge Plan is designed to provide the communication processes and the procedure for inter-regional and interstate transfer as related to pediatric patients. This pediatric surge annex provides a regional framework to support and supplement the MN Statewide Pediatric Surge plan. The Plan is designed to:  
1. Support safe pediatric transfer decision-making 
2. Discuss and identify standardized care guidelines available for facilities 
3. Provide tools to ensure regional communication processes are in place 
4. Support the tracking of pediatric patients throughout the incident 
5. Identify the pediatric tertiary care centers/specialty care centers 
6. Assist with the decompression from pediatric tertiary care centers/specialty care centers in order to make additional critical care beds available for acutely ill/injured pediatric patients.  

Overview/Risks
The total population in the WC region is approximately 197,164, of which 6.5% are under the age of 5 and 22% are under the age of 18 (See Section A: Readiness).  In 2021, there were 61 crashes resulting in one fatality and 26 injuries in which a school bus was indirectly involved. (www.dps.mn.gov). In rural WC Minnesota, many students rely on bus transportation to get to and from school in addition to school events. The WC Minnesota region has eight (8) hospitals within the region.  An event that impacts the region’s pediatric population would have a major impact on the ability of healthcare services to provide care.  With just over 55,000 pediatrics in the region and the limited amount of healthcare resources, the region’s facilities will be very reliant upon the neighboring healthcare facilities as well as the pediatric specialty facilities in the state.  These resources are between 1.5 and 4 hours away from hospitals within the WC region. 
The table below identifies the number of pediatric-specific resources available at each facility:
[bookmark: _Toc171085711]Table 11. Pediatric Resources at Regional Facilities
	Name of Facility
	# Pediatric Beds
	# PICU Beds
	# NICU Beds
	Pediatricians on staff

	Alomere Health
	6
	0
	0
	Yes

	Lake Region Health
	4
	0
	0
	Yes

	CHI St Francis, Glacial Ridge Health, Prairie Ridge Health, Sanford Wheaton, and Stevens Community Medical do not have Pediatric beds or Pediatricians on staff.



The WC region has ten pediatric beds.  This indicates the reliance upon neighboring facilities as well as specialized pediatric facilities to support an event within the region. The region will use the North Dakota Pediatric facilities and SCH as needed. There are no Pediatric Trauma Centers located within our coalition.  The WC regional assets do not include Pediatric specialized EMS.
The below shows available resources in regions surrounding the WC region:
	Name of Facility
	Region
	# Pediatric Beds
	# PICU Beds
	# NICU Beds

	Sanford Fargo
(701) 417-2000
	North Dakota
	24
	12
	40

	Essentia Health – Fargo
701-364-8000
	North Dakota
	3
	0
	10

	SCH
(320) 251-2700
	Central
	20
	5
	30


[bookmark: _Toc171085712]Table 12. Pediatric Resources at Hospitals in Surrounding Regions

The following table identifies specialized pediatric centers within the State of Minnesota:
	Trauma Designation
	Hospital
	HCC Contact

	Level I
	Children’s of Minnesota, Minneapolis
	Metro Health & Medical Preparedness Coalition
612-873-9911

	Level I
	Hennepin County Medical Children’s Hospital
	

	Level I
	Regions Hospital/Gillette Children’s Specialty Healthcare
	

	Level I
	Mayo Clinic Hospital Eugenio Litta Children’s Hospital
	Southeast Minnesota Disaster Health Coalition
855-606-5458
507-255-2808

	Level I
	Essentia Health St. Mary’s Medical Center
	Northeast Healthcare Preparedness Coalition
Jo Thompson 218-269-7781
Adam Shadiow 218-428-3610

	Level II
	North Memorial Health Hospital
	Metro Health & Medical Preparedness Coalition
612-873-9911


[bookmark: _Toc171085713]Table 13. MN Specialized Pediatric Centers

The table below indicates the estimated disabilities amongst the pediatric population in WC Minnesota. 
	
	All Disabilities
	Hearing difficulty < 17 years
	Vision Difficulty < 17 years
	Cognitive Difficulty < 18 years
	Ambulatory Difficulty <18 years
	Self-Care difficulty <18 years

	Clay
	                 429 
	9 
	75   
	                    434
	32
	                 105 

	Douglas
	                 284 
	66
	57
	193
	9
	31

	Grant
	83 
	19 
	24
	45
	5
	4

	Otter Tail
	                  534   
	54
	43
	466
	61
	117

	Pope
	                    137 
	17
	25
	103
	26
	30

	Stevens
	                    38 
	6
	4
	34
	2
	2

	Traverse
	                    40 
	15
	4
	26
	3
	6

	Wilkin
	76   
	19
	13
	36
	9
	9

	Totals
	               1621 
	205
	245
	               1337 
	147
	304


[bookmark: _Toc171085714]Table 14. Estimated Disabilities Among WC Pediatric Populations
Data collected from:  http://w20.education.state.mn.us/MDEAnalytics/Data.jsp
Information obtained 08/30/2019

See the A.3.3 Health Equity and Access and Functional Needs for AFN considerations. 
See the Pediatric Resources section for a list of resources available for planning and response considerations.
Concept of Operations
Activation
When an incident occurs, resulting in pediatric victims, the initial response should follow local surge plans. Local hospitals and EMS agencies should assess: 
· Scope and magnitude of the incident, 
· Estimate the influx of patients and the real or potential impact on the local healthcare system, 
· Any special response needs (e.g., infectious disease, hazardous materials, etc.), and 
· Internal response plan activation(s).
· Facility normal referral patterns and availability of these resources

The local hospitals will notify the pediatric trauma center and advise them of the situation.  If the designated pediatric trauma center activates their internal surge plan, they are responsible for requesting activation of the Minnesota Pediatric Surge Plan by contacting their HCC as delineated in their regional activation and notification plan(s). The pediatric trauma center will assume the role of the State Coordinating Pediatric Trauma Center (SCPC).  
Activation of the statewide Minnesota Pediatric Surge Plan is done as outlined in the Concept of Operations of that plan. 
Roles and Responsibilities
Initial Receiving Hospital/Healthcare Facility
It is expected that all hospitals providing emergency care will maintain a standardized basic level of preparedness and ability to deal with traumatic injury. Per the Minnesota Pediatric Surge Plan, the SCPC may provide telephone/telemedicine expertise to assist in stabilizing hospitals caring for victims. 
Designated Pediatric Trauma Center
· Assess the situation and, if deemed necessary, activate their facility’s surge plan.
· Provide guidance to the initial facility regarding the stabilization of patients.
· Notify the HCC of the need to activate the state Pediatric Surge plan.

Logistics
Supplies
The Coalition does not provide a cache of pediatric supplies in the event of a pediatric incident.  The Coalition would contact MDH – CEPR for additional resources.  
See the B.4 Resource Request Plan.
Special Considerations
Reference materials are available in the Pediatric Surge Toolkit. Within the Toolkit, the Pediatric Surge Videos cover special consideration topics, as does the Pediatric Primer.
Behavioral Health
The HMAC will support any requests for assistance with behavioral health needs by working with local HHS and may reach out to the Minnesota Behavioral Health Response team within MN Responds.
Behavioral Health Homepage: https://www.health.state.mn.us/communities/ep/behavioral/index.html  
Pediatric Surge Toolkit Handouts: PFA, Disaster Mental Health for Children, Guide for Parents & Caregivers
Decontamination
Special considerations need to be considered when decontaminating a pediatric patient.  Facilities are encouraged to access the Pediatric toolkit to obtain guidance on planning for the decontamination of a pediatric patient.
Evacuation
Any pediatric special equipment will be requested amongst members and then to the local emergency manager to assist in locating the supplies.  i.e., car seats.
Pediatric Infection Control
Children are more likely to become dehydrated from vomiting or diarrhea because they have less body fluid reserve than adults, and this increases their risk for rapid dehydration. Children also have smaller circulating blood volumes than adults, so without rapid intervention, relatively small amounts of blood loss can become dangerous more quickly.  Isolation precautions with a pediatric patient are unique as they are often accompanied by a parent.  Healthcare facilities are encouraged to utilize the resources contained within the Pediatric toolkit to plan for infection control for pediatric patients.
See B.13.7 Infection Control Plan.
Security
Each hospital should outline its security procedures and differences for pediatric patients.  They can use the following sources to help plan for security:
· Pediatric Primer pg. 12
· Pediatric Surge Toolkit Reference: Pediatric Safe Area Checklist, Registry, Unaccompanied Minor Registration.
Operations – Medical Care
Triage and Treatment
Per the Minnesota Pediatric Surge Plan, EMS will triage patients in the field according to their standard of care. It is the responsibility of all hospitals to perform secondary triage to determine the best setting for a patient to receive definitive care. The SCPC will maintain the lead on definitive care guidance for patient placement.
MDH-CEPR provides a Quick Reference for Assessment, Stabilization and Transfer of Pediatric Patients online. Additionally, Patient Care Strategies for Scarce Resource Situations is another online resource for providers and includes Pediatric Resource and Pediatric Triage cards.
Transportation
The region is limited in pediatric/neonatal specialty transport assets. This region has access to medical transport options, which include helicopter and fixed-wing resources (Sanford Air Med, Life Link III, and North Ambulance), ground ambulance services, and a few private businesses (MediVan, Peoples Express, Rainbow Rider) for transporting patients.  Sanford Fargo EMS has a transport bus located in Fargo, ND, that could be requested directly through Sanford Fargo EMS.  Family members may be asked to transport if able.  Several long-term care facilities have vans with some wheelchair tie-downs that could be used for transport.  Local school buses and handicap-accessible buses may be requested through local EM. The HMAC, along with local EM, will assist with procuring the necessary transportation assets if requested.
Minnesota Pediatric Surge Plan Maintenance
The Minnesota Pediatric Surge Plan is maintained by MDH-CEPR and is reviewed at a minimum annually or after an exercise or activation, as warranted. 
[bookmark: _Pediatric_Resources]Pediatric Resources
Bridge to Benefits (http://mn.bridgetobenefits.org/Disability_Services2)
Children’s Minnesota (https://www.childrensmn.org/) 
PACER Center (https://www.pacer.org/) 
Vision Loss Resources (http://visionlossresources.org/) 
Autism Society (https://www.ausm.org/)
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Introduction
In an increasingly internationalized world, the ability for infectious diseases to be transmitted globally has increased. International travel increased the ability of citizens of Minnesota, and more specifically WC Minnesota, to be easily exposed to infectious diseases such as Coronaviruses, Ebola, and other unknown emerging infectious diseases, as well as outbreaks of established diseases such as measles. 
An “infectious disease response” is a response to any new, emerging, or severe infectious disease situation that goes above and beyond routine infectious disease investigation, coordination, and response and likely requires a significant multi-agency response.
Purpose
The WCMHPC Infectious Disease Surge Plan Annex will define the roles and responsibilities of regional coalition members and partners in an infectious disease response.  This will include coordination of healthcare, LPH agencies, and other regional and State partners. The annex will serve as a template and guide toward response and will be considered a flexible document as infectious diseases evolve and change over time.
The purpose of this annex is to provide a concept of operations for a coordinated regional response related to an infectious disease outbreak. The purpose of the plan is to:
· Describe the decision-making structure to be used to determine healthcare response actions and priorities and how they will integrate with LPH.
· Describe procedures to consider for patient placement, movement, and care. The plan is considered a guide; however, it will not provide specific patient care treatment guidance/guidelines.
· Outline the coalitions’ role and procedures for sharing and/or prioritizing scarce resources, as well as how those activities will relate to cross-regional and statewide efforts.
· Discuss the roles and responsibilities of healthcare, public health, local response agencies, EM, community, non-governmental, and local, state, federal, and tribal partners in an infectious disease response in the region.
· Review the coalition's process for communications and coordination among public health, healthcare partners, and other local partners during a response.
· Describe procedures for the coordination of local healthcare planning and response efforts.

Scope
The Infectious Disease Surge Annex is part of the WCMHPC Response Plan and is applicable for any incident in which an individual or community is impacted by a suspected or confirmed infectious disease that is beyond the scope of a local response. This annex outlines the concept of coordination and operations for incidents wherein the complexity or duration requires regional coordination of information, resources, and/or response activities.
This annex will promote the concepts outlined by the NIMS and will commit to the establishment of a common set of goals, strategies as well as terminology utilized in other regional plans.  This annex may be used as a supplement to local plans and will promote the coordination of a response with the local, regional, and State agencies involved in the response.
Overview of HCC and Situation
Description of Disease
Diseases are illnesses caused by the presence and actions of one or more pathogenic agents, including viruses, bacteria, fungi, protozoa, multicellular parasites, and abnormal proteins called prions. A disease may be classified as “emerging” or “re-emerging.”  
According to the National Institute of Allergy and Infectious Diseases, emerging infectious diseases are commonly defined as:
· Outbreaks of previously unknown diseases 
· Known diseases that are rapidly increasing in incidence or geographic range in the last two decades
· Persistence of infectious diseases that cannot be controlled.

Emerging diseases include HIV infections, SARS, Lyme disease, Escherichia coli O157:H7 (E. coli), hantavirus, dengue fever, West Nile virus, and the Zika virus.
Reemerging diseases are diseases that reappear after they have been on a significant decline. Reemergence may happen because of a breakdown in public health measures for diseases that were once under control. They can also happen when new strains of known disease-causing organisms appear. Human behavior affects reemergence. For example, overuse of antibiotics has led to disease-causing organisms that are resistant to medicines. It has allowed the return of diseases that once were treatable and controllable. Reemerging diseases include malaria, tuberculosis, cholera, pertussis, influenza, pneumococcal disease, and gonorrhea.
The transmission of diseases can occur through a variety of modes, including: 
· Inhalation of airborne particles
· Inhalation of droplet particles
· Contact with infectious surfaces

The National Institute of Allergy and Infectious Diseases identifies three categories of pathogens:
Category A pathogens are those organisms/biological agents that pose the highest risk to national security and public health because they:
· Can be easily disseminated or transmitted from person to person.
· Result in high mortality rates and has the potential for major public health impact.
· Might cause public panic and social disruption.
· Require special action for public health preparedness.
· Examples:  Anthrax, botulism, plague, and Ebola

Category B pathogens are the second highest priority organisms/biological agents. They are moderately easy to disseminate and:
· Result in moderate morbidity rates and low mortality rates.
· Require specific enhancements for diagnostic capacity and enhanced disease surveillance.
· Examples: Ricin, Staphylococcus, Food and waterborne pathogens, and mosquito borne viruses

Category C pathogens are the third highest priority and include emerging pathogens that could be engineered for mass dissemination in the future because of
· Availability
· Ease of production and dissemination
· Potential for high morbidity and mortality rates and major health impact
· Examples: Hantaviruses, tickborne viruses, tuberculosis, influenza, human coronaviruses. 

See Infectious Disease Surge Resources and References for links to the National Institute of Allergy and Infectious Disease.
Coalition Infectious Disease Surge Resources
	Facility Type
	Hospital
	Address
	Phone Number

	Highly Infectious Disease Treatment Facility
	Mayo Clinic
	200 First St. SW
Rochester, MN 55905

	(507)229-3401

	Highly Infectious Disease Treatment Facility
	M Health Fairview University of Minnesota Medical Center – West Bank
	2450 Riverside Ave., Minneapolis, MN 55454
	(612) 273-3000

	Infectious Disease Assessment Facility
	Allina Unity Hospital
	550 Osborne Rd NE, Fridley, MN 55432 
	(763) 236-5000

	Pediatric Infectious Disease Specialists
	Children’s Hospital 
	345 Smith Ave N, Saint Paul, MN 55102 
	(651) 220-6000


[bookmark: _Toc171085715]Table 15. MN Infectious Disease Facilities/Specialists

[bookmark: _Toc171085716]Table 16. Out of State Support Facilities with Infectious Disease Specialties
	Facility Type
	State
	Hospital
	Address
	Phone Number

	Regional Biocontainment Center
	Nebraska
	Nebraska Medicine
	4350 Dewey Ave. Omaha, NE
	(800) 922-0000

	
	North Dakota
	Sanford Health
	736 Broadway N.
Fargo, North Dakota 58102
	

	
	South Dakota
	Sanford Infectious Disease Clinic
	1205 S. Grange Ave.
Suite 401
Sioux Falls, South Dakota 57105
	



[bookmark: _Toc171085717]Table 17. Coalition Frontline hospitals
	Trauma Designation
	Hospital 
	Address
	County
	Phone
	Website

	Level III 
	Alomere Health
	111 17th Ave E, Alexandria, MN 56308
	Douglas
	(320) 762-1511
	https://alomerehealth.com/

	Level III
	Lake Region
	2311 W Lincoln Ave, Fergus Falls, MN 56537
	Otter Tail
	(218) 739-6800
	https://www.lrhc.org/

	Level IV
	Prairie Ridge Health
	1411 Highway 79 E, Elbow Lake, MN 56531
	Grant
	(218) 685-7300
	https://www.prairiehealth.org/

	Level IV
	Perham Health
	1000 Coney Street West
Perham, MN 56573
	Otter Tail
	(218) 347-4500
	https://www.perhamhealth.org/

	Level IV
	Glacial Ridge
	10 4th Ave SE, Glenwood, MN 56334
	Pope
	(320) 634-4521
	https://glacialridge.org

	Level IV
	Stevens Community Medical Center
	400 E 1st St, Morris, MN 56267 
	Stevens
	(320) 589-1313
	https://www.scmcinc.org/

	Level IV
	Sanford Wheaton Health
	401 12th Street North
Wheaton, MN 56296
	Traverse
	(320) 563-8226
	https://www.sanfordhealth.org/locations/sanford-wheaton-medical-center


	Level IV
	St. Francis Medical Center
	2400 St. Francis Drive
Breckenridge, MN 56520
	Wilkin
	(218) 643-3000
	https://www.sfcare.org/



Planning Assumptions
Planning assumptions for this annex include:
· This annex is meant to provide an overview of the regional response to an infectious disease outbreak and the coordination with other relevant regional plans and health partners. 
· Infectious disease outbreaks may be anticipated and provide the ability to plan,  or there may be no notice and require an immediate response.
· Patients with an infectious disease could present to healthcare organizations in the region through two modes:
· A patient presents with symptoms with or without a history of exposure and no advance notification to the healthcare facility.
· A patient being monitored or treated for a disease/exposure is directed to a healthcare facility for evaluation or treatment in the region.
· Not all healthcare facilities in the coalition may be able to care for all infectious disease patients.
· All healthcare facilities must be able to maintain a base level of preparedness to safely screen (in-person or remotely), stabilize, isolate if necessary, and arrange for the transport of a possible infectious disease patient.
· Resources such as personnel, equipment, and PPE may be in short supply throughout the region, state, country, or the globe, depending on the severity and nature of the infectious disease.
· The objectives of public health and hospitals may differ in an infectious disease response:
· Public health is primarily concerned with community disease control.
· Healthcare facilities are focused on the clinical care of patients.
· This annex does not apply to routine disease responses such as tuberculosis, measles, STD, and foodborne illness cases or outbreaks unless the response requires coordination above and beyond normal operational procedures.
· LPH agencies maintain plans for pandemic/avian influenza as well as isolation and quarantine. This annex is meant to complement other local planning efforts.
· Responses to large-scale infectious disease response may require coordination with other regional, state, and federal partners.
· Local Board of Health and MDH have the authority to change or implement procedures to protect the public’s health, including isolation and quarantine.
· Healthcare organizations and systems throughout the region will commit their own resources to address internal challenges prior to releasing resources to other healthcare organizations.
· Pediatric, obstetric, and other specialty care patients, including those who are critically ill, may present to ANY healthcare facility during an infectious disease response.
· Healthcare organizations will rely on existing contracts with medical suppliers and pharmaceutical vendors to the maximum extent possible.
· Hospitals and healthcare systems are expected to have their own plans for an infectious disease response.  This annex is not designed to replace the facility-level planning effort. 
· An infectious disease outbreak can cause a surge of patients – this annex will work along with B.8 Medical Surge Coordination as well as B.9 Crisis Standards of Care.

Concept of Operations
Activation
This annex may be activated during any infectious disease scenario that requires coordination between healthcare organizations and coalition partners when the existing resources and plans are limited and inhibit the ability to adequately respond to the infectious disease. 
Potential triggers to activate the Infectious Disease Annex include:
· Regional coordination is required to assist with monitoring, laboratory testing, patient care, patient movement, etc.
· Multiple counties are affected by an infectious disease, requiring a coordinated response.
· Regional coordination is required for risk communication, public information, and/or media response.
· Public health response to a new/novel communicable disease.
· Multi-agency response to an infectious disease health threat. 
· Notification by an LPH agency/CHB for the need for regional coordination of coalition members.
· Response to a more routine public health event (e.g., a small outbreak) that will benefit from the use of ICS to organize the response and provide an opportunity to exercise implementation of ICS.

When the RHPC or a local health authority identifies that the infectious disease outbreak meets the triggers identified above and additional resources may be needed, this annex will be activated at the discretion of the RHPC or their designee. Regional or local partners, a local Emergency Manager, LPH, or a representative of another health or medical organization may request activation. Coalition staff should consider the likelihood that state resources will be employed, the need or potential need for specialized technical assistance, and the status or activation forecast of the State EOC when determining whether or when to activate the HMAC and the plan.
HMAC activation is likely, and activation protocol may be initiated.
RHPC will coordinate with HMAC representatives to relay responsibilities, provide collected background data from assessments, and aid with priority tasks. The RHPC may encourage healthcare facilities to activate their facility pandemic plan and assist with the reporting and monitoring of reportable illnesses. 
Activation of the HMAC and implementation of the Infectious Disease Surge Plan will be coordinated with both state and local partners. Members should consider that infectious disease events might create unforeseen recovery challenges for both state and local agencies, some of which may not be clearly recognized during the response. As a minimum, consideration should be given to:
· Disease and illness forecasts or verifiable trends
· Expected timing of and challenges associated with deactivation or demobilization of state-owned or controlled resources or teams; and
· Possible recovery needs that may require facilitation, coordination or technical assistance that was provided by the coalition during the response phase.

See B.2.2 Role of the Coalition in Events for further information regarding HMAC activation during a response.
The Coalition uses a four-level system to describe different levels of emergency response activation. This system will be used in an infectious disease emergency. The table below depicts the activation and readiness levels as they apply in an infectious disease emergency.
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	Level
	Definition
	Description/Activities

	IV
	Routine Operations: No confirmed human cases having infectious disease potential identified in Minnesota

	Infectious diseases or pandemic events pose a minimal immediate risk to the region. 
The region continues to conduct normal business and monitor threats. 
LPH Departments track infectious diseases and influenza-like illnesses that are present among those seeking treatment. 
This is the default level of readiness and activation for the coalition with an emphasis on prevention and preparedness activities.
The RHPC will monitor the situation and communicate with MDH to ensure integration with the state Infectious Disease CONOPS.
The RHPC will coordinate with other state and regional entities, local jurisdictions, and private sector/not-for-profit partners to identify resources, undocumented capabilities, and previously unrecognized limitations.

	III
	Enhanced Operations: Sporadic confirmed, isolated, travel-related human cases of infectious disease or suspected infectious disease detected in Minnesota
	Infectious diseases or pandemic events pose an increased risk to the region. 
Conducting coordination meetings or conference calls with local partners. Increased health monitoring and education activities.
RHPC will review their assigned responsibilities and tasks in this annex and communicate with state, regional, and local partners as necessary.

	II
	Increased Readiness Operations: Single confirmed, non-travel related human case of infectious disease or suspected infectious disease detected in Minnesota
	Infectious diseases or pandemic events pose a significant risk to the region. The coalition partners have most, if not all, of the resources required to immediately respond to the event, although increased coordination among regional partners and outside agencies may occur. Local operations and activities may be impacted or canceled due to absenteeism or to prevent the spread of disease. 
Implementation of social distancing guidelines and modification of operations that may include shift work or teleworking.
RHPC will begin identifying initial priority tasks. During a period of Increased Readiness, the RHPC may designate a frequency for such assessment.

	I
	Escalated Operations: Multiple confirmed non-travel-related human cases of infectious disease or suspected infectious disease within a defined geographic area in Minnesota

Emergency Response Operations: Multiple confirmed non-travel-related human cases of infectious disease or suspected infectious disease detected in Minnesota:

	Infectious diseases or pandemic events pose a major risk to the region. The coalition partners may not have all of the resources required to respond to the event, and significant coordination among coalition partners and outside agencies is required. Local operations will be impacted or canceled due to absenteeism or to prevent the spread of disease. 
Cancellation of face-to-face meetings and other activities.
Distribution of PPE from the coalition cache or other acquired sources.
RHPC will begin preparing to activate the HMAC.
RHPC will continue to assess priority tasks (those that may be already underway or will be within the first operational period of the HMAC) and will begin to assess any unique and immediate regional issues (such as many public gatherings, temporary unavailability of substantial resources, etc.) that may impact the completion of priority tasks.
RHPC will establish and maintain contact with key partners and resources and may provide liaisons or SMEs to support regional efforts.


Operational Mission Areas
Surveillance
Given an infectious disease incident, epidemiologists will conduct investigations on cases and identify contacts. Multiple disease surveillance systems will be used to detect potential cases, and specialized epidemiological studies may be initiated to increase understanding. Persons with a certain travel history, exposures, and/or symptoms may need to be monitored. Risk, impact, and needs assessments also may be conducted. Depending on the incident, various pharmaceutical or non-pharmaceutical disease control interventions may be recommended—including mass vaccinations, isolation, quarantine, social distancing, or vector control operations.
Surveillance of communicable diseases is completed at the local level with the assistance of the Minnesota Electronic Disease Surveillance System (MEDSS). MEDSS enables LPH, hospitals, laboratories, and Infelicitous Disease Epidemiology Prevention and Control (IDEPC) to collaborate electronically as they perform disease reporting and surveillance activities across the state. MEDSS is widely used by hospitals, laboratories, and public health agencies statewide. In special circumstances of a widespread issue, assistance with contact tracing may be made available from the Minnesota Department of Public Health. 
Safety and Infectious Control and Prevention
See B.13.7 Infection Control Plan.
The Coalition has supported long term care facilities that needed assistance with Respiratory Protection Plan development and implementation.  The coalition has trained facility staff to conduct fit testing utilizing the Qualitative fit testing kits.  Facilities were provided fit testing kits, respiratory plan templates, and forms.  The coalition will continue to provide guidance and, as funding allows, may be able to distribute additional fit testing kits. Facilities are required to obtain their own PPE and maintain the kits for facility use as necessary.  In addition to fit testing kit distribution, the coalition has provided SNFs with one Powered Air Purifying Respirator (PAPR).  These facilities are required to maintain the PAPR in working order.  A small cache of PAPRs will be maintained by the coalition for additional needs.
The coalition provides the opportunity for healthcare and EMS to receive annual first receiver training.  
Non-Pharmaceutical Interventions
Non-pharmaceutical interventions (NPIs) will be the principal means of disease control until adequate supplies of vaccines and/or antiviral medications are available. NPIs are extremely important for infection control and are known to decrease the transmission of communicable diseases.  The NPIs recommended for all community members when dealing with a pandemic or disease outbreak include:  
Staying home when sick
Covering coughs and sneezes
Frequent and appropriate hand washing
Routine cleaning of frequently touched surfaces
A Governor’s Proclamation may create limitations for mass gatherings or closures. 
The coalition shares guidance developed by the CDC and MDH on an ongoing basis throughout the outbreak. These may include PPE actions, isolation and quarantine directions, and visitor restrictions.
See the Infectious Disease Surge Resources and References for CDC NPI links.
During the COVID-19 pandemic, the Society of Critical Care Medicine (SCCM) recommended the utilization of a tiered staffing model for hospitals to expand the existing capacity of patient care areas, specifically ICUs. The strategy utilizes lessons learned in EM responses and fire safety about the span of control.  Tiered staffing allows one experienced critical care physician to supervise four ICU teams.
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[bookmark: _Toc171085737]Figure 13. Tiered Staffing Strategy for Pandemic

Support Services
Support services may include any healthcare or non-healthcare staff or material resources required to support the care of infectious disease patients. This may include dialysis providers, blood banks/blood product providers, laboratory services, infection prevention/control, waste and material management, food and dietary services, and environmental services. Support service providers will work with local healthcare to prepare and respond by assisting healthcare organizations in the care of infectious disease patients. All healthcare partners are strongly encouraged to make arrangements with their suppliers and support services in advance of an emergency.

Laboratory
The Minnesota Infectious Disease Laboratory is Minnesota’s environmental and public health laboratory, serving all 87 counties by testing and tracking infectious diseases and illnesses. Clinical laboratories serving Minnesota are required by state statute to submit specific microbial isolates, allowing MDH laboratory to provide surveillance, reference, and diagnostic testing services that are generally not otherwise available in the state. In addition, the Infectious Disease Laboratory is prepared to respond to emergencies and outbreaks that threaten the public's health. Not all patients and diseases qualify to be tested at the Minnesota Infectious Disease Laboratory. 
Testing may also be completed at the hospital laboratories and reference laboratories.
LPH may also support testing efforts within the counties.  MDH can provide testing teams for regions; however, the support received may be limited.  Healthcare facilities, including hospitals and clinics, will be expected to provide testing support to fill in the gaps when able. 
See the Infectious Disease Surge Resources and References for the appropriate MDH links. 
Waste Management and Decontamination
Healthcare organizations will work through their normal vendors and channels to ensure all waste produced in the screening and care of infectious disease patients will be handled and disposed of appropriately.
See B.8.11 Handling of Solid Waste Contaminated with Infectious Waste.
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	Infectious Disease Category
	Pathogen
	Requires Category A Waste Management?
	Generalized Lab Risk from Raw Specimen?
	Transmission Risk to Frontline HC Workers
	Need for a robust institutional response?

	Category 1
	Ebola, Marburg, Lassa, Crimean-Congo, Smallpox 
Note: low prevalence only – if high prevalence then these
pathogens might be Category 2
	Yes
	Yes
	Yes
	Yes

	Category 2
	MERS-CoV, SARS-CoV, Avian Influenza, Measles
	No
	Yes
	Yes
	Yes

	Category 3
	Pneumonic Plague, Cutaneous Anthrax, Antibiotic Resistant
Infections
	No
	No
	Yes
	Yes

	Category 4
	Botulism, Tularemia, Glanders, Melioidosis
	No
	No
	No
	Yes


Adapted from, Tosh Pritish, MD (Mayo Clinic). A Preparedness/Response Model & Computer Simulation Modeling for High Consequence Infectious Disease. National Healthcare Coalition Preparedness Conference. December 2016.
Patient Care and Management
See B.5 Regional Patient Tracking Plan.
The coalition will work with the Coalition Medical advisor to share information about clinical and operational protocols based upon guidance from the World Health Organization (WHO) and the CDC.  The coalition will also work closely with MDH and will share any guidance provided by the Infectious Disease Epidemiology, Prevention and Control (IDEPC) division.  
To ensure awareness of infectious disease outbreaks globally the coalition will provide an annual epidemiology update by inviting the Regional Epidemiologist to present to the group. 
The coalition will maintain an up-to-date Annex 1 WC Regional Healthcare Assets and Essential Services. This tool identifies the resources and specialties available within the region.  
See Infectious Disease Surge Resources and References to links for the tools. 
During a response to an infectious disease event, hospitals will need to take measures to ensure that their facility does not become a spreader of disease.  Hospitals may choose to limit visitors within the hospital. Some possible restrictions include:
Visitations with patients are limited to one support person.
Patients on end-of-life support are limited to two support persons. 
Visitors are to be age 16 or older.
Visitors are to be free of any signs of illness and/or exposure to infectious diseases.
Adhere to strict physical distancing guidelines and hygiene protocols.
Visitors may need to wear PPE.
Stay in their respective patient’s room, as appropriate, unless using the laboratory or utilizing food services.
Closure of common areas (e.g., waiting rooms, cafeteria)

Medical Countermeasures
During the COVID-19 response, the coalition developed a hub and spoke plan for the redistribution of vaccines between hospitals, clinics, LPH, and pharmacies.  This annex can be adapted for use in other responses requiring redistribution of products/resources.  The coalition also partnered with local EM to assist in the redistribution of PPE and other supporting resources.   
Public Health has the primary responsibility in Point of Dispensing (POD) and MCM planning.  These agencies may act independently or in conjunction with each other, intra-jurisdictional service area counties, and inter-service area wide counties situation dependent. Within these counties, primary and secondary receiving/distribution sites are pre-designated. The coalition will support as needed and requested.
One of the regional hospitals maintains the CHEMPACK for the region.  The coalition works with MDH and the facility to ensure that the CHEMPACK and its’ contents are maintained per the federal guidelines.  
See the Infectious Disease Surge Resources and References for links to more information about the CHEMPACK and MCM.
Community-Based Testing
Community-based testing relies on a partnership between LPH and healthcare.  During times where there is a patient surge and hospitals are unable to provide routine testing, the reliance will be on public health to support the needs of the community.  Healthcare facilities may need to limit or reduce elective services to ensure the capacity to maintain community testing.
Lessons learned during the COVID-19 response showed the WC region that we need to be creative when looking for community-based testing options.  The State of MN typically did not have the resources to assist beyond the large metropolitan borders.  As assets became available, limited testing support was created in Moorhead, MN. Targeting the larger communities (Moorhead) and communities with larger educational institutions, such as the University of Minnesota in Morris, MN, as sites for larger community-based testing sites will provide more output.  
Recognizing that there may be a need to support facilities in obtaining specimens for COVID-19 testing, the HCC, along with its partner agencies, LPH, and regional EMS, have developed a plan to assist in this response.
Goal:
Through collaboration, the goal of this annex is to support facilities by providing tools and resources to ensure that specimens can be obtained for testing in a timely manner.  
Roles:
Facility Response:
Obtain specimen collection kits and ensure that all residents and staff are tested according to the State of Minnesota guidelines.
If the facility is unable to collect the specimens, they are to reach out to their system and vendors for support.
Contract with lab services.
Contract with healthcare agencies. 

Local Response:
Assess the availability of LPH to assist with testing at the facility level.
Consider activation of MN Responds.
Assess the availability of local EM to assist with testing at the facility level.
Assess the availability of local first responders to assist with testing at the facility level.

Regional Coalition Response: (If local response is not available)
Utilize the regional MOU to reach out to hospitals within the region to request staffing support for specimen collection.
Create a team of individuals from surrounding counties that could assist in the process including reaching out to neighboring LPH and local first responders for assistance.
Reach out to neighboring HCC leadership to assist in filling any regional gaps.
Provide just-in-time training to all personnel to ensure they understand their roles, thereby maximizing the efficiency of operations and reducing workplace safety risks. It is essential that workers receive training in the donning, doffing, usage, and disposal of the PPE they will wear prior to participating in operations.  
It is essential that individuals collecting the specimens be trained in the technique to ensure that the correct collection technique is utilized.  Provide just-in-time training to all personnel to ensure they have the tools and techniques to provide the service. 
NETEC training video for COVID-19 testing: https://www.youtube.com/watch?v=osl9W-O0O5g 

Compensation:
The requesting facility/entity will be required to reimburse any agency that provides on-site specimen collection support.  The sending facility/agency will invoice the requesting facility and reimbursement is requested within 30 days of receipt of the invoice.
Patient Transport
Most EMS have the capability of handling Category B and C infectious disease patients, and the situation should be handled on a case-by-case basis.
Sick individuals may self-present to a medical facility or require transportation. Should a patient present at a hospital with an infectious disease, the patient may need to be transported to a designated assessment hospital and possibly a specialized treatment facility (such as an approved Ebola Treatment Facility in the case of Ebola virus disease). Surge strategies may need to be implemented if the number or complexity of patients is great. If an individual is determined to be a case, contaminated material may need to be removed from locations visited by the person, and further environmental decontamination may be required. Pets/service animals also may need to be cared for and monitored for symptoms.
The State of Minnesota identified seven EMS services for Category A infectious diseases. 
See the Infectious Disease Surge Resources and References for the State of Minnesota Concept of Operations: Ebola Virus Disease Chapter of the Healthcare Surge Annex. 
Mass Fatality
Counties should follow their local guidelines with coalition support.
See B.12 Mass Fatality and Family Reunification Center Planning.
Special Considerations
Behavioral Health
During an infectious disease outbreak, a range of mental health and chemical abuse (behavioral health) and stress management problems may surface.  Social isolation, infection control measures, and mandated activities increase the feeling of loss of control.  The healthcare response during an infectious disease outbreak can include working long hours, dealing with issues that are beyond their normal day-to-day practice, and suffering from isolation from support networks.  During the COVID-19 response, it was recognized that there was a need to develop tools and resources to support the healthcare worker.  The WellnessMN.org website was created to ensure that healthcare and responders to COVID-19 had access to these tools.  All employers, all leaders, and all staff are encouraged to access this information.  
The State of MN developed a Regional Behavioral Health Coordinator position during the COVID-19 response.  Regional Behavioral Health Coordinators are disaster behavioral health SMEs who engage in outreach and educational activities within each of the public health regions across the state to facilitate the resiliency and recovery of survivors and responders from disasters, terrorism, and public health emergencies. 
Behavioral health services are limited during the best of times.  Access to inpatient behavioral health beds is difficult.  Lake Region Health has 17 inpatient behavioral beds, and these beds are always at 90% occupancy.  Hospitals are often forced to board behavioral health patients waiting for in-patient services.  
There are two 16-bed inpatient Community Behavioral Health Hospitals in the WC region.  One in Fergus Falls and the other in Alexandria.  Access to these facilities is through referral by social services.
At-Risk Populations During Infectious Disease Emergencies
See the Infectious Disease Surge Resources and References and A.3.3 Health Equity and Access and Functional Needs for more AFN resources. 
Situational Awareness
EEI is any critical information required by coalition members to ensure that they are able to respond to any event.  This allows members to make informed decisions.  The EEI is specific to a particular event or thing.  The EEI is written out in advance of an event so that when the event occurs, this information is obtained.   
To ensure situational readiness during a response to infectious disease – the following EEI, in addition to the EEI listed in B.3.2 Essential Elements of Information, should be considered for healthcare organizations and response partners:
Epidemiological, surveillance, or lab data (e.g., test results, case counts, deaths)
POD/mass vaccination sites data (e.g., throughput, open/set-up status, etc.)
AFN sheltering status
Communications
Communications during an infectious disease emergency will correspond with the B.3 Communications. 
During an infectious disease incident, the Coalition supports MDH efforts to disseminate public health, disease prevention, and behavioral health information to the partners. Data may be requested from local healthcare to support initiatives and response needs by the State.  The State of Minnesota may utilize the MNTrac platform or REDCap surveys to obtain information for healthcare.  It is essential that healthcare members respond appropriately to these data requests.  The coalition will support the state by providing guidance on reporting the data as requested.
Jurisdictional-Specific Considerations
The WC region follows the I-94 corridor and borders with North Dakota.  Moorhead, MN, is a micropolitan community located in Clay County.  This community is unique as they do not have a hospital within their boundaries.  The closest hospital is across the border in Fargo, North Dakota.  This requires close communications between the region, Clay County PH, and our healthcare partners and public health in North Dakota.  Moorhead has a large population of homelessness that will have a direct impact on an infectious disease response.  Oftentimes, the city of Moorhead has had to fend for itself, and during an infectious disease outbreak, they need the support of not just their own county but of the region as a whole.  Cross-border collaboration is essential.  
Training and Exercises
Exercise templates and training tools can be found at: https://www.health.state.mn.us/diseases/hcid/ 
Several infectious disease trainings can be found at:
TRAIN Learning Network
Centers for Disease Control and Prevention
National Emerging Special Pathogens Training and Education Center
World Health Organization 

Deactivation and Recovery
As in any response, demobilization and recovery planning should begin immediately.  When an infectious disease outbreak is involved, the process may be long-term and will require accurate record-keeping.  As the local healthcare facilities, LPH, and local EM monitor the coordination and the response, they will determine when the response concludes.  Consideration will need to include regional and state decision-making processes as well.
[bookmark: _Infectious_Disease_Surge]Infectious Disease Surge Resources and References
ASPR Tracie
AFN
CDC:
Nonpharmaceutical interventions:
MDH
All-Hazards Response and Recovery Plan STATE OF MINNESOTA CONCEPT OF OPERATIONS: EBOLA VIRUS DISEASE CHAPTER OF THE HEALTH CARE SURGE ANNEX
MDH Lab
Crisis Standards of Care Plan
High Consequence Infectious Disease Ambulance Transport
Patient Care Strategies for Scarce Resource Situations 
SNS Chempack Project
MCM
Regional Behavioral Health
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Purpose & Scope
The purpose of this section is to define the role of the Coalition and the RHPC regarding hazardous waste management. The WCMHPC and the RHPC will provide education, reference materials, and share information with the hospitals and other healthcare providers within the coalition. 
This document serves as a reference for handling Category ‘A’ infectious substances safely in both the hospital setting as well as for EMS. Hospitals and EMS are required to have a waste management plan that addresses the handling of highly infectious substances. It is the expectation that the hospitals and the EMS agencies share their waste management plans with each other. 
The WCMHPC does not have a stockpile of materials used in waste management. Hospitals, EMS, and other healthcare providers are required to maintain their own supply.
EMS agencies within the WC region have a varying degree of supplies available to them.  Many of the agencies are volunteer services, and due to limited funds, they do not have PPE training and supplies adequate to respond to a patient with a known highly infectious disease. As a result of these limitations, the WC region will require the use of outside agencies to transport such a patient.  The two “Ebola Ready” services that would respond within the region are Sanford EMS from North Dakota and Mayo EMS/CentraCare EMS from St. Cloud. Each of these services is expected to have its own protocol for handling Category A waste.
See B.13.7 Infection Control Plan.
What Constitutes Category ‘A’ Agents
The CDC defines Category ‘A’ agents as high-priority organisms that may pose a risk to national security because they can be easily transmitted from person to person, have the potential to result in high mortality rates and public health impact, and can cause public/social panic and/or disruption. Category ‘A’ agents include:
· Anthrax (Bacillus anthracis)
· Botulism (Clostridium botulinum toxin)
· Plague (Yersinia pestis)
· Smallpox (variola major)
· Tularemia (Francisella tularensis)
· Viral hemorrhagic fevers (filoviruses [e.g., Ebola, Manburg] and arenaviruses [e.g., Lassa, Machupo])
https://www.cdc.gov/phpr/publications/2008/appendix6.pdf 

Healthcare Facility Guidance
Category A infectious waste products contain highly infectious agents contained within blood or bodily fluids (urine, saliva, sweat, feces, vomit, breast milk, and semen) from an infected person. Contact via direct contact (through broken skin or mucous membranes such as eyes, nose, or mouth) with another person can spread the infection to others.  
Objects such as needles, syringes, PPE, or textiles that have been exposed to the highly infectious agent may transmit the disease to another person. Therefore, proper disinfection and waste disposal practices are vital when healthcare workers are caring for a patient with a suspected or confirmed highly infectious disease. 
NOTE: Handling suspected or confirmed highly infectious disease-associated waste should be done with strict guidelines for handling, transport, and disposal. However, if a treated patient is no longer considered a highly infectious disease risk patient, then any waste generated for the remainder of the patient's care should be treated as regulated medical waste as set forth by the healthcare facility’s guidelines for waste disposal.
Isolation and Management of Highly Infectious Disease-Contaminated Solid Medical Waste
Medical waste contaminated with highly infectious disease contaminants and any waste co-mingled with highly infectious disease-contaminated waste must be kept isolated from and disposed of separately from other regulated medical waste. 
· Waste generated during the treatment of a suspected or confirmed highly infectious disease patient should be collected in the patient's room or designated area and identified as highly infectious disease waste. 
· All contaminated waste should be disposed of in a leak-proof bag that is initially placed in a rigid container to provide support and decrease contamination to the exterior of the waste bag.  
· This bag should be considered full when the waste receptacle has reached 75% capacity. • Prior to closure, treat the bagged waste with a non-aerosol liquid solution of U.S. EPA-registered hospital disinfectant with a label claim for a non-enveloped virus (e.g., norovirus, rotavirus, adenovirus, poliovirus) that is recommended by the CDC for use as a disinfectant for the highly infectious disease virus. Use a small amount sufficient to coat the surface of the materials contained within the bag without creating free liquids in the bottom. Do not attempt to stir or mix the contents. 
· Tie off the top of the bag with a knot or equally effective means such as heat sealing, tape, or adhesive to ensure any liquid cannot leak from the packaging. 
· Disinfect the exterior of the bag using bleach wipes or other non-aerosol liquid solution of U.S. EPA-registered hospital disinfectant with a label claim for a non-enveloped virus (e.g., norovirus, rotavirus, adenovirus, poliovirus) that is recommended by the CDC for use as a disinfectant for the Highly infectious disease virus. 
· Place this bag in secondary packaging and tie off the top of the bag with a knot or equally effective means such as heat sealing, tape, or adhesive to ensure any liquid cannot leak from the packaging. 
· Disinfect the exterior of the secondary packaging using bleach wipes or other non-aerosol liquid solution U.S. EPA-registered hospital disinfectant with a label claim for a non-enveloped virus (e.g., norovirus, rotavirus, adenovirus, poliovirus) that is recommended by the CDC for use as a disinfectant for the Highly infectious disease virus.

Onsite Treatment of Highly Infectious Disease-Contamination Solid Medical Waste
Waste generated during the care of a suspected or confirmed highly infectious disease patient can be treated onsite through inactivation or incineration. 
Onsite inactivation: 
· Highly infectious disease-associated waste may be inactivated using appropriate autoclaves.   

Onsite incineration: 
· Highly infectious disease-associated waste may be inactivated using appropriate incineration. 

Link to CDC guidance on disinfection and sterilization in healthcare facilities: https://www.cdc.gov/infectioncontrol/guidelines/disinfection/index.html 
Highly infectious disease-associated waste that has been appropriately incinerated, autoclaved, or otherwise inactivated is no longer infectious, does not pose a health risk, and is not considered to be regulated medical waste or a hazardous material under Federal law. Products of incineration of highly infectious disease-associated waste can be transported and disposed of in accordance with state/local regulations and standard protocols for hospital waste disposal.
Offsite Transport of Highly Infectious Disease-Contaminated Solid Medical Waste
Highly infectious disease is regulated as a Category A infectious substance and is considered a hazardous material under the U.S. Department of Transportation's (DOT) Hazardous Materials Regulation (HMR; 49 C.F.R. Parts 171-180). Therefore, certain disposal protocols set forth by this regulation must be met prior to transporting highly infectious disease-associated waste to an offsite that has not been inactivated onsite. 
Prior to transport offsite, a Category A infectious substance must be tripled packed in a primary watertight receptacle, a watertight secondary packaging, and a rigid outer packaging.  
Individual plastic film packaging 
· Must weigh no more than 10kg (22lbs) when full 
· Must be 175 liters (46 gallons) or smaller
· Must be marked and certified by its manufacturer as having an impact resistance of 165 grams and a tearing resistance of 480 grams in both parallel and perpendicular planes with respect to the length of the bag when tested in accordance with ASTM D 1709 and ASTM D 1922 
· Must be compatible with the non-aerosol liquid solution EPA-registered hospital disinfectant with a label claim for a non-enveloped virus (e.g., norovirus, rotavirus, adenovirus, poliovirus) that is recommended by the CDC for use as a disinfectant for the Highly infectious disease virus.

Rigid outer packaging 
· Must be either a United Nations (UN) Standard or DOT-approved non-bulk packaging − Drums made of plastic or triple wall corrugated fiberboard (authorized under approval) − Boxes made of plastic or triple wall fiberboard. 
· Must be certified and tested to the PG II Level for medium danger 
· Must have a minimum of a 6-millimeter polyethylene plastic liner if the outer packaging is fiberboard 
· Must be marked and labeled in accordance with U.S. DOT HMR.   

After the outer packaging has been closed as specified by the manufacturer of the packaging, disinfect the exterior surface of the outer packaging with a non-aerosol liquid solution EPA-registered hospital disinfectant with a label claim for a non-enveloped virus (e.g., norovirus, rotavirus, adenovirus, poliovirus) that is recommended by the CDC for use as a disinfectant for the Highly infectious disease virus. 
NOTE: It is important that healthcare facilities coordinate with their current waste management vendor to discuss their protocol for disposal of waste contaminated with infectious viral hemorrhagic fever. Be sure to include questions such as: 
Whether the vendor has an arrangement with a waste disposal or processing facility that holds the required permits to receive waste contaminated with a highly infectious disease or other infectious viral hemorrhagic fever
· Waste disposal and processing facilities must have the state's approval to receive and treat highly infectious disease-associated waste. 
Whether the vendor can properly package a U.S. DOT regulated Category A infectious substance according to Hazardous Waste Regulations for transportation offsite
Whether the vendor knows the proper protocol for requesting the Special Permit from U.S. DOT if they may need to transport a Category A infectious substance from the healthcare facility

IMPORTANT: There are four requirements to be approved for the Special Permit as regulated by the U.S. DOT:
· Waste must be triple-packaged as instructed in the previous section 
· Transport containers must be labeled as UN number 2814 infectious substances affecting humans
· Transport must have a security plan and en-route security detail 
· Facilities must develop an emergency response plan in the event of a spill or other emergency  

U.S. DOT has confirmed that they will not issue the Special Permit in advance. This permit can only be issued once the regulated medical waste is suspected or confirmed to be a Category A infectious substance.
Recommendations for Liquid Waste Disposal
Wastewater treatment facilities are appropriately able to administer sewage handling processes that are designed to inactivate infectious agents. However, certain disinfection measures should be taken in the case of human exposure prior to delivery to the wastewater treatment facility. 
· Any liquid generated by the patient or during treatment (i.e., blood transfusion, dialysis, used saline, irrigation procedures) should be delivered to a sanitary sewage receptacle and treated with 1 cup of bleach for 5-10 minutes prior to flushing. 

CAUTION: EPA warns that this method may expose an individual without respiratory protection to chlorine gas. Please make sure to isolate the sanitary sewer with standing bleach to prevent exposure to any generated chlorine gas during this disinfection process. Additional care is needed when adding any liquid treatment to sewage to ensure no splashing occurs. 
· While CDC guidelines state that liquid waste infected with highly infectious disease viruses can be flushed without disinfection treatment, disinfection measures are a precautionary measure against splashes, spills, or service required by public works staff, as well as for local wastewater operators. 

 NOTE: Please be sure to contact your local wastewater treatment facility to notify them in advance of the intent to bleach incoming sanitary sewage infected with highly infectious disease viruses. 
Additional Waste Management Information 
For additional information, refer to the following links:  
CDC Guideline for Disinfection and Sterilization in Healthcare Facilities
U.S. DOT Pipeline and Hazardous Materials Safety Administration Transporting Infectious Substances 
CDC Interim Guidance for Environmental Infection Control in Hospitals for Highly Infectious Disease Virus

EMS Agency Guidance
Patient Assessment
This assessment should take place before the transport of the patient. To minimize potential exposure, only one EMS should approach the patient and perform the initial screening from at least 3 feet away. If this initial assessment provides the EMS provider with suspicions that the patient could have an infectious disease, such as a highly infectious disease, then PPE should be put on before coming into close contact with the patient.
Protection of EMS Personnel
Protection begins during handling, treatment, transport, or disposal of suspected or known Category A contaminated waste. This begins before the waste is generated, and the best first strategy for protecting EMS personnel is to control the hazard at its source by minimizing the amount of waste generated and ensuring that plans are in place to deal with waste before further generating it. Implement protective measures once the waste is generated under OSHA standards for bloodborne pathogens by using PPE and respiratory protection (i.e., respirators). (emailed document; OSHA Bloodborne Pathogens Standard. 29 CFR § 1910.1030 (2012), OSHA, U.S. Department of Labor.) 
Throughout the entire waste handling process, EMS personnel should:
· Limit the number of personnel that handle the waste.
· When changing or removing gloves, hands should be washed with soap and water for at least 20 seconds; use alcohol-based scrubs if soap and water are not available.
· Clothing must be changed as soon as it becomes soiled.
· Do not touch the face or other exposed parts of the body before washing properly.
· Discard soiled clothing and PPE with other contaminated waste in a biohazard bag.
· Wear washable footwear or disposable booties.
· If blood, bodily fluids, secretions, or excretions from a patient under investigation (PUI) come in direct contact with the EMS provider’s unprotected skin or mucous membranes, then the EMS provider should immediately stop working and wash the affected skin. 

If the patient is not showing obvious signs of bleeding, vomiting, or diarrhea and there is no concern for this, EMS personnel should follow the PPE guidance for clinically stable PUIs.  
· PPE should be put on before entering the scene and continue to be worn until providers are no longer in contact with the patient. 
· Limit the use of needles and other sharps and handle them with extreme care. Dispose of sharps in puncture-proof, sealed containers specific to the care of the patient, in accordance with OSHA’s bloodborne pathogens standard. 
· If the patient is vomiting, give them a large red biohazard bag. 
· Wrap the patient in an impermeable sheet to reduce contamination of other surfaces if the patient has profuse diarrhea.

After Transport Clean-Up
The following are general guidelines per CDC regulations for cleaning or maintaining EMS transport vehicles and equipment after transporting a PUI:
· EMS providers should wear PPE if performing cleaning and disinfection where body fluids are present (vomit, diarrhea, sweat, urine, or blood). If no body fluids are present, then minimal PPE can be worn:
· Face shield with surgical face mask
· Impermeable gown
· Two pairs of gloves
· Patient-care surfaces (including stretchers, railings, door handles, medical equipment control panels, and adjacent flooring, walls, and work surfaces) should be cleaned and disinfected thoroughly.
· Contaminated reusable patient care equipment (i.e., blood pressure cuff) should be placed in a biohazard bag and labeled for cleaning and disinfection or disposal according to agency policies and manufacturer’s instructions by trained personnel wearing correct PPE.

Disposal of Waste
Treatment, storage, and disposal of hazardous waste is regulated under the Resource Conservation and Recovery Act (RCRA) and Minnesota Hazardous Waste Rules. 
See the Key Contacts section for contact information for Minnesota Hazardous Waste offices. 
Waste Management Resources and References
· Minnesota Pollution Control Agency
· CDC
· Procedures for Safe Handling and Management of Ebola-Associated Waste
· Guidance on PPE  To Be Used By Healthcare Workers during Management of Patients with Confirmed Ebola or Persons under Investigation (PUIs) for Ebola who are Clinically Unstable or Have Bleeding, Vomiting, or Diarrhea in U.S. Hospitals, Including Procedures for Donning and Doffing PPE
· Interim Guidance for EMS Systems and 9-1-1 Public Safety Answering Points (PSAPs) for Management of Patients Under Investigation (PUIs) for Ebola Virus Disease (EVD) in the United States
· Interagency Board
· Recommendations on Selection and Use of PPE for First Responders against Ebola Exposure Hazards
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Introduction
According to the WHO, radiation emergencies are non-routine situations or events that require prompt action to mitigate a radio-nuclear hazard or its adverse consequences for human life, health, property, or the environment.
Nuclear emergencies involve the release of energy resulting from a nuclear chain reaction or the decay of the products of a chain reaction (e.g., nuclear power plant accidents such as the Chernobyl and Fukushima accidents).  Radiological emergencies are situations involving radiation exposure from a radioactive source. When referring to an emergency, regardless of its type, the “radiation emergency” term is often used.
Radiation emergencies may result from the misuse of radioactive sources during industrial, medical, or research applications, accidental exposure to uncontrolled (abandoned, lost, or stolen) radiation sources, and accidents during the transport of radioactive materials. They also can be combined with conventional emergencies (a fire or a release of chemical substances), natural disasters, military conflicts, or malicious acts involving radiation sources.
Purpose
The WCMHPC Radiation Emergency Surge Annex provides guidance to support a coordinated healthcare response to a radiation emergency in which the number and severity of exposed or possibly exposed patients challenge the capability of HCC member facilities. The annex outlines suggestions for planning for, managing, and caring for patients during a radiological emergency. 
There have been no large-scale radiological emergencies in the United States; however, planning and preparing to respond is imperative to a successful response if an event occurs. 
The likelihood of a radiological event to occur in the WC region is minimal; however, if an event were to occur anywhere in the United States – patients may be diverted to the Metro region, which may impact the WC region by requiring the WC region to surge up.  At a minimum the WC region should consider activation of their facility-based surge plans.
The purpose of the plan is to: 
Identify the local and regional risks such as power plant, industrial/research, radiological dispersal device (RDD), and nuclear detonation.
Discuss the roles and responsibilities of healthcare, public health, local response agencies, EM, community, non-governmental, and local, state, federal, and tribal partners in a radiological response in the region.
Identify the decision-making structure to be used to determine HCC response actions and priorities and identify the indicators/triggers and processes for alerting/notifying appropriate members of a radiation emergency. 
Identify processes to consider for patient placement, transfer protocols, and care. 
Identify the coalitions’ role and procedures for sharing and/or prioritizing scarce resources, as well as how those activities will relate to cross-regional and statewide efforts. The plan will also identify some specific radiological resources that can support the response efforts. 
Identify the coalition's process for communications and coordination amongst membership and partners. To include initial coordination and information gathering to determine the impact and needs
Describe healthcare planning and response needs to include triage/screening and the alignment of the coalition's regional plan with LPH and EM plans.
Discuss potential treatment options.	
Discuss training opportunities available 
Identify detection and dosimetry equipment options for EMS/hospitals
Briefly identify/summarize decontamination protocols.
Provide a list of SMEs to be utilized when necessary, including the Radiation Injury Treatment Network (RITN) (see Radiation Resources)

This annex will NOT:
Replace local-level/facility plans
Provide specific patient care treatment guidance

The annex will serve as a guide toward response.  
Scope
[bookmark: _Hlk167270681]The annex is part of the regional response plan. 
Overview of HCC and Situation
The HCC has indicated via their HVA that a radiological incident is low. A plan that identifies the response to a radiological event is, however, necessary regardless of the type of event that occurs (i.e., act of terrorism or nuclear melt-release).   
The State of Minnesota is responsible for licensing, rulemaking, inspection, and enforcement activities for: 
radioactive materials produced because of processes related to the production or utilization of special nuclear material
uranium and thorium source materials
special nuclear material in quantities not sufficient to form a critical mass

Most of these licenses are for medical and industrial uses of radioactive material.
MDH maintains an environmental monitoring program for radioactivity around the state’s two nuclear power generating plants, which are in Monticello and Prairie Island.
The Nuclear Regulatory Commission (NRC) retained jurisdiction over several activities identified in 10 CFR Part 150, including regulation of commercial nuclear power plants and federal agencies using certain nuclear material in the state. In addition, the NRC retained authority for the review, evaluation, and approval of sealed sources and devices containing certain nuclear materials manufactured in Minnesota and distributed throughout the country.
The closest nuclear-generating plant to the WC region is in the Central region.  The Monticello Nuclear Generating Plant is a nuclear power plant in Monticello, Minnesota, which is in Wright County and is approximately 95 miles south east of the border of the eastern edge of the WC region.  The plant is a single nuclear reactor, which is a boiling water reactor.  It is owned by Excel Energy and operated by Northern States Power. The facility is currently licensed until September 2030. 
According to the United States NRC, there are two emergency planning zones around nuclear power plants: 
Plume exposure pathway zone with a radius of 10 miles (16 km), concerned primarily with exposure to, and inhalation of, airborne radioactive contamination.
Ingestion pathway zone of about 50 miles (80 km), concerned primarily with ingestion of food and liquid contaminated by radioactivity.

The WC region is outside of the emergency planning zone outside of the Monticello nuclear power plant. However, if there is an event at the plant, the regional healthcare facilities may be impacted by accepting patients who normally go to sites that are within the zones.
Planning Assumptions
Planning assumptions for this annex include:
Radiation incidents may be accidental (e.g., industrial or transportation accidents) or intentional
Incidents may require prolonged response and extensive resource management challenges
Substantial differences in response protocols and priorities exist between power plant / industrial, terrorist (e.g., RDD/dirty bomb), and nuclear bomb detonation. 
The plan should emphasize the scenario(s) most relevant to the community
The coalition annex does not replace the need for protocols at each hospital and EMS agency
Different agencies may have authority over the management of power plant, transportation, and terrorist incidents, including the authority to implement shelter-in-place and evacuation orders
The roles and responsibilities of agencies and organizations will change depending on the severity and scale of the incident and the respective level of activation by impacted jurisdictions and should be outlined before an incident
Federal, state, and local emergency resources will all be needed during a large-scale event
Staff at coalition facilities may be impacted by exposure, fear of exposure, or family obligations (e.g., child/family care if schools are closed or acute care facilities are affected).
Fear from the incident will cause a worried well surge in emergency departments and pharmacies
Consider how a limited understanding of radiation and nuclear contamination will contribute to public anxiety and require multi-modal solutions.
Public safety (e.g., police, fire, EMS) and other first responder personnel are considered a high-risk population: the implementation of protocols for monitoring control zones and effective contamination control measures will be essential for workforce protection.
Federal resources (e.g., ambulance contracts, National Disaster Medical System [NDMS] teams) cannot be relied upon to mobilize and deploy for the first 72 hours
Management of contaminated waste from decontamination should be managed in consultation with SMEs, EPA, and local water authorities.

As members of the coalition, healthcare providers should understand that:
Hospitals and healthcare systems should have their own plans for a radiation emergency
Rural areas may be severely impacted by citizens fleeing an affected area and seeking care
Implementation of surge protocols specific to a radiation emergency will occur quickly, and facility staff must be prepared to activate and operationalize appropriate procedures immediately.
Initial trauma care should precede radiation injury management
Radiation contamination assessments will require rapid protocol and education implementation
Staff will need to evaluate real versus suspected exposure, internal versus external contamination, and assess overall exposure levels for at-risk patients based on serial blood testing
Specialized expertise (such as clinical advisors) will be needed to manage the complexities of a major radiological incident (e.g., dose estimation, exposure type, treatment plans, site evaluations, decontamination protocol)
Contaminated injury care and decontamination may require rapid expert consultation
Community screening sites will be required to assess low-risk patients
Depending on the scale of the radiological event, it may be necessary to establish ACSs, especially for radiological exposure requiring higher levels of care
Emergency departments, outpatient care centers, and ACSs must be prepared to rapidly screen large groups of potentially exposed people and triage and transport them as needed
Allocation of limited/scarce resources and their distribution should be based on agreed-upon prioritization systems/methods
Large-scale radiological incidents may require the recruitment of volunteers (e.g., Medical Reserve Corp), retirees, and trainees to support and relieve screeners and healthcare workers
Some healthcare facilities may require large-scale fatality management support
Community-based interventions will require significant public health efforts if an evacuation or shelter-in-place order is necessary. 
CI will be impacted (e.g., food distribution, isolation assistance, surveillance activities)
Health concerns, prolonged response requirements, difficult work environments, and stress may
present behavioral health challenges among staff of coalition members and the public

Concept of Operations
Activation
This annex may be activated during any radiological emergency that requires coordination between healthcare organizations and coalition partners when the existing resources and plans are limited or inhibit the ability to adequately respond to the event. 
Potential triggers to activate the Radiation Emergency Surge Annex include:
Regional coordination to monitor or coordinate patient movement etc.
Multiple counties were affected by the event, requiring a coordinated response
Regional coordination is required for risk communication, public information, and/or media response.
Public health response to a community impacted by a radiological incident 
Multi-agency response to radiation health threat
Notification by an LPH agency/CHB for the need for regional coordination of coalition members

When the RHPC or a local health authority identifies that an event meets the triggers identified above and additional resources may be needed, this annex will be activated at the discretion of the RHPC or their designee. Regional or local partners, a local emergency manager, LPH, or a representative of another health or medical organization may request activation. Coalition staff should consider the likelihood that state and/or federal resources will be employed, the need or potential need for specialized technical assistance, and the status or activation forecast of the state EOC when determining whether or when to activate the HMAC system and the plan.
HMAC activation is likely, and activation protocol may be initiated.
Activation of the HMAC and implementation of the annex will be coordinated with all partners. Members should consider that radiation events might create unforeseen recovery challenges for both state and local agencies, some of which may not be clearly recognized during the response. As a minimum, consideration should be given to:
Activation of federal assets and following the lead of the federal agencies with the understanding that the federal agencies may not be available for up to 72 hours after the incident or requests have been made
Expected timing of and challenges associated with deactivation or demobilization of state-owned or controlled resources or teams; and
Possible recovery needs that may require facilitation, coordination or technical assistance that was provided by the coalition during the response phase.

See B.2.2 Role of the Coalition in Events for further information regarding HMAC activation during a response.
The Coalition will use the seven-level International Nuclear and Radiological Event Scale (INES) as a basis for response activation.  According to the United States NRC, the scale can be applied to any event associated with nuclear facilities, transport, storage, and use of radioactive material and radiation sources. The use of INES serves to promote a common understanding of the significance of reported events among governments, the nuclear community, the media, and the public.
Activation of the coalition Radiation Emergency Surge Annex can be determined by the level identified in the INES; however, it is understood that even an incident at level 2 may exceed the available resources and may require activation.  As with all coalition responses – activation of the coalition HMAC is based upon the needs of the coalition members and its partners and will be event-driven.
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Description automatically generated]· The INES consists of a 7-level event classification system. 
· Events of greater safety significance (Levels 4-7) are termed "accidents" and events of lesser safety significance (Levels 1-3) are termed "incidents." 
· Events without safety significance are termed "deviations" and are classified below Level 0.
· A description of INES, including an explanation of the various levels and a copy of the IAEA INES User's Manual (2008 edition) can be found at NRC's INES web page

[bookmark: _Toc171085738]Figure 14. International Nuclear and Radiological Event Scale

Activation and Notification Flow
See B.2.3 Response Operations for an in-depth description of the coalition activation and notification process.  
See B.3 Communications, which specifically discusses the mechanisms in place to notify/communicate with coalition members and partners.
Upon notification to the above-listed partners – additional notifications can be made by the local and state partners to:
Radiation Control
Homeland Security and EM
MN DOT
MN Radiation Emergency Volunteers (MREV)
US Department of Energy
US Environmental Protection Agency (EPA)
Federal Radiological Monitoring and Assessment Center (FRMAC)
NRC
Federal Emergency Management Agency (FEMA)
Nuclear Emergency Support Team
Federal Drug Agency (FDA)
RITN
CDC/ASPR

MDH maintains a Nuclear and Radiation Emergencies website with multiple planning, education, and response resources for HCCs, healthcare facilities, and EMS.
If the incident is catastrophic and the affected HCC forecasts state resources will be depleted and/or surge capacity is exceeded, a request can be made to MDH-EPR to escalate the plan beyond state borders to inter-state partners through the Great Lakes Healthcare Partnership (GLHP) existing plans and procedures. The GLHP is the HHS Region V coalition. 
In response to a national disaster, HHS-ASPR will lead the medical portion of the federal response and activate the NDMS. NDMS will distribute patients for definitive medical care across the United States to NDMS-participating hospitals.
Roles and Responsibilities
The roles and responsibilities of the Coalition and its members/partners during a radiation incident align with those outlined in the Response Plan. 
Logistics
Space
Responding to a radiation incident requires adequate space to operationalize decontamination protocols. This includes:
EOC
Security zone
Decontamination area (may be multiple locations i.e., scene, hospital)
Triage/treatment zone
Patient reunification center
Decontamination waste cleanup area
Media room

Healthcare facilities should plan accordingly to address these factors
Local healthcare providers are encouraged to work with their LPH and local EM to identify appropriate locations for support facilities.
The HCC will support local efforts by activation of the HMAC, either virtually or in person, and will also support the local EOC.
Staff
Responding to a radiation incident may require specialized staffing resources. The Minnesota Radiation Emergency Volunteers (MREV) may be activated by submitting a request to a local emergency manager. 
Healthcare facilities are encouraged to develop a Hospital Emergency Response Team (HERT) who are trained in decontamination – including setting up a decontamination zone at the facility and having the appropriate PPE available for staff.  This team should be trained and exercised annually.  The HCC offers annual HERT training for its membership.
Healthcare facilities are encouraged to develop arrangements with subject-matter experts, such as radiologists and radiation oncologists. 
The MDH Nuclear and Radiation Emergencies website contains multiple resources for planning, education and just-in-time training tools online at: Nuclear and Radiation Emergencies - Minnesota Dept. of Health (state.mn.us), including direct links to REMM and RITN materials.
Additionally, the MDH Burn Surge website contains just-in-time training resources online: Minnesota Burn Surge - Minnesota Dept. of Health (state.mn.us). These include videos, quick references to determine burn depth and surface area, order sets, and Resource and Triage Cards in the Patient Care Strategies for Scarce Resource Situations.
See Radiation Resources
Supplies
Response to a radiological event can severely impact the resources available. These resources include but are not limited to:
Staff 
PPE
Treatment/countermeasures
Bed availability

[bookmark: _Hlk167270482]The Coalition maintains a small cache of items that may be available for redistribution during times of scarcity. This includes PAPRs, decontamination suits/supplies, and decontamination tents.  Facilities can contact the coalition and request assistance from the coalition or other facilities.
See B.4 Resource Request Plan. 
Access to treatments and countermeasures may also be limited.  Treatment considerations may need to be based on availability.  Healthcare facilities are encouraged to develop plans to address scarcity.
MDH Crisis Standards of Care - Strategies for Scarce Resource Situations
Radiation Injury After a Nuclear Detonation: Medical Consequences and the Need for Scarce Resources Allocation
Triage and Treatment Tools for Use in Scarce Resources - Crisis Standards of Care Setting After a Nuclear Detonation
Operational Medical Care
The HCC encourages its partners to have well-thought-out plans obtained from reputable medical experts. The HCC is not made up of expert medical personnel for radiological events and has no relationships with such entities.  The annex, however, has been reviewed by the clinical advisor.   
As such, the steps below are a high-level overview and are not to be considered medical protocol:
1. All patients should be medically stabilized from their traumatic injuries before radiation injuries are considered. Patients are then evaluated for either external radiation exposure or radioactive contamination. 
2. An external radiation source with enough intensity and energy can cause tissue damage (e.g., skin burns or marrow depression). This exposure from a source outside the person does not make the person radioactive. Even lethally exposed patients are no hazard to medical staff. 
3. Nausea, vomiting, diarrhea, and skin erythema within four hours may indicate very high (but treatable) external radiation exposures. Such patients will show obvious lymphopenia within 8-24 hours. Evaluate with serial CBCs. The primary systems involved will be the skin, intestinal tract, and bone marrow. Treatment is supportive with fluids, antibiotics, and transfusions stimulating factors. If there are early CNS findings of unexplained hypotension, survival is unlikely. 
4. Radioactive material may have been deposited on or in the person (contamination). More than 90% of surface radioactive contamination is removed by removal of the clothing. Most remaining contamination will be on exposed skin and is effectively removed with soap, warm water, and a washcloth. Do not damage the skin by scrubbing. 
5. Protect yourself from radioactive contamination by observing standard precautions, including protective clothing, gloves, and a mask. 
6. Radioactive contamination in wounds or burns should be handled as if it were simple dirt. If an unknown metallic object is encountered, it should only be handled with instruments such as forceps and should be placed in a protected or shielded area. 
a. Dry, solid waste can be stored in metal or plastic containers provided they have an inner plastic bag that has a securely fitting cover and are clearly labeled with a sign saying, “caution radioactive material” or “caution radioactive waste - do not empty.”
7. In a terrorist incident, there may be continuing exposure of the public that is essential to evaluate. Initially suggest sheltering and a change of clothing or showering. Evacuation may be necessary. Administration of potassium iodide (KI) is only indicated when there has been a release of radioiodine. 
8. When there is any type of radiation incident, many people will want to know whether they have been exposed or are contaminated. Provisions need to be made to potentially deal with thousands of such people. 
9. Radiation doses to people are expressed in gray (Gy) or sieverts (Sv). The older units for these are rad and rem. 1 gray = 100 rad and 1 Sv = 100 rem.

An approximation of the relative hazard is given:
[bookmark: _Toc171085721]Table 21. Radiation Doses and Relative Hazard
	Dose
	Relative Hazard

	About 10 milligray or 10 millisievert [1 rad or rem] or less
	No acute effects and only a very small chance of subsequent cancer

	About 0.1 gray or 0.1 sievert [10 rad or rem]
	No acute effects, subsequent additional risk of cancer about 0.5% 

	About 1 gray or 1 sievert [100 rad or rem]
	Nausea, vomiting possible, mild bone marrow depression, subsequent risk of cancer 5%

	Greater than 2 gray or sievert [200 rad or rem]
	Definite nausea, vomiting, medical evaluation, and treatment required.



· Contamination: The amount of radioactivity (contamination) is measured in units of becquerels (Bq) (1disintegration per second). Sometimes, it is expressed in counts per minute. 
· Decontamination: Decontamination is usually stopped if the item is reduced to two times the background count rate or if repeated decontamination efforts are ineffective. 
10. The principle of time/distance/shielding is key. Even in the treatment of Chernobyl workers, doses to the medical staff were about 10 milligray or 10 millisievert. 
a. Doses to first responders at the scene, however, can be much higher, and appropriate dose rate meters must be available for evaluation. 
b. Radiation dose is reduced by reducing time spent in the radiation area (moderately effective), increasing distance from a radiation source (very effective), or using metal or concrete shielding (less practical). 
c. Disaster Prep_Final.qxd (aapm.org)

Triage and Screening
In rural areas, resources for radiological emergencies are limited.  The majority of responding EMS agencies are volunteer and staffed with EMTs or First Responders and carry no medications used for radiological events.  
The below triage steps are for reference only – facilities are encouraged to create their own facility-level plans.   Facility-based plans should be robust enough to respond to a radiological event.  The information provided by the coalition is meant to support the local response planning efforts but does not supersede any local plans. 
In case of a radiological emergency resulting in mass casualties:
1. Establish the triage/first aid area outside the inner cordoned area and within the outer cordoned area. 
2. Consider using a flashing blue light to draw people towards the triage/first aid area. 
3. Categorize people: (you can utilize your existing facility-level triage categorizing system, i.e., SMART)
a. Priority 1: Need immediate treatment 
b. Priority 2: Need early treatment 
c. Priority 3: Can wait for treatment 
d. No actions: No need for treatment 
4. Consider utilizing the Exposure and Symptom Triage (EAST) Tool to Assess Radiation Exposure After a Nuclear Detonation tool.  This can be used by both EMS and LPH on scene or at the community reception center.  
a. The following video explains the tool in detail:  EAST Tool for Medical Triage after a Nuclear Detonation - YouTube.
5. Tag victims with their medical conditions and category, per protocol.
a. NOTE:  Serious medical problems always have priority over radiological concerns. Those who can respond to a voice announcement to come to the gathering point most probably can wait for medical attention. Keep families together. 
6. Provide first aid as required. 
7. Obtain an estimate on the number of victims the transport unit and hospital can handle.
8. Take actions to limit the spread of contamination if there is an indication that people could be contaminated: 
a. People with life-threatening injuries should be wrapped in blankets or sheets and transported to the hospital immediately.  
b. People with non-life-threatening injuries and those without injury should undergo field decontamination/full decontamination, as appropriate. 
9. Inform the transport unit and the receiving medical facilities on the nature of the event, number of injured people, nature of injuries, and cases of suspected or confirmed contamination or radiation exposure. 
10. Arrange for transportation of injured depending on their injuries: 
a. Life-threatening injuries should be transferred to the nearest hospital. 
b. Non-life-threatening injuries should be transferred to the secondary hospital or designated hospital (for radiation-induced injuries). 
11. Coordinate activities with law enforcement/security team when possible and if required. 
12. Have the PIO make a public announcement to reduce the number of worried-well (self-presenters) going to the local hospital unless they are injured. Indicate the place where they can go for monitoring and reassurance.

Patient Care/Management
Hospitals/clinics/EMs are encouraged to develop their own radiological response plan with input from their medical providers.  These plans should contain surge activity, prioritization for treatment, decontamination measures, patient movement/tracking, contamination, palliative care, and how to move from conventional to contingency to crisis care and back, as the situation requires.  Resources should be readily available for just-in-time training for healthcare providers.  
The coalition patient tracking plan may be activated.
REMM (Radiation Emergency Medical Management) (hhs.gov)
Treatment
Healthcare providers should consider the specific circumstances of each patient encountered during an emergency and use their clinical judgment in providing care. 
There are several resources available that discuss available treatment options.  Healthcare providers are encouraged to explore these sites prior to an event and establish baseline protocols that can be enacted if/when an event occurs.
In a radiological event, the HCC can work with other HCCs to procure medications, equipment, transport, and hospital beds.  The HCC will work with its partners to disseminate information, share resources, and liaison between the membership, local, State, and Federal partners. LPH is responsible for open and closed points of dispensing for communities. 
The HHS REMM program website maintains up-to-date treatment protocols and information for healthcare providers. Healthcare providers should be familiar with the information on this website in the event of a nuclear or radiological incident. 
Additional treatment order sets and protocols can be found on RITN’s website. All these materials are linked on the MDH Nuclear and Radiation Emergencies website as well. These resources can be found in the Radiation Resources. 
[bookmark: _Toc171085722]Table 22. Recommended PPE for First Responders in a Radiation Emergency
	First Responder: Recommended PPE and practices in a radiation emergency

	Emergency Type
	Recommended PPE

	Radiation plus chemical and/or biological hazard: "combined hazard" event
	· Before combined hazard(s) are well-characterized: first responders should be instructed to wear PPE ensembles that protect against anticipated (potentially multiple) hazards
· After combined hazards are confirmed: first responders should be instructed to wear PPE ensembles that protect against identified hazards

	Radiation-only event with high risk of contamination (and non-radiation hazards have been excluded): e.g., RDD
	Level C PPE usually provides sufficient respiratory and dermal protection

	Radiation-only event with high risk of exposure (and non-radiation hazards have been excluded): e.g., Radiological Exposure Device (RED)
	· PPE confers no protection against high energy, highly penetrating forms of ionizing radiation
· Factors that help decrease radiation dose from exposure
· Minimizing time spent near a radiation source
· Maximizing distance from a radiation source
· Increasing the physical shielding between a person and a radiation source


In all cases where radiation is suspected, first responders should also wear personal radiation dosimeters that enable them to read dose rate and/or accumulated dose in real time.
First Receivers
The first receiver is the hospital healthcare worker and are not at the site of the hazardous release.  Since victims may arrive for treatment contaminated with hazardous materials, first receivers need to protect themselves against secondary contamination by putting on appropriate PPE before delivering medical care.
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	First Receiver: Recommended PPE and practices in a radiation emergency

	Emergency Type
	Response Role
	Recommended PPE*
	Notes, Caveats, & Concerns

	Radiation plus chemical and/or biological hazard: "combined hazard" event
	First receivers delivering care to contaminated victims
	· Before incident hazard(s) are well characterized: first receivers should be instructed to wear PPE ensembles that protect against anticipated hazards
· First receivers may need to wear a higher level of PPE than they are accustomed to wearing until hazard characterization is complete
· After combined hazards are confirmed: first receivers should be instructed to wear PPE ensembles that protect against identified hazards
	· Higher level PPE ensembles are generally not available in most hospitals

	Radiation only event with high risk of contamination (and non-radiation hazards have been excluded): e.g., RDD
	First receivers delivering care to victims more likely to be externally contaminated: i.e., healthcare providers working in pre-decontamination (triage) and decontamination areas 
	· Level C PPE usually provides sufficient level of respiratory and skin protection
· Level C PPE should be worn until risk characterization determines that Level D PPE provides sufficient protection
	· Recommended respiratory PPE includes a full-face piece air purifying respirator with a P-100 or High Efficiency Particulate Air (HEPA) filter. 
· Other respiratory protective equipment (e.g., a simple surgical facemask, N-95 respirators), non-fit tested respirators, or ad hoc respiratory protection do not deliver appropriate or sufficient respiratory protection; environmental testing and hazard assessment by a safety professional can help identify hazards and risk levels and direct choices of permissible PPE.
· Lead aprons are cumbersome and do not protect against exposure from high-energy, highly penetrating ionizing radiation.

	
	First receivers delivering care to victims less likely to be externally contaminated: i.e., healthcare providers working in post-decontamination areas of the hospital
	· Level D PPE provides sufficient respiratory and skin protection for first receivers working in post-decontamination areas of the hospital; this includes those delivering care to persons who may not yet be decontaminated (e.g., patients who self-refer or who arrive by transport with life- and limb-threatening injuries)
· Level D PPE also protects skin and personal clothing against possible splashes of contaminated blood and body fluids (urine, feces, wound drainage, etc.)
· Level D PPE is equivalent to Standard Precautions PPE worn in medical facilities as protection against transmission of biohazards from patients to providers
	· Do not delay stabilization of any patient to first perform decontamination
· Perform life- and limb-saving tasks before managing radiation problems

	
	First receivers delivering care to victims with suspected or confirmed internal contamination i.e., healthcare providers working in post-decontamination areas of the hospital
	· Level D PPE also protects skin and personal clothing against possible contamination from blood and body fluids (urine, feces, wound drainage, etc.)
· Level D PPE is equivalent to Standard Precautions PPE worn in medical facilities as protection against transmission of biohazards from patients to providers
	· Hospital radiation safety officer or health physicist will routinely monitor work areas and patient blood and body fluids for radioactive contamination or elevated radiation levels

	Radiation only event with high risk of exposure (and non-radiation hazards have been excluded): e.g., RED
	First receivers delivering care to victims in all areas of the hospital
	· Level D (Standard Precautions) PPE should be used by healthcare workers when caring for victims of radiation exposure
	· Patients exposed to radiation but not contaminated with radioactive material pose no threat of exposure to healthcare providers



In all cases where radiation is suspected, first receivers should also wear a personal radiation dosimeter to monitor their radiation absorbed dose.

Dose Monitoring
Responders must be monitored for exposure to radiation. Priority should be given to those responding to the scene and those conducting decontamination efforts. Detecting a radiation dose rate (radiation dose received over some amount of time) of 10 milliroentgens (mR) per hour (mR/h, or approximately 0.0001 Gy/h) may help employers and workers identify the boundaries of areas with radiation levels of concern. 
In areas where there is radiation (i.e., above background), response workers should be equipped with appropriate radiation monitoring equipment. If possible, use equipment that provides unambiguous alarms based on predefined levels (i.e., turn-back doses set by an Incident Commander, ideally well below OSHA dose limits and that indicate when workers should leave an area where they are exposed to certain levels of radiation). Workers should be trained on the specific actions to take during an instrument alarm.
Although there are several types of dosimeters, only alarming electronic dosimeters meet the above criteria.
The WCMHPC does not have dosimeters for HCC members.  Members are responsible for obtaining and maintaining the appropriate dosimeters to appropriately respond to a radiological event.
Since it is assumed that there is no radiation dose threshold below which there is no associated risk from radiation, responders who are reasonably expected to receive more than 25 percent of the occupational dose limit should be appropriately trained and monitored. See paragraph (d) of the Ionizing Radiation standard for general industry (29 CFR 1910.1096).
The coalition provides the opportunity for healthcare and EMS to receive annual first receiver training.
Decontamination
Decontamination involves not only the victims but those that are responding to and taking care of patients from the event.
Decontamination activities will occur at the scene by EMS and fire agencies and will also occur at the receiving healthcare facilities.  Healthcare facilities should have decontamination plans to address how to do mass decontamination and triage of individuals exposed to radioactive materials. 
Decontamination of individuals exposed, patients, and emergency response workers, their clothing, and any equipment, including PPE, is essential to limit radiation dose and prevent the spread of radioactive contamination outside of the response area.
Employers whose workers may be contaminated should establish procedures for radiological monitoring or surveying workers to identify which, if any, are contaminated and, if possible, to what extent.
On-scene decontamination facilities should be established that could:
Provide an area to remove contaminated clothing
Provide showers to shampoo hair, wash skin, and put on clean clothes
Store contaminated waste (including clothing and equipment) at a safe distance from people and animals

Employers should refer to interagency resources that provide guidance on decontamination procedures, including:
US EPA Protective Action Guides (PAGs)
OSHA Radiation Emergency Preparedness and Response
Waste Management
Healthcare organizations will work through their normal vendors and channels to ensure all waste produced in the decontamination process and the care of radiologically exposed or suspected patients will be handled and disposed of appropriately.
In small radiation events, the collection and containment of contaminated effluent water in appropriate containers may be feasible.  This includes large barrels and plastic bags.
Sampling and suitable disposal of contaminated water may be performed later.
In large events, collection of waste water may not be feasible.
Clothing/personal items must be placed in plastic bags and sealed

Fatality Management
Exposure to radioactive materials can cause injury and death. It is important for medical certifiers such as medical examiners and coroners to understand the health effects of radiation so that they can accurately determine the illnesses or injuries that caused the death. 
Deaths from radiation exposure may be initial or delayed. Initial deaths are related to the actual event and can include blast injuries and thermal injuries.  Delayed deaths can include Acute Radiation Syndrome (ARS) or a combination of injuries and ARS. Handling decedents that have been exposed to radiation requires appropriate safety measures for staff.
Counties should follow their local guidelines with coalition support.
See B.12 Mass Fatality and Family Reunification Center Planning.
The following two documents provide valuable information regarding handling decedents with exposure to radioactive materials.
Guidelines for Handling Decedents Contaminated with Radioactive Materials (cdc.gov)
Reference Guide for Certification of Deaths - Radiological disaster
The coalition will support the information and resource sharing necessary in a radiological response.
Transport
Treatment of a patient with severe medical conditions must be considered prior to decontamination as the delay of treatment will directly impact the success of recovery.  This requires first responder units to have the necessary PPE to protect themselves so that they can provide the necessary care.
Transporting a radiological patient who has not been decontaminated:
Increases the risk to the EMS crew
Takes the rig out of service until it can be decontaminated
Requires notification to the receiving facility so that appropriate measures can be taken to protect receiving staff

Transportation considerations include keeping already-contaminated rigs in use to transport additional contaminated patients from a scene to the hospital – ideally in a mass casualty situation.  
Consideration should be made to ensure that there are enough non-contaminated vehicles available to transport the decontaminated patients either related to the incident or not related to the incident.  
Exposed individuals may self-present to a medical facility or require transportation. Should an exposed patient present at a hospital, the patient may need to be transported to a different hospital;  one designated to receive the patients from the event. If somebody is determined to be a case, contaminated material may need to be removed from locations visited by the person, and further environmental decontamination may be required. Pets/service animals also may need to be cared for and monitored for symptoms.
Ambulance Guidelines for Response to Radiation Events
Rehabilitation, Outpatient Follow-Up Services
People exposed to radiation require outpatient follow-up and possible continued care.  Healthcare facilities are encouraged to include plans on how to track patients and ensure that they are receiving the appropriate after care. 
The coalition patient tracking plan can be used to track the patients and record where patients were transferred.  
Deactivation and Recovery
As in any response, demobilization and recovery planning should begin immediately. When a radiological event occurs the recovery phase can extend beyond 30 days.
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[bookmark: _Toc171085739]Figure 15. Radiation Emergency Incident Response Timeline

Patients with exposure may require treatment and monitoring for years. The behavioral health response may also be extended as these situations are outside of normal day-to-day threats. 
As local healthcare facilities, LPH, and local EM monitor the coordination and response, they will determine when the response concludes. Consideration will need to include regional, state, and federal decision-making processes as well.
Special Considerations
Behavioral Health
During a radiological event, a range of mental health, chemical abuse (behavioral health), and stress management problems may surface.  The healthcare response can include working long hours, dealing with issues that are beyond their normal day-to-day practice, and suffer from isolation from support networks. 
The State of MN developed a Regional Behavioral Health Coordinator position during the COVID-10 response.  Regional Behavioral Health Coordinators are disaster behavioral health subject-matter experts who engage in outreach and educational activities within each of the public health regions across the state to facilitate the resiliency and recovery of survivors and responders from disasters, terrorism, and public health emergencies. 
Behavioral health services are limited during the best of times.  Access to inpatient behavioral health beds is difficult. Hospitals are often forced to board behavioral health patients waiting for inpatient services.  
Pediatric and At-Risk Populations
Pediatric patients may have a higher level of external and internal radiation exposure levels due to shorter and smaller body structure and organs. Facilities’ radiation emergency plans should address the specific needs of this population.
Pediatric Considerations Before, During, and After Radiological or Nuclear Emergencies | Pediatrics | American Academy of Pediatrics (aap.org)
Communications
Communications during a radiation incident will align with processes identified in the B.3 Communications of the WCMHPC Response Plan.  
To ensure situational readiness during a response to a radiological event – the following EEI, in addition to the EEI listed in B.3.2 Essential Elements of Information the following should be considered for healthcare organizations and response partners:
Decontamination process/needs/resources
Reunification center status

The following link provides a more in-depth look at EEI’s related to a radiological event – of note – there is a large amount of behavioral health needs/information:
https://www.phe.gov/Preparedness/planning/playbooks/rdd/Pages/essentialelements.aspx 
Jurisdictional – Specific Considerations
The WC region follows the I-94 corridor (East/West) and borders with North and South Dakota.  Moorhead, Minnesota borders with Fargo, North Dakota, and relies on Fargo for its medical care.  The largest healthcare facilities in the WC region are along I-94 and are level 3 trauma centers.  One facility, Lake Region does have a Cancer radiological treatment center.
Training and Exercises
The coalition also provides four Hospital Emergency Response Trainings for first receivers/decontamination yearly and can customize trainings for facilities on request. Healthcare facilities are encouraged to participate in the trainings offered by the Center for Domestic Preparedness – Anniston, Alabama, to ensure staff/decon teams are prepared during a radiological event.
[bookmark: _References]Radiation Resources
American Academy of Pediatrics
· Pediatric Considerations Before, During, and After Radiological or Nuclear Emergencies | Pediatrics | American Academy of Pediatrics (aap.org)
ASPR TRACIE:
· AFN | ASPR TRACIE (hhs.gov)
· Ambulance Guidelines for Response to Radiation Events
CDC
· CDC - MCM for Radiation Exposure and Contamination
· Reference Guide for Certification of Deaths - Radiological disaster
· Guidelines for Handling Decedents Contaminated with Radioactive Materials
American College of Radiology
· Disaster Preparedness for Radiology Professionals
NRC
· INES
Mayo Clinic
· Radiation Sickness
· Nevada National Security Site
National Nuclear Security Administration
· Nuclear Emergency Support Team
MDH
· Radiological Emergencies
· MREV
· Crisis Standards of Care Plan
· Patient Care Strategies for Scarce Resource Situations 
· Regional Behavioral Health
RITN
National Institutes of Health
· DiCarlo A L et al. (2013)
i. Radiation Injury After a Nuclear Detonation: Medical Consequences and the Need for Scarce Resources Allocation
· Coleman C N et al. (2011)
i. Triage and Treatment Tools for Use in a Scarce Resources – Crisis Standards of Care Setting After a Nuclear Detonation
REMM
· Exposure and Symptom Triage (EAST) Tool to Assess Radiation Exposure After a Nuclear Detonation
FEMA – Center for Domestic Preparedness
· Healthcare Emergency Response Operations for CBRNE Incidents

[bookmark: _Toc171085651]Medical Surge Training and Exercise
The Coalition completes a training and exercise workshop annually outlining the goals for the next three years. These will include a regional communications exercise twice per year, first receiver training, and a coalition surge exercise annually. Facilities should regularly test their plans and procedures to ensure staff know what to do during a real-world incident.
[bookmark: _Resources_for_Medical][bookmark: _Toc171085652]Resources for Medical Surge
SHCC Critical Care Coordination Center (C4)
As a result of COVID-19, the SHCC developed the C4.  This was funded and operated during the COVID-19 response.  This resource may not be available outside of the COVID-19 operational period; however, it may be able to be reactivated for future longer-term events.
Functions of C4:
Monitor ICU bed availability and acuity. 
Facilitate medical ICU transfer placement.
Provide support for level-loading of multiple critical care patients.
Provide critical care advice/support when awaiting required resources.
Handoff to EMSRB on-call for assistance with transportation if usual resources are exhausted.

Functions C4 does not manage (contact RHPC):
Specialty transfers (trauma, pediatric, burn, etc.)
Non-emergent transfers of patients
Hospital to long-term care transfers
Level-loading of medical/surgical patients
Regional coordination of healthcare resources (ventilators, staff, other resources)


Mobile Medical Team (MN-MMT)
The MN-MMT is a group of volunteer medical and support professionals who have received training and practice in providing acute medical care in a mobile field environment. When a community experiences a tornado, flood, or other incident that temporarily overwhelms its ability to provide healthcare services, the MMT can deploy either with the equipment needed to establish a range of clinical services (Type I) or without equipment to support staffing needs in existing care facilities (Type II). There are currently two MMTs organized under one model that could respond to incidents in Minnesota.
If a WCMHPC member wants to request the MN-MMT, they should call their local EM.  Local EM will refer that request to the Minnesota Department of Homeland Security and Emergency Management (HSEM) or State Duty Officer, who will pass the request to the MDH.  MDH will pass the request to the MN-MMT Leadership to finalize the request and plan for activation.  
Regional Caches and Supplies 
The Region does have a cache of supplies and equipment that coalition members can request.  See B.4 Resource Request Plan for details.


[bookmark: _Crisis_Standards_of][bookmark: _Toc171085653]Crisis Standards of Care
Certain situations, such as medical surges, cause shortages of supplies at the local level as well as regional and state levels. This shortage may even extend nationally/globally.  MDH has created the Crisis Standards of Care plan that addresses how major shortages would be handled. WCMHPC members should plan for limited resources and implement Crisis Standards of Care.  
[bookmark: _Toc49502394][bookmark: _Toc103714010][bookmark: _Toc171085654]Allocation of resources along the care capacity continuum
As incident demand/resource imbalances increase the risk of morbidity/mortality to patient increases.  
	
	Conventional
	Contingency
	Crisis

	Space
	Usual patient care space fully utilized
	Patient care areas re-purposed example: post anesthesia monitored units used for ICU care
	Facility damaged/unsafe or non-patient care areas (classrooms etc.) used for patient care

	Staff
	Usual staff called in and utilized
	Staff extension (brief deferrals on non-emergent service, supervision of broader groups of patients, change in responsibilities, documentation, etc.)
	Trained staff unavailable or unable to adequately care for volume of patients even with extension techniques

	Supplies
	Cached and usual supplies used
	Conservation, adaptation, and substitution of supplies with occasional re-use of select supplies
	Critical supplies lacking, possible reallocation of life-sustaining resources

	Standards of care
	Usual care
	Functionally equivalent care
	Crisis standards of care

	Normal Operating Conditions
	
	
	Extreme operating conditions



[bookmark: _Toc171085655]RHPC Role
As dictated by the event or as requested by the WCMHPC member, the RHPC can be contacted to assist.  Depending upon the situation, the RHPC may activate the HMAC in support of Coalition members.
See B.13.6 HMAC Job Aids and Position Descriptions for further detail the RHPC’s role.
Regional resources will be made available to its membership. See B.4 Resource Request Plan. 
The HCC offers training opportunities for its membership about resource allocation and the request process through the coalition.  

The RHPC will also share information received from the State of Minnesota, Federal Government, and other resources/subject matter experts about options available to healthcare providers when there is a scarce resource situation.  WCMPHC Communications plan will be used to manage resource request regionally.  The MNHCC CONOPS provides resources for inter-coalition and statewide communications and collaboration amongst responding coalition partner agencies. The coalition will include partner agencies in planning for indicators, triggers, and response strategies during crisis conditions via representatives on advisory committee. 
[bookmark: _Toc171085656]Planning Resources
MDH has developed strategies for events that overwhelm the healthcare system.  Clinical guidelines to ethically care for patients when a healthcare facility is overwhelmed are available for all regions and facilities to use.  During a disaster, healthcare facilities need to uphold certain standards of care.  
Patient Care Strategies for Scarce Resource Situations 
· A standardized framework to assist Minnesota hospitals, clinics, or primary care settings in determining the best use of specialized equipment and supplies during a public health emergency.  
Pharmaceutical Shortages for MN Hospitals
· Frequently Asked Questions
Pandemic Incident Command Considerations for Health Care Facilities
· Part of the state of Minnesota’s efforts to plan for the possibility of an influenza pandemic.  
Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response
· National guidance in establishing and implementing standards of care that should apply in disaster situations, both naturally occurring and man-made, under conditions of scarce resources


[bookmark: _Evacuation_and_Shelter-in-Place][bookmark: _Toc171085657]Evacuation and Shelter-in-Place Planning
Evacuation of a healthcare facility should be the last option to minimize the disruption to patients/patients, staff, and visitors.  All healthcare facilities should have plans for evacuation as well as plans for shelter-in-place. 7  
[bookmark: _Toc171085658]Purpose
This section supports B.5 Regional Patient Tracking plan. The resources contained within this section are designed to provide resources for healthcare facilities in their evacuation and shelter-in-place planning efforts.
[bookmark: _Toc171085659]Scope
This section is divided into three sections.
1. Decision making – will provide a decision-making tree to assist facilities in determining whether to evacuate or to shelter-in-place.
2. Evacuation – will provide recommendations to support the facility-level evacuation process and identify the coalition's role in such a process.  This section will also highlight the importance of working with local partners.
3. Shelter-in-Place – will provide recommendations to support the facility-level shelter-in-place planning process.  It will discuss how the coalition will support a shelter-in-place response as well as highlight the importance of working with local partners.
[bookmark: _Toc171085660]Planning Assumptions
Utilization of the Hospital Incident Command System (HICS) and the Nursing Home Incident Command System (NHICS) forms and processes will ensure that the facility has the necessary documentation to support the response – including patient tracking.
Planning considerations are provided to assist healthcare facilities in developing their plans and procedures to ensure that patients/patients, visitors, and personnel are safely sheltered in place or evacuated to safety.  This guidance is not intended to provide all the details or resources necessary for facilities to develop their plans, nor is it necessary to address every item that is identified.
Each facility should assess and address the considerations that are essential for a successful evacuation or shelter-in-place response and incorporate these into their plans, such as:
· Working with local EM, law enforcement, fire, and EMS
· Including MOUs with appropriate transportation partners 
If several facilities within the region needed to be evacuated, the HMAC would assist in the coordination of the incident as requested.
The hospitals are equipped with Med Sleds to assist in the evacuation of non-ambulatory patients.  
Individual hospitals can activate their mutual aid agreements with other hospitals in the region for personnel, supplies, and resources as needed.
[bookmark: _Toc171085661]Decision Making
Shelter-In-Place assures the maximal safety of individuals in their present location when the dangers of movement exceed the relative risk from the threat or movement cannot be safely completed in a reasonable timeframe.
Evacuation - movement of patients out of the affected facility when the facility cannot maintain a safe environment of care. Evacuations may be emergent (fire or other immediate life safety threat) or non-emergent (delayed life-safety threat or anticipated evacuation)
The decision-making process can be stressful for staff – having a well-defined process – including triggers, will assist in decreasing the impact on the facility and eliminate any additional. The following is an algorithm designed to assist in the decision-making process regarding evacuation or shelter-in-place: 
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[bookmark: _Toc171085740]Figure 16. Evacuation/Shelter-in-Place Decision Tree
Resources for Decision-Making Regarding Evacuation or Shelter-in-Place
MDH – Should I Stay or Should I Go? (PowerPoint Presentation)
[bookmark: _Toc171085662]Facility Evacuation Planning
In evacuation planning, facilities need to ensure that they have an adequate plan in place prior to an event. 
There are two types of evacuation:
1. Complete evacuation – the complete evacuation of a facility due to an unsafe environment of care – usually will involve facility shutdown actions.
2. Partial evacuation – Evacuation of a subset of facility patients – this may involve patients requiring specialized care that can no longer be safely delivered at the affected facility (intensive care, dialysis).

While evacuation is typically not preferred, there may be times when this option is safest for the patients and staff. Due to the varied abilities of patients, evacuation can be a daunting task without appropriate consideration and planning. To maximize the safety of patients, staff, visitors, and volunteers – plans need to be put into place, exercised, and appropriate memorandums of understanding created prior to the event. 
Prior planning should consider:
How patients will be transported
Who will provide the transportation
What specialty types of vehicles will be needed, and where they will come from
What supplies, food, water, medications, and other physical items will be needed to maintain safety
Identify pre-determined locations for immediate evacuation.  These locations should meet the needs of the evacuees.
Facilities should have more than one location identified – with at least one of the locations being some distance away so it is less likely to be affected by the incident. 

Once the decision is made to evacuate a facility, it is essential that the facility reach out to their local EM as well as the coalition to support the evacuation efforts.  The primary support agencies should be local first. Notifying the coalition about the evacuation early in the process will also ensure quicker support activities, including activation of the HMAC. 
The following is a graphic representation of ‘reverse triage’ for movement out of the facility, then ‘usual triage’ once in staging. Note green patients may be moved by bus or other asset and not an ambulance. This system is designed to ensure that there is no delay in evacuations by evacuating patients that require more resources and staff before evacuating those that require minimal assistance

[bookmark: _Toc171085724]Table 24. Reverse Triage Levels
	Triage Level
	Priority for Evacuation Off Nursing Unit
(REVERSED START PRIORITY)
	Priority for Transfer to Another Healthcare Facility
(TRADITION START PRIORITY)

	RED – STOP
	These patients require maximum assistance to move. In an evacuation, these patients move LAST from the inpatient unit. These patients may require 2-3 staff members to transport. 
	These patients require maximum support to sustain life in an evacuation. These patients move first as transfers from your facility to another healthcare facility. 

	YELLOW – CAUTION
	These patients require some assistance and should be moved SECOND in priority from the inpatient unit. Patients may require wheelchairs or stretchers and 1-2 staff members to transport. 
	These patients will be moved SECOND in priority as transfers from your facility to another facility.

	GREEN – GO 
	These patients require minimal assistance and can be moved FIRST from the unit. Patients are ambulatory and 1 staff member can safely lead several patients who fall into this category into the staging areas.
	These patients will be moved LAST as transfers from your facility to another healthcare facility.



It is recommended that facilities utilize an Evacuation tag system to ensure appropriate tracking.  One such tag is created by Disaster Management System, Inc. and can be used for both hospitals and long-term care:
[image: ]
If a facility is planning on using this type of tag – it is recommended that the facility ensure that they maintain enough tags to evacuate their entire facility with full occupancy as well as have extra tags on hand for any walking wounded, etc.
During an evacuation of a healthcare facility, it is the responsibility of the facility to know where their patients are located. During an evacuation, facilities are required to be accountable for all staff, volunteers, and visitors. The evacuation patient tracking forms can be used to track locations of staff, volunteers, and visitors or the facility can utilize their own formats for tracking staff and visitors. It is recommended that the forms indicate that the individual listed is a staff person, volunteer, or visitor.
Evacuation Patient Tracking Process
1. An incident occurs, and a decision has been made to evacuate.
2. The facility notifies local EM and local support services.
3. The evacuating facility should prepare patients for evacuation and complete the Patient/Resident Evacuation Form (see B.13.4 HICS 260 Patient Evacuation Tracking Form) or EMTALA form if time allows. This form provides more patient-specific detail. The evacuating facility will assign a unique identifier (via a wristband or tags above if available) to the patient prior to transport (can utilize the facility's patient Medical Record Number).  A copy of the patient’s medical record should also be printed and sent with the evacuating patient if available.
4. The evacuating facility should notify the coalition staff for HMAC Activation. 
5. When a patient is received by a transporting unit (EMS or other unit), personnel will document the unique identifier that is attached to the patient (via wristband/tags if available.  Unique identifiers should remain on/with the patient the entire time they are active in the incident. 
6. If a manual patient tracking process is being used, the facility will notate where the patient is being transferred to and how they are being transferred. 
7. If the facility wants the evacuation to be tracked via the MNTrac database – the tracking process should include the use of Master Patient tracking form.  (See B.5 Regional Patient Tracking Plan) 
8. The patient will be transferred to a receiving facility. This may occur via EMS, private vehicle, private ambulance, or other vehicles as necessary.  
9. Upon receipt of the patient, the patient-receiving facility intake staff will ensure they have the minimum data elements outlined in B.5 Regional Patient Tracking Plan. 
10. The receiving facility will be asked to complete the bottom section of the EMTALA form or Resident transfer form (which verifies that the patient has been received and that the receiving facility is considered the primary care provider at that time).  The receiving facility will then fax back a copy of the Resident transfer form or EMTALA form to provide proof of arrival and care status.
11. If a patient is being transferred out to another facility, ensure the patient maintains their unique identifier and records in their file and profile on the patient tracking database when and where they are being sent. Ensure the patients’ receiving facility is provided with the appropriate information and unique identifier.
12. Upon receipt of a transferred patient, intake the patient as you would above. If a profile has already been created in the MNTrac patient tracking database, update that information with all relevant information. WCMHPC will follow up with patient-accepting facilities to make sure they are invited to and can participate in the patient tracking process on MNTrac.
13. If a patient is being discharged, ensure that their file and profile are updated appropriately.


Resources for Hospitals in Evacuation Planning and Response
California Hospital Evacuation Plan Checklist
Hospital Evacuation Job Aid
Hospital Repopulation After Evacuation Guidelines and Checklist

Resources for Long-Term Care in Evacuation Planning and Response
NHICS Incident Response Guide for Evacuation
MDH
· Appendix I Evacuation Checklists
· Long-Term Care Toolkit – Appendix J: Evacuation Transportation
· Long Term Care Preparedness Toolkit

*NOTE: The Coalition has a small cache of evacuation tags available upon request. 
[bookmark: _Toc171085663]Shelter-in-Place Planning
In certain situations, such as a tornado or chemical incident, your facility may be better off to stay and shelter in place. In an emergency, your facility may be without telephone or other communications, electric power, or water and sewer service for several days. The facility must be able to operate for at least 72 hours without outside assistance. 
Your plan should include provisions for resident care (monitoring of medical conditions), facility safety and security, food, water, medications, contact with first responders (EM, fire, police, EMS, etc.), public health, transportation, staff, lighting, temperature control, waste disposal, and medical supplies. 
The sheltering-in-place plan is not specific to the event requiring sheltering; instead, the plan should contain the following: 
Plan in place describing how three days of non-perishable meals are kept on hand for patients and staff. The Plan should include special dietary requirements. 
Plan in place describing how 72 hours of potable water is stored and available to patients and staff.
Plan in place identifying 72 hours of necessary medications that are stored at the facility and how necessary temperature control and security requirements will be met. 
Plan in place to identify staff that will care for the patients during the event including any transportation needs that the staff might have and how the facility will meet those needs. 
Plan in place of an alternative power source, such as an on-site generator, and describe how 72 hours of fuel will be maintained and stored. An alternate power source plan provides for the necessary testing of the generator. 
Plan in place describing how the facility will dispose of or store waste and biological waste until normal waste removal is restored. 
Emergency Communications Plan in place, such as for cell phones, handheld radios, pagers, satellite phones, laptop computers for instant messaging, runners, etc.
Planning considerations are given to the needs of patients, such as dialysis patients.
Planning considerations are given to patients on oxygen.
Planning considerations are given to patients using durable medical equipment such as masks, nasal cannulas, colostomy equipment, g-tube, etc.

Resources for Hospitals in Shelter-in-Place Planning and Response
California Hospital Association- Hospital Shelter-in-Place Planning
Resources for Long Term Care in Shelter-in-Place Planning and Response
NHICS Incident Response Guide for Sheltering-in-Place
MDH – Appendix H: Facility Shelter-in-Place and Response Items

Note – the coalition has a small cache of evacuation tags available upon request.


[bookmark: _Toc171085664]MN Responds Volunteer Workforce Plan
[bookmark: _Toc171085665]Program Overview
Mission
The WC Region MN Responds MRC is a partnership that integrates local, regional, and statewide volunteer programs to assist our public health and healthcare systems during a disaster.  It is part of a national initiative to coordinate and mobilize health volunteers to respond to emergent incidents, ongoing public and community health events, and exercises.  
The Unit will recruit, organize, train, deploy, and debrief these vetted volunteers.  Volunteers may be of medical or non-medical backgrounds who agree to contribute their skills and expertise in response to emergent incidents and events.  Local and regional administrators and coordinators will be able to assist in achieving a prepared volunteer base.
Goals and Objectives
The goals and objectives of the Unit are as follows:
· To foster a culture of acceptance and recognition of the value of volunteers.
· To train, exercise and evaluate a volunteer unit able to provide a coordinated public health response.
· To assist in strengthening the public health infrastructure.
· To provide volunteers with a wide base of skills and experiences.
· To provide opportunities to assist with non-emergency public health or community initiatives.

Roles and Responsibilities
The WC MN Responds MRC Unit (herein referred to as Unit) is facilitated as joint unit directors by each of the 3 Community Health Boards (CHBs) within the region: Clay–Wilkin, Horizon (Douglas, Pope, Stevens Traverse Grant), and Otter Tail.  The fiscal host for the Unit is CentraCare, based in St. Cloud, with monies divided between the CHBs with the understanding that utilization is done collaboratively. 
· Each county entity will maintain a local administrator/coordinator to facilitate the county’s MN Responds unit.
· Each CHB will have a designee to the regional work group and request input from all county programs within the CHB.
· Specific roles and responsibilities for each level are listed in the attachments.
· Contact information is listed in the attachments.

MN Responds is the statewide initiative to pre-register, credential, and train volunteers.  MDH maintains the website www.mnresponds.org.  It provides support, guidance, and training for county and regional program administrators.  It provides the credential check for medically licensed volunteers.
The Unit is registered with both MDH and the United States Office of the Surgeon General as the WC MN Responds MRC.
Legal Authority
Attachments address some of the legal protection issues in more detail.  
· Each county accepts responsibility for the volunteers deployed within their county.  
· The state assumes responsibility for those requested on the state’s behalf.

Activation Authority
Volunteer notification and activation will occur when the county identifies the need for volunteers to respond.  This will occur by:
· Following NIMS and Incident Command Structure (ICS).
· Being consistent with the county’s public health and emergency plans.
· Deployment is to be done by the local administrator/coordinator or designee.  
· Following deployment procedures.  
· Healthcare entities accessing volunteers must coordinate through appropriate ICS.

Volunteers may also be requested by other counties within the Unit.  These would be requested through the Multi-Agency Coordination Center.  WC coordinators do have access to each other’s county units to serve as redundant coordinators.  Requests for volunteers at the state level may come through either the MACC or directly to the local county to request interested volunteers.
[bookmark: _Toc171085666]Volunteer Relations
Guiding Principles
The WC Region MN Responds/MRC follows these guiding principles in regard to volunteers:
· We treat all people, volunteers, clients, and co-workers with respect and dignity in all situations. 
· We honor the commitment of our volunteers who contribute their time and skills to the MR while staying prepared through ongoing trainings. 
· We will communicate clearly and consistently with MRC volunteers. 
· We value and encourage input from volunteers. 
· No volunteer will be asked to perform beyond the scope of his or her licensure, credentials, training, or comfort level. 
· We work to ensure that no member will knowingly be placed at risk during training or deployment.
· We provide volunteers with the option of refusing an assignment for any reason.
· We believe that a response to disasters outside of their community and region is voluntary. 
· We ask that no member will self-deploy. The Unit Coordinator will activate its volunteers.   
· We consistently seek inclusion of residents across all demographics in order to ensure a balanced representation of all the citizens in the county. 
· Roles and responsibilities depend on the member’s physical ability, interest, training, and expertise.  All service is voluntary.  

Recruitment
The Unit strives to recruit individuals who have a vested interest in assisting with emergencies.  Volunteers are not limited to those with healthcare backgrounds.    Some ideas may be as follows:
· Placing materials in healthcare facilities.
· Educational sessions.
· Recruitment during training and exercises.
· Media relations: papers, radio, social networking, web-based information.
· Displays at health fairs, community events, etc.

Orientation
· Accepted volunteers will receive either a letter or email acknowledging acceptance.  A sample letter is found in the attachments.
· Online orientation will be encouraged.  If unable to access by volunteer, the county will make arrangements for orientation to be viewed at the county setting.
· Orientation materials will include online training suggestions, personal preparedness materials, MRC Core Competency materials, and others.  
· New volunteers will be encouraged to make themselves and family ready for deployment by making personal emergency plans, go kits, and gather more information.
· Materials are also found in the attachments.

Training and Exercising
· The unit volunteer training plan is shared with all volunteers.
· Volunteers are encouraged to track trainings within the MN Responds system as well as MN Train.
· Classroom trainings will occur at a minimum of twice a year.  They may include topics other than a basic orientation.
· Volunteers will be notified of local Psychological First Aid trainings.
· Volunteers will be encouraged to keep CPR/First Aid certification up to date.
· Volunteer will be notified when there is a role to participate in exercises.
· Attachments identify materials supporting training.

Newsletters
· Quarterly newsletters will be sent to volunteers.

Profiles and Credentialing
· Volunteers will be encouraged to update their profiles routinely.
· Badging procedures will follow the MDH guidelines.
· Photo badging of volunteers will take place by the local county.   Attached is a draft photo consent.
[bookmark: _Toc171085667]Utilization of Volunteers
The WC MN Responds/MRC volunteers are to be used predominately to deepen the infrastructure of LPH health activities.  These may or may not be of an emergent nature.
Non-emergent activation may include:
· Vaccination clinics
· Public Health promotions and education events
· Health screenings
· Exercises


Deployment
· Deployment requests will be recorded in detail on the Volunteer Mission Request Form.
· Activation authority will be followed.
· Just-in-time training will be clarified.
· Communications with volunteers will be clear, concise, accurate and contain contact information.
· Demobilization will be addressed shortly after activation.
· Debriefing and follow up resources or referrals will be offered for volunteers.

Scheduling, tracking and other administrative tools are located in the attachment sections.
[bookmark: _Toc171085668]Administrative Duties
Counties involved will maintain accountability for the local and regional WC MN Responds/MRC program.  These duties include the roles and responsibilities outlined in the attachments.
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[bookmark: _Toc171085670]Purpose
The purpose of this document is to outline the role of the WCMHPC in response to a mass fatality incident (MFI) as well as to discuss the FRC.  This chapter also provides guidance to the WCMHPC members and partners for their planning purposes.  
A key point in this section is the need to collaborate with local partners.  EM has plans in place to support these instances.  Healthcare needs to work with their local Emergency Manager to ensure that facility plans align with local/county plans.  
[bookmark: _Toc171085671]Fatality Management Operations
· Local EM is responsible for Fatality Management Operations.  
· Fatality Management Operations will occur in accordance with local EOPs and contracts with the local Medical Examiners and/or Coroners. Refer to local EOPs for details.  
· The Coroner or Medical Examiner must be notified of any death where the cause of death is other than natural (i.e., accident, homicide, and suicide).  Minnesota state statutes list additional circumstances when the county coroner or medical examiner must be notified (Refer to Minnesota Statutes Section 390.11, Subdivision 1. Reports of death. “All sudden or unexpected deaths and all deaths that may be due entirely or in part to any factor other than natural disease processes must be promptly reported to the coroner or medical examiner for evaluation. Sufficient information must be provided to the coroner or medical examiner.”)
· MFI is an EM term used to identify an incident involving more dead bodies and/or body parts that can be located, identified, and processed for final disposition by available response resources.
· At any time, the counties can request assistance from The Minnesota Office of the State Medical Examiner. 
· The State Funeral Directors Association may also provide needed supplies, equipment, vehicles, and personnel. If called upon, the State Funeral Directors Association staff are there to assist the Medical Examiner only; they do not work under any local response agency.
· The WC Region may be activated to assist with the response (see B.13.6 HMAC Job Aids and Position Descriptions).
[bookmark: _Toc171085672]Roles of the RHPC in Fatality Management
· Assist WCMHPC members in Fatality Management Operations
· Anticipate storage needs for a surge of human remains
· Guide development of hospital mass fatality plans.  
· Components for information related to hospital-based fatality management operations.
· Procure mortuary storage equipment
· Family Assistance Center (FAC)
· An FAC may be setup to provide for the support of family members.  Local EM are the lead agencies for a FAC, which may include working with other partners such as LPH and/or HHS.
· The RHPC (or the WC HMAC) may assist with the FAC by providing situational awareness, communications, or other support.
· Mental and Behavioral Health Support 
· Mental Health and Behavioral Health are available to the WCMHPC members. The RHPC can assist with requesting these resources.   
· For resources – refer to Mental Health and Well-being - MN Dept. of Health (state.mn.us)
[bookmark: _Toc171085673]WCMHPC Fatality Plan Components
Process for Identification of Remains
· To the extent possible, remains and associated personal effects should be identified.  
· When identification is not possible, a good augmentation plan ensures a unique designation is assigned to each body and/or body part.  This system of designation should also be used for personal effects; effects and remains are given the same number only when it is certain the remains and effects are associated with each other. 
· When multiple remains are involved, articles of identification are not to be removed from the body until an alternative method (toe tag, etc.) has been attached to that body.
· In some circumstances, the augmentation plan may need to provide a place for next of kin to identify the remains.  This space should not have multiple bodies in it during the identification; it should provide privacy for family members to view the remains.  
Security 
· The remains and the personal effects must be kept secure while in the custody of the medical facility.  Existing morgues may be adequate.  If not, plans should reflect alternative locations and methods of providing security. 
· Plans must clearly spell out when and to whom remains and personal effects can be released.  When the death is not a coroner’s case, it will probably be appropriate to release the personal property of the deceased to the next of kin.  For coroner’s cases, all personal property must be given to the coroner/medical examiner, who will arrange for its return to appropriate members of the family.  
· Logs and other forms will be helpful in keeping track of which remains are in custody, where the remains are located, and when remains have been released to the custody of another.  
Coordination
· During an MFI, coordination could be required among several agencies, organizations, and individuals.  Example include:
· Office of the coroner/medical examiner. 
· Law enforcement agencies.
· EMS.
· Physicians who have cared for the deceased in the past. 
· Government representatives (city, county, state, federal).
· Members of the family of the deceased.
· Mortuaries.
· Media Volunteer organizations.
Storage
· Respect: Remains and personal effects must be kept in ways that provide security, dignity, and safety.  Remains should be stored in ways that do not have an adverse effect on identification, post-mortem examination, or rituals and religious services for the deceased.   
· Body bags or pouches: Vinyl or plastic pouches provide a barrier between the body and hospital / mortuary personnel and are recommended when the cause of death is an infectious disease.  In traumatic or disfiguring deaths, pouches facilitate storage and transfer.  When several bodies are present in one location, pouches offer a degree of privacy and a sense of dignity.  
· Climate: Temperature controls are an important consideration when choosing a storage facility.  Ideally, human remains should be stored between 38 and 42 degrees Fahrenheit.  This slows changes to the body that affect the outcomes of medico-legal investigations, post-mortem examinations, and embalming/restoration (if this option is selected by family members).  
· Freezing.  Freezing distorts the physical appearance of the body, requires a thawing period before certain examinations and procedures can be completed, and causes inter-cellular damage and changes to tissue color.  These may compromise subsequent exams, interpretations of injuries, and embalming/restorative efforts.  In limited circumstances, freezing may be required to stop post-mortem changes and allow certain procedures to be performed (e.g., jaw bone removal to assist in identification).  Freezing may be considered when bodies have been dead for a considerable time, and extensive decomposition (without mummification) has taken place, such as if a body has been submerged in water for several days.  
· Stacking: Stacking of bodies must be avoided.  Stacking shows a lack of respect for the people who have died; it can cause distortion of features (which makes identification and restoration more difficult), and it is harder to access and move bodies that have been stacked.  Shelves or racks increase the number of bodies that can be stored per square foot of floor space in a temperature-controlled room or container.
[bookmark: _Toc171085674]Special Considerations in Managing Fatalities
Religious and cultural practices that follow death should be considered when possible.  Working with SMEs is very important.  Some examples to consider:
· For practicing Muslims – burials must occur within 24 hours of death.  When this is not possible due to the chaos of the situation, an increase in anxiety and stressors for the families is expected. 
· Some cultures view cremation as taboo – there are some instances – for example, highly infectious diseases that require the bodies to be cremated.  Working with religious leaders will help decrease the angst in the community.
· The practice of family members dying alone occurred during the COVID-19 response due to isolation and quarantine practices. To some, dying alone is considered a “bad” death.”
[bookmark: _Toc171085675]Family Reunification Center
It is recommended that all hospitals have a plan in place to manage a surge of concerned family members, guardians, and friends that may present following a disaster, especially if large numbers of unaccompanied pediatric patients could be involved in the event. The number of family members presenting to the hospital can overwhelm hospital lobbies and other care areas and, as a result, adversely affect clinical operations. 
FRCs provide a location for families and others to gather while awaiting news.  Hospitals/healthcare should work with their local emergency managers to establish the Reunification Center.  A Reunification Center may work in conjunction with the FAC. Family reunification efforts are coordinated at the local level via LPH and local EM.
The FRC is meant to: 
· Provide a private and secure place for families to gather, receive, and provide information regarding children and other loved ones who may have been involved in the incident. 
· Provide a secure area for these families away from the media and curiosity seekers. 
· Facilitate efficient information sharing among hospitals and other response partners to support family reunification. 
· Identify and support the psychosocial, spiritual, informational, medical, and logistical needs of family members to the best of the hospital’s ability. 
· Coordinate death notifications when necessary. 

Considerations in FRC locations:
· Locate the HFRC away from the hospital Emergency Department and media staging location.
· Ensure there is sufficient space to accommodate many individuals. 
· Adequate space facilitates communication between designated hospital personnel and family members. 
· Provide nearby access to smaller rooms that may be used for confidential discussions, notifications, and provision of other support. 
· Distraught family members may need additional space; alcoves or additional rooms may help both psychologically and with security. 
· Ensure the space has an area for food and beverage. 
· Ensure restrooms are easily accessible. 
· Ensure the space is accessible to patients and family members with considerations for AFN.
· Access to the FRC can be controlled, and security can be assured within the site. 

Equipment, Supplies, and Resources for the FRC include:
· Multiple computers with Internet access. (Paper backups of digital forms should, of course, be available as well.) Templates should permit families to input as much detail as possible regarding their loved ones, including information that would be used for parent/child verification.* 
· A mechanism to upload photos of the loved ones to assist with the reunification process.*
· Sign-in–sign-out sheets for those presenting at the HFRC, with name, contact number, and time of sign-in–sign-out for tracking purposes. 
· Access to appropriate support assistance and resources (e.g., psychological or spiritual support). 
· Phone chargers with multiple kinds of plugs. 
· Posted contact information for any available community disaster resources and information. 
· Toileting and sanitation, including diaper-changing area. 
· The ability to acquire food and drink. 
· Chairs and tables. 
· Writing utensils/paper/clipboards.
· Language interpreters. 

[bookmark: _Burn_Surge_Annex][bookmark: _Pediatric_Surge_Annex][bookmark: _Handling_of_Solid]*Privacy rules, including the HIPAA of 1996, apply to information collected; consult the hospital’s Privacy Office or legal counsel regarding the collection and storage of this information.
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C.1 [bookmark: _Toc171085692]Demobilization
As the response comes to an end, the HMAC, in collaboration with supported organizations and MDH, if activated, will determine the need to demobilize the HMAC.  Demobilization may occur in a tiered fashion as certain functions/organizations return to normal operations or all at once.  Intentions to demobilize should be communicated to all applicable stakeholders. Notification of demobilization may occur via MNTrac or email.
The HMAC members, in collaboration with partners, should consider the following criteria when determining the need to demobilize the HMAC:
Projected end of an outbreak.
Ability to provide inpatient care without surge activities.
Ability to provide emergency services without surge activities.
Resumption of normal operations is imminent/completed.
Ability to provide emergency services without mutual aid (EMS).

Planning for demobilization shall be considered throughout the HMAC activation period.  If the HMAC is set up at a remote location, the demobilization process will include returning all supplies and equipment and returning the office space/location to pre-event status.  All paperwork created in the response process will be collected, collated, and reviewed for inclusion in the AAR.  Copies of paperwork that identify any expenses incurred, such as resource allocation, time sheets, and receipts, will be shared with the local emergency manager in the affected county (if the local EOC is activated).  
All paperwork collected will be scanned and saved in an electronic file labeled for the event.  
An after-action review will be conducted to identify what went well and opportunities for improvement. The HMAC staff will create a Survey Monkey survey to gather feedback from all participants and incorporate the data collected in the regional AAR.  At the facility level, participants in the activity will complete an individual evaluation and submit the same to the facility emergency preparedness representative. The facilitator will compile the information obtained from the individual participants and submit a report via SurveyMonkey and be prepared to discuss the same during the face-to-face After-Action meeting.  Facilities impacted are asked to create their own facility-based AAR and provide a copy to the region.

C.2 [bookmark: _Toc171085693]Recovery/Return to Pre-Disaster State
Healthcare facilities and the coalition must work together to restore the regional healthcare delivery system quickly to meet the needs of the public.  Individual healthcare facilities are required to have an emergency operation plan with an accompanying continuity of operations plan.  
The role of the coalition in response depends on the size and scope of the disaster.  The coalition may:
· Facilitate communication with regional and state partners.
· EMS assistance with transportation coordination
· Communicating diversion and capacity to EMS providers
· Share resources to aid in the recovery process
· Work with local EM officials, as necessary
· Aid in the regional patient tracking process
· Restore the regional cache as applicable to ensure its availability for future responses.
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[bookmark: _Toc171085694]Administrative Support
The WCMHPC Regional Staff are responsible for managing and maintaining the Organizational and Emergency Operations Plan, along with its associated appendices and annexes. These documents will be reviewed and updated, as needed, annually, or as needed related to lessons learned or updated guidance/principles. The review of the Response Plan, specifically, will be conducted during the first quarter of each grant period. Utilizing lessons learned in responses and training as well as adapting to ASPR grant guidelines, any changes to the plan will require the approval of the coalition advisory committee.  All revisions and changes will be tracked utilizing the table at the beginning of this document. The plan will be distributed to all members as well as be posted on the coalition website.
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[bookmark: _Toc171085696]24/7 Emergency Contact
The 24/7 Emergency contact phone is housed at Saint Cloud Hospital and is answered 24 hours a day.  
The number is (320) 654-2720.
[bookmark: _Toc171085697]Regional Contacts
	HPP Leadership

	Name
	Position
	Email
	Phone number

	Shawn Stoen
	Program Manager
	Shawn.stoen@centracare.com
	320-760-3513
320-654-2720 (24/7 number)

	Cheyenne Orcutt
	Director of Emergency Preparedness
	orcuttc@centracare.com
	320-251-2700 
Ext. 70837

	Phil Luitjens
	VP of Acute Care
	juitjensp@centracare.com
	320-251-2700 
Ext. 54248

	HCC Staff

	Michelle Reents
	WC RHPC
	michelle.reents@centracare.com
	320-424-0177

	David Miller
	Exercise & Training Coord
	millerdave@centracare.com
	320-251-2700 
Ext. 53045

	Katrina Hennen
	Central RHPC
	hennenkat@centracare.com
	320-292-6036

	Amy Card
	Northwest RHPC
	amy.card@sanfordhealth.org
	218-333-5918

	West Central EMS

	Mark McCabe
	Executive Director
	wcmnems@gctel.com
	320-760-1596

	West Central Public Health Preparedness Consultant

	Michelle Moritz
	PHPC
	Michelle.moritz@state.mn.us
	


[bookmark: _Toc171085698]Hazardous Waste Contacts
· County Hazardous Waste Offices
· West Central Region:
· Clay County: 218-299-5077
· Douglas County: 320-763-9340
· Grant County: 218-685-8225
· Otter Tail County: 218-998-8909
· Pope County: 320-763-9340
· Stevens County: 320-208-6558
· Traverse County: 320-422-7726
· Wilkin County: 218-643-5815
· Metro Region
· Anoka County: 763-422-7093
· Carver County: 952-361-1800
· Dakota County: 952-891-7557
· Hennepin County: 612-348-3777
· Ramsey County: 651-266-1199
· Scott County: 952-496-8177
· Washington County: 651-430-6655
· Minnesota Pollution Control Agency
· Toll-free: 800-657-3864
· Brainerd: 218-828-2492
· Detroit Lakes: 218-847-1519
· Duluth: 218-723-4660
· Mankato: 507-389-5977
· Marshall: 507-537-7146
· Rochester: 507-285-7343
· St. Paul: 651-296-6300
· Willmar: 320-214-3786


[bookmark: _Toc171085699]Acronyms and Abbreviations
	Acronym/Abbreviation
	Definition

	AAR
	After-Action Report

	ABLS
	Advanced Burn Life Support

	ACHC
	Accreditation Commission for Health Care

	ACS
	Alternate Care Site

	ADA
	Americans with Disabilities Act

	AFN
	Access and Functional Needs

	ALS
	Advanced Life Support

	ARMER
	Allied Radio Matrix for Emergency Response

	ARS
	Acute Radiation Syndrome

	ASPR
	Administration for Strategic Preparedness and Response

	BLS
	Basic Life Support

	C4
	Statewide Healthcare Coordination Center – Critical Care Coordination Center

	CACS
	Community-Based Alternate Care Sites

	CBRNE
	Chemical, Biological, Radiological, Nuclear, and high yield Explosives

	CDC
	Centers for Disease Control and Prevention

	CHB
	Community Health Board

	CI
	Critical infrastructure

	CLIA
	Clinical Laboratory Improvement Amendments

	CMHPC
	Central Minnesota Health Preparedness Coalition

	CMS
	Centers for Medicare and Medical Services

	CRT
	Coalition Response Team

	DOC
	Department Operations Center

	DOT
	Department of Transportation

	EAST
	Exposure and Symptom Triage

	EEI
	Essential elements of information

	EM
	Emergency management

	EMS
	Emergency medical services

	EMSRB
	Emergency Medical Service Regulatory Board

	EMTALA
	Emergency Medical Treatment and Labor Act

	EOC
	Emergency operations center

	EOP
	Emergency operations plan

	EPA
	Environmental Protection Agency

	EPR
	Emergency Preparedness and Response

	FAC
	Family Assistance Center

	FDA
	Federal Drug Administration

	FEMA
	Federal Emergency Management Agency

	FRC
	Family Reunification Center

	FRMAC
	Federal Radiological Monitoring and Assessment Center

	GETS
	Government Emergency Telecommunications Service

	GLHP
	Great Lakes Healthcare Partnership

	HACS
	Hospital-Based Alternate Care Sites

	HAN
	Health Alert Network

	HCMC
	Hennepin County Medical Center

	HEPA
	High Efficiency Particulate Air (Filter)

	HERT
	Hospital Emergency Response Team

	HFAP
	Healthcare Facilities Accreditation Program

	HHS
	Department of Health and Human Services

	HICS
	Hospital Incident Command System

	HIPAA
	Health Insurance Portability and Accountability Act

	HMAC
	Healthcare Multi-Agency Coordination

	HMR
	Hazardous Materials Regulation

	HPP
	Hospital Preparedness Program

	HVA
	Hazard Vulnerability Analysis

	ICU
	Intensive Care Unit

	IDEPC
	Infectious Disease, Epidemiology, Prevention, and Control Division

	INES
	International Nuclear and Radiological Event Scale

	IP
	Improvement Plan

	IPP
	Integrated Preparedness Plan

	KR
	Key Resources

	LPH
	Local public health

	MAC
	Multi-agency coordination center

	MCM
	Medical Countermeasures

	MDH
	Minnesota Department of Health

	MEDSS
	Minnesota Electronic Disease Surveillance System

	MFI
	Mass fatality incident

	MNHCC
	Minnesota Healthcare Coalition Collaborative

	MN-MMT
	Minnesota Mobile Medical Team

	MNTrac
	Minnesota System for Tracking Resources, Alerts, and Communication

	MOA
	Memorandum of Agreement

	MOU
	Memorandum of Understanding

	MRC
	Medical Reserve Corps

	MREV
	Minnesota Radiation Emergency Volunteers

	NDMS
	National Disaster Medical System

	NHICS
	Nursing Home Incident Command System

	NIMS
	National Incident Management System

	NRC
	Nuclear Regulatory Commission

	OSHA
	Occupational Safety and Health Administration

	PAPR
	Powered Air Purifying Respirator

	PHI
	Protected Health Information

	PHPC
	Public Health Preparedness Consultant

	PHS
	Public Health Service

	PIO
	Public Information Officer

	POD
	Point of Dispensing

	POTS
	Plain Old Telephone Service

	PPE
	Personal protective equipment

	PSAP
	Public Safety Answering Point

	PUI
	Patient Under Investigation

	RCRA
	Resource Conservation and Recovery Act

	RDD
	Radiological Dispersal Device

	RED
	Radiation Exposure Device

	REMM
	Radiation Emergency Medical Management

	RHPC
	Regional Health Care Preparedness Coordinator

	RITN
	Radiation Injury Treatment Network

	RMOCC
	Region Medical Operations Coordination Cell

	SCCM
	Society of Critical Care Medicine

	SCH
	St. Cloud Hospital

	SCPC
	State Coordinating Pediatric Trauma Center

	SHCC
	Statewide Healthcare Coordination Center

	SME
	Subject matter expert

	SNF
	Skilled nursing facility

	TJC
	The Joint Commission

	UN
	United Nations

	VOAD
	Volunteer Organization Active in Disasters

	VPN
	Virtual Private Network

	WC
	West Central

	WCHMAC
	West Central Health Multi-Agency Coordination Center

	WCMHPC
	West Central Minnesota Healthcare Preparedness Coalition

	WHO
	World Health Organization

	WPS
	Wireless Priority Service
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	Term
	Definition

	Access and Functional Needs
	People with physical, developmental, or intellectual disabilities that may interfere with their ability to access or receive medical care before, during, or after a disaster or emergency. Irrespective of specific diagnosis, status, or label, the term “AFN” is a broad set of common, crosscutting, access, and function-based needs.

Access-based needs require ensuring that resources are accessible to all individuals, such as social services, accommodations, information, transportation, medications to maintain health, and so on.

Function-based needs refer to restrictions or limitations an individual may have that requires assistance before, during, and/or after a disaster or public health emergency.

Included in this group are people who are physically or mentally disabled (e.g. blind, deaf, hard of hearing, have learning disabilities, mental illness or mobility limitations), people with limited English language skills, geographically or culturally isolated people, homeless people, senior citizens, and children

	After Action Report
	A summary document of the strengths and opportunities for improvement of an exercise or significant incident delineating specific improvement actions and responsibilities.

	After Action Review
	A formal and documented debriefing of response actions that occurred during an emergency exercise or a significant incident. A facilitator in a sequential fashion to capture the strengths and areas for improvement from the involved departments/agencies/organizations coordinates the discussions. The comments from the review are incorporated into the AAR.

	Clinical & Business Continuity
	The ability of a healthcare organization to provide clinical services and support for its customers and to maintain its viability before, during, and after an incident.

	“Closed” Status
	“Closed” refers to hospitals that are unable to accept ambulance patients because patient care demands in the emergency department or in-house exceed available resources. In the case of trauma-receiving hospitals, closed status may also apply to the lack of available surgical resources for major trauma.

	Communities Most Impacted by Disasters
	Per the 2024 NOFO, ASPR defines “communities most impacted by disasters” as being inclusive of the following:
· At-Risk Individuals, including children, pregnant individuals, older adults, individuals with disabilities, or others who may have access and functional needs in the event of an emergency, such as those with chronic physical or behavioral health conditions or immunocompromised individuals. Individuals may also be at risk due to their geographic location and/or limited access to health care, such as those in rural, frontier, or otherwise isolated areas.
· Individuals and groups who may be at risk due to the specific risk profile of a disaster or emergency.
· Populations experiencing structural inequities, which include historically and currently marginalized communities.
· Other populations disproportionately impacted by disasters in your jurisdiction, identified through data collection or assessments. 

	Continuity of Operations
	Ensuring Primary Mission Critical Functions continue to be performed during an emergency or disaster incident.

	Disaster
	A type of incident that, due to its complexity, scope, or duration, threatens a Work Area or the organization’s capabilities and requires assistance beyond what is routinely and readily available to sustain patient care, safety, or security functions. A disaster requires activation of an organizational coordination center or community EOC to coordinate response or recovery activities.  

	Emergency
	An unexpected or sudden incident that significantly disrupts a department/organization’s ability to perform its primary mission but is manageable with routinely and readily available resources.  An emergency does not require activation of an organizational coordination center/operations center or community EOC to coordinate response and recovery activities.

	Essential Supporting Activities (ESA)
	Enablers/actions that make it possible for the healthcare sector to perform its essential services. ESA might be essential or deferrable.

	Diversion
	The re-direction of an ambulance from the intended receiving facility to an alternate receiving facility due to the critical condition of the patient, extreme environmental conditions, disaster, or due to a temporary lack of critical resources at the facility.

	Foundational Dependencies
	A system of critical non-medical elements that are considered essential infrastructure.

	Health Equity
	The CDC defines Health Equity as the state in which everyone has a fair and just opportunity to attain their highest level of health. Achieving this requires focused and ongoing societal efforts to address historical and contemporary injustices; overcome economic, social, and other obstacles to health and healthcare; and eliminate preventable health disparities

	Hospital
	All hospitals within the WC region including:
· Alomere Health
· Glacial Ridge Health System
· Lake Region Health
· Perham Health
· Prairie Ridge Health
· St. Francis Health
· Sanford Health – Wheaton
· Stevens Community Medical Center

	Hospital Resource Tracking System (MNTrac)
	The internet-based hospital tracking system used in the region for entering and monitoring hospital open, divert, and closed status and for bed availability.

	Mission Critical Function
	Any process necessary for the department to achieve its primary purpose (e.g., registration, billing); Service Level (e.g., Department, Division); Defined through Business Impact Assessment (BIA) Note: A non-essential service will have mission critical functions.

	Multi-Agency Coordination Center
	In the event of an emergency the WCMHPC will activate the MACC to facilitate situational awareness, patient tracking, resource matching, communications, and coordination among regional healthcare providers and partner agencies.

	“Open” Status
	“Open" refers to hospitals that are able to accept all categories and types of patients brought by ambulance to their emergency department.

	Patient
	An individual who requires assessment and/or treatment because of their involvement in an incident as defined by local plans

	Patient Tracking
	The process for documenting and following information about a patient including the patient’s physical location and other limited information about the patient such as condition, disposition, and patient identifying information.

	Special Medical Needs
	A person with medical special needs includes someone who:
· would need assistance during evacuation and sheltering because of physical or mental disabilities  
· requires the level of care and resources beyond the basic first aid level of care that is available in the shelters for the general populations

	Unusual Conditions
	Heavy snow, ice storms, tornadoes, civil unrest, or other unusual conditions may prevent ambulance crews from transporting patients to their hospital of choice. The ambulance service supervisor will initially authorize ambulance crews to transport patients to the closest appropriate hospital or stand-alone ED.
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Surge planning incorporates processes that expand on the Immediate Bed Availability (IBA) by opening 20% of the facilities staffed beds by re-distribution of low acuity patients to other hospitals, long term care, and home health.  Assessment of the existing patient population to ensure that the appropriate level of care is available can include, movement of lower acuity patients to other appropriate beds or facilities to make room for those needing higher acuity care. This assessment may also identify patients that are candidates for early discharge to home.  The ability for a hospital to decompress is essential during times of increased hospitalizations related to surge events and pandemic situations.



[bookmark: _Toc51936331]Purpose

This guide will provide facilities tools and resources to use in planning for appropriate patient movement decisions during non-emergent events such as pandemic. The purpose of this guide is to discuss the patient movement activities that occur between healthcare facilities, specifically ways to increase Intensive Care (ICU) capacity by decompression the exchange of patients. The guide can be used by the facilities, systems, and healthcare coalitions to aide in the decision-making processes needed to fulfill patient exchange practices at the local and regional level.


Initially, a healthcare facility should have the capability to support a surge of patients without outside assistance by activating their internal medical surge plans. If a facility finds that their resources are becoming overwhelmed, they may reach out to other hospitals within their healthcare system or other local facilities or by contacting predetermined mutual aid partners for assistance. In certain situations, there may be a need for the patient movement to occur outside of a facility’s normal transfer pattern or referral area. 



There are four levels of Patient Movement:

[bookmark: _Toc51936332]Levels of Patient Movement

· Local Level

· Utilization of Mutual Aid agreements and partnerships with local Emergency Medical Services to handle most of the patient movement.

· Regional Level

· Utilization of the Healthcare Coalition Regional plans/processes to coordinate patient movement to include:

· Activation of Regional Mutual Aid agreements

· Cross border/cross regional cooperation

· Utilization of the MNTrac program to identify locations with bed availability including sending out regional bed availability alerts. 

· State Level

· When local and regional activities are overwhelmed or more resources are required, the State may consider:

· Activation of the Statewide Healthcare Coordination Center

· Statewide Healthcare Coordination Center Critical Care Coordination Center (C4)   

· See attachments

· Activation of the Emergency Management Assistance Compact (EMAC) to enlist the assistance of neighboring states.

· Request Federal assistance

· Federal Level

· When all local, regional, and state assets are overwhelmed or the State identify that resources are exhausted, the State my reach out to the federal partners for assistance.



[bookmark: _Toc51936333]Assumptions

· The term ‘patient’, for the purposes of this guidebook, is defined as an individual who requires health care. This may include individuals who are sick, injured or wounded, and those with special medical needs. 

· During mass casualty incidents, local jurisdictions will follow existing comprehensive emergency management plans, and healthcare facilities’ existing surge and evacuation plans.

· Patient Coordination refers to conducting situational assessment and coordinating the placement of patients in an appropriate facility, based on their level of acuity and needs.

· As with any response, the patient movement process should start at the local level.  If local-level facilities are unable to find a facility to accept patients, then they can reach out to the region for guidance.

· All healthcare facilities will do what is best to maximize their care and determine their triggers based on capability. (e.g.)

· Unexpected or overwhelming number of patients present to emergency rooms and clinics

· Significant increase in patients due to health threat

· Shortage of equipment, supplies, pharmaceuticals, beds

· Shortage of personnel

· Disruption of transportation affecting ability to move patients

· There are potentially significant differences in the policies and procedures among partner agencies. These differences will require flexibility during an escalated incident where inter‐agency collaboration is necessary.
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Six key components of surge planning for healthcare delivery systems include: 

1. Bed Capacity 

2. Staffing 

3. Communications

4. Continuation of Essential Healthcare Services/Crisis Standards of Care

5. Alternate Care 

6. Transportation

1. [bookmark: _Toc40940321][bookmark: _Toc51936335]Bed Capacity 

It will be important to track the types and numbers of beds available to provide coordination of available assets to ensure a streamlined process for patient transfers. Hospital bed reporting (for the type and availability) may be event specific and may include the following categories: 

· Adult 

· Pediatric 

· Medical/Surgical 

· Orthopedic 

· Telemetry 

· Cardiac 

· Critical Care 

· Surgical/Trauma 

· Maternity/(OB/GYN) 

· Burn 

Tasks and Responsibilities 

Healthcare Facilities and Systems:

· Activate individual healthcare organization’s internal surge plans. 

· Update bed availability through with preestablished reporting structure. 

· Communicate directly with receiving hospitals to triage patients to appropriate available beds (critical care, burn pediatric, behavioral health, etc.) 

· Increase bed availability within the healthcare facility based on facility surge planning prior to requesting additional capabilities. 

· Implement additional plans, such as rapid discharge, early discharge with appropriate follow up, transfer of appropriate patients to corresponding hospitals and long term care facilities, and forward movement of patients to transfer in- patients to other hospitals in an effort to make additional beds available nearer the incident. 

· Consider transferring patients back to their community healthcare facilities for recovery.

· Develop discussion points to use when communicating with patients – it is essential that the patients and their families are comfortable with the decision for relocation.

· Work with Emergency Medical Services to ensure availability of resources to accommodate the transfer process.

· Ensure that accurate reporting of bed availability is in the MNTrac system.

· Utilize the MNTrac Availability Status report to identify available beds. 

· Facilities that are not surging may need to keep patients and use resources such as telehealth and support from the larger systems to maintain and provide care

Regional Healthcare Coalition:

· Determine and track regional bed availability by type. 

· Coordinate the communication of regional bed availability among hospitals and other applicable healthcare organizations. 

· Assist with information gathering and sharing among hospitals and healthcare organizations.

· Utilize the MNTrac system to obtain updated bed availability by issuing a regional bed alert.

2. [bookmark: _Toc40940322][bookmark: _Toc51936336]Staffing 

During a medical surge event, additional staff will be needed to handle the influx of patients to hospitals and healthcare organizations for an acute period or over an extended period. Staffing refers to all staff including clinical and nonclinical personnel. 

Tasks and Responsibilities 

Healthcare Facilities and Systems 

· Activate the hospital’s surge staffing plan. This may involve staff recall and changes in shift scheduling (e.g. 8 hours shift become 12-hour shifts). This may also result in the reassignment of staff from non‐patient care, administrative or elective care areas into primary care roles. 

· Physicians, physician assistants, nurse practitioners, nurses, pharmacists, respiratory therapists, paramedics, EMTs, communications specialists, support personnel, administrative roles, and others who may fill clinical roles will need to be considered on an ongoing basis in order to ensure adequate staffing. 

· Request additional medical professional staffing.

Regional Healthcare Coalition:

· Assist with communicating and dissemination of the status of staffing needs and requests of hospitals and other healthcare organizations to appropriate supporting agencies such as other healthcare providers or public health agencies.



If additional assistance is needed with staffing, beyond what local healthcare and regional coordination can provide, staffing assistance may be available through coordination with the Statewide Coordination Center.

3. [bookmark: _Toc40940323][bookmark: _Toc51936337]Communications

Communication challenges often coincide with coordination activities, within and among organizations. In efficient emergency operations, most communications have occurred before the incident. Goals and tasks are often determined by tradition and are formalized in statutes, contracts, charters, mutual aid agreements, and standard operating procedures. These are especially important if critical infrastructure has been compromised because a medical surge has occurred. 

Tasks and Responsibilities 

Healthcare Facilities and Systems 

· Notify regional coalition of potential medical surge situation. 

· Maintain and monitor situational information.

· Maintain ongoing communications with local/county EM. 

· Maintain ongoing communications with the local public health. 

Regional Healthcare Coalition:

· Support health facilities and systems to maintain and monitor real‐time information through designated communications systems. 

· Maintain ongoing communication with healthcare facilities and systems. 

· Provide any updates to relevant health and medical information to the health and medical community (single hospital or healthcare facility/systems, EMS, etc.).

If the response includes more than one coalition or region, working with the MDH and the SHCC to assist with communications may become necessary.

4. [bookmark: _Toc40940324][bookmark: _Toc51936338]Continuation of Essential Healthcare Services/Crisis Standards of Care

Crisis care reflects local / facility conditions of severe overload. These may occur at any time and should result in rapid engagement of the healthcare coalition to load-balance or otherwise mitigate the situation back to contingency or conventional through patient transfers or resource movement. Usually, these situations can be reversed within hours to days. If crisis care conditions are affecting most facilities or coalitions and are expected to last for days to weeks, more formal crisis standards of care may be needed. In this case, the State of Minnesota provides guidance and regulatory support for the coalition and facility regarding actions that need to be taken to best address the resource shortfalls consistently.

		Conventional Care: The spaces, staff, and supplies used are consistent with daily practices within the institution. These spaces and practices are used during a major mass casualty incident that triggers activation of the facility emergency operations plan.



		Contingency Care: The spaces, staff, and supplies used are not consistent with daily practices, but provide care to a standard that is functionally equivalent to usual patient care practices. These spaces or practices may be used temporarily during a major mass casualty incident or on a more sustained basis during a disaster (when the demands of the incident exceed community resources).



		Crisis Care: Adaptive spaces, staff, and supplies are not consistent with usual standards of care, but provide sufficiency of care in the setting of a catastrophic disaster (i.e., provide the best possible care to patients given the circumstances and resources available). Crisis capacity activation constitutes a significant and adjustment to standards of care. 





Refer to:

The MDH Crisis Standards of Care Plan: https://www.health.state.mn.us/communities/ep/surge/crisis/index.html

Patient Care Strategies for Scarce Resource Situations:

https://www.health.state.mn.us/communities/ep/surge/crisis/standards.pdf

5. [bookmark: _Toc40940325][bookmark: _Toc51936339]Alternate Care Sites

An Alternate Care Site (ACS) is a facility that is temporarily converted for healthcare use during a public health emergency to reduce the burden on hospitals and established medical facilities. Conceptually, these sites are a last stand strategy and will only be utilized after all other load balancing options have been exhausted. These would only be viable once the state has entered Crisis Standards of Care. 

There are 2 types of ACS sites:

· Hospital based alternate care site (HACS) – the hospital has identified, equipped, and staffed additional areas within their facility/footprint for patient care.

· Community based alternate care site (CACS) – Located near a hospital but not within the hospital which can include hotels, dorms etc.

a. Work with Local Emergency Management and the health care coalition to establish the CACS.

b. May include working with State partners in activating the State identified Alternate Care Sites.

Tasks and Responsibilities

Healthcare Facilities and Systems 

· Identify the need to activate an alternate care site.  If unable to open a HACS then:

· In collaboration with the SHCC/SEOC, county/local EM and local/county public health departments, make the decision to activate alternate care facilities, based on the current surge situation. 

· In collaboration with SHCC and local/county public health departments, determine the scope of care to be delivered within the alternate care facility. 

· Assist county EM to determine staffing needs within the alternate care facilities that have been or may be activated. 

Regional Healthcare Coalition:

· Support information sharing and activation tracking for alternate care facilities between, hospitals, EMS, local/county public health departments and local/county EM.

· Fulfill the regional operational roles identified by the current Minnesota ACS ConOps

Emergency Medical Services: 

· Maintain communications with Healthcare facilities and the Regional EMS coordinator regarding any modifications in triage and transfer protocols. 

· [bookmark: _Toc40940326]Coordinate with local dispatch any changes in patient transport destinations in accordance with regional and state guidance.


6. Transportation 

Additional transportation capabilities will be required to support multiple aspects of medical surge. Transportation of the patients to, from, and between treatment facilities will be required. This may include utilizing alternate means of transportation with companies in which MOUs or MOAs have been established. Vehicles for use by the Patient Transportation System may be drawn from EMS task force, local transportation authorities, military transportation units, taxi companies, bus companies, and other sources. These transportation resources may include: 

· Those equipped to carry a single recumbent patient (such as an ambulance) 

· Those that can carry 30 non‐recumbent patients (such as a bus) 

· Non‐recumbent wheelchair‐accessible vehicles (such as wheelchair‐accessible vans) 

The best vehicles for patient transportation should be those vehicles that have the characteristics and capabilities most closely associated with the patient’s needs (e.g., Advanced Life Support (ALS)/Basic Life Support (BLS) ambulances). 

Tasks and Responsibilities 

Regional Healthcare Coalition:

· Working with the Regional EMS representative:

· Coordinate the communication of available transportation resources among county EM, hospitals, and other applicable healthcare organizations. 

· Assist with transportation and transportation route availability among hospitals and healthcare organizations, county EM and SHCC.

Emergency Medical Services: 

· Support the movement of patients between hospitals, other healthcare facilities and alternate care sites, as needed. 

· Request additional capabilities through internal protocols, as needed.

· EMSRB/EMS MACC activation would only occur in the following situations

· All local resources were exhausted 

· High-volume patient movement required a higher level of coordination.

· Mutual aid agreements are in place with some services. 

[bookmark: _Toc51936340]Patient Movement Models

· Include an assessment/awareness of the capabilities of the hospitals/healthcare facilities in the region/state:

· Identifying which facilities can care for higher acuity (level of care) patients 

· Identifying the resources available at facilities to ensure that the patients can receive the appropriate level of care. (See the attached MN Lower Acuity Hospital ICU Capacity/Capability Guide and the MN High Acuity Hospital Specialty Guide)



· Requires continuous awareness of the healthcare facilities current patient census and the type of care needed for the patients within the facility

· Identifying if there are patients that can be moved out of ICU to medical surgical unit within the facility or if they can be transferred to another hospital to receive the appropriate level of care.

· Identifying if a patient can be discharged to a skilled nursing facility, assisted living, or home with services.



· As with routine patient transfers – the decisions must be mutual amongst the facilities involved with the end-goal being that the patients are placed in facilities that can provide the appropriate level of care and still fall within the Centers for Medicaid and Medicare (CMS) standards of care.
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· In a surge setting, if a facility needs to transfer a patient to a facility that can provide a higher level of care, they may need to take a lower acuity patient (requiring less services) in exchange. Example:  Level 3 trauma center transfers a patient to a Level 1 trauma center and the Level 1 trauma center transfers a medical surgical patient to the Level 3 for continued care.

· This includes involvement of EMS doing reverse (two-way) transfers (drop off and pick up).  It is important that the EMS agencies are involved in the decision-making process to ensure that the resources are available for this type of activity.

· The patient exchange will allow for the receiving hospital to decompress to accept a new higher acuity patient.
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· A group of hospitals or systems working together to identify variances to typical transfer patterns that will allow for a healthcare facility to remain free of the infectious disease (i.e. Covid-19).

· One or more hospitals agree to treat these highly infectious and high acuity patients; however, the other hospitals need to agree to take on more lower acuity patients.

· Patients that present to the low acuity hospital with infectious symptoms are immediately transferred to the higher acuity facility.

· Patients at the high acuity facilities that require less care are pre-emptively transferred for continued care to the lower acuity facilities – to allow for increased capacity at the higher acuity care centers.

· Options for continued care can include increased telemetry/consultation between the transferring facilities. 

[bookmark: _Toc51936343]Patient placement coordination may be done by individual facilities or work together to establish a coordinating body/support system. 
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Using a map to identify the alternate transfer patterns by taking into considerations the abilities of the receiving facilities to provide the appropriate level of care.  Example: transferring a COVID-19 patient to a higher acuity facility due to decompensation of the patient and requiring increased services.

[image: See the source image]Accepting COVID-19 Patients

Level 1 Trauma Center

Level 3 or 4 Trauma Center or Undesignated 









Normal Transfer Pattern

Level 2 Trauma Center



Alternate transfer pattern for a COVID-19 Patient
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· Hospitals work together to identify which hospital/hospitals make the hub of the wheel (typically your larger health system/provider)

· This is highly effective when there are one or two main hospitals within the region.

· The hub hospital may not accept a patient transfer immediately however will support the critical access hospital by providing telehealth/physician consultation services. This buys time for the hub hospital to move patients to ensure capacity.

· This requires buy-in by all involved hospitals as well as physicians.
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· MDH Crisis Standards of Care

· Scarce Resources

· MDH Regional Coalition and Contacts

· MDH Statewide Trauma System

· Emergency Medical Services Regulatory Board 



Tier 1 - Conventional 

Current state





Non-COVID hospitals and SNFs are prepared to expand in place to care for suspect COVID patients/residents within current staffed beds.





COVID  hospitals and SNFs are prepared to take suspect and confirmed COVID patients/residents within current staffed beds while maintaining ability to care for standard patients/residents. 





Tier 2  - Contigency

COVID designated hospitals have exceeded standard medical practices





Non-COVID hospitals and SNFs are expanding in place as need arises.





COVID hospitals and SNFs transition from standard medical practices and standard patient/resident placement to opening designated COVID care areas. 





Tier 3 - Crisis

COVID designated hospitals have reached 75% COVID capacity





Non-COVID hospitals and SNFs are fully operating beyond standard capacity and have implemented surge capacity plans.





COVID hospitals begin transferring non-COVID patients to regional hospitals and SNFs and have implemented surge capacity plans.





Tier 4 - Crisis

Community based alternate care sites (ACS)





Non-COVID hospitals are at max surge capacity and will overflow to non-COVID community based ACS.





COVID hospitals are at max surge capacity and will overflow to COVID community based ACS.





Standard patient transfer/placement processes apply.

Regional patient placement coordination prepares for enhanced operational capacity.





Regional patient placement coordination expands to manage COVID patient placement.





Regional patient placement coordination expands to manage all non-COVID and COVID related patient placement.







Hospital A - has a Covid-19 patient that needs increased care - calls Higher Acuity Hospital to discuss transfer





Higher Acuity hospital ICU census is high. Assesses current patient census. Can move one ICU patient to Medical Surgical Unit.







High Acuity hospital advises Hospital A - they can accept their patient however requests that Hospital A take a  Medical surgical patient for monitoring.





Hospital A indicates ability to accept the Medical Surge patient.





Hospital A arranges for EMS transport of patient - discusses the need to transport of the COVID-19 patient as well as discuss/identify process for picking up the patient from the High Acuity hospital.  
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INTRODUCTION



		MINNESOTA STATE HOSPITAL CAPABILITY DIRECTORY





		This directory is a supplement to the MN Statewide Patient Movement Decompression Guide.  The Table of Contents lists all the hospitals within the State and identifies the trauma designation, location, and coalition affiliation.                                                                                                                                                   The hospital name is a hyperlink that will take you directly to the hospital specific information.                      Understand that this directory is a guide and some of the information may change.                                           The information provided is based upon the level of services available at the facility.                                   Facilities listed that provide high acuity care are in Blue, facilities without ICU are green and all others are pink.                                                                                                                                                If you notice any discrepancies in the information contained within the directory please email:  WCMHPC.Covid19@gmail.com.                                                                                                               The directory will be updated as needed (multiple changes) or quarterly.



























TABLE OF CONTENTS

		he		Facility		Address		City		Patient Transfer Phone #		Zip		Region

		Level I		Essentia Health St. Mary's Medical Center including Pediatrics		407 East Third Street		Duluth		218-786-7777		55805		Northeast

		Level I		Hennepin Healthcare including pediatric		701 Park Avenue South		Minneapolis		612-873-7755		55415		Metro

		Level I		Mayo Clinic Hospital and Eugenio Litta Childrens - Rochester		1216 Second Street Southwest		Rochester		507-255-2910		55902		Southeast

		Level I		North Memorial Health Hospital		3300 Oakdale Avenue North		Robbinsdale		800-230-2413		55422		Metro

		Level I		Regions Hospital		640 Jackson Street		St. Paul		651-254-2000		55101		Metro

		Level I		Sanford Fargo Medical Center including Pediatric		5225 23rd Ave S		Fargo		701-234-1100		58104		North Dakota

		Level II		Altru Health System		1200 South Columbia Road		Grand Forks		701-780-5206		58206		North Dakota

		Level II		Avera McKennan Hospital		800 East 21st Street		Sioux Falls		605-322-7010		57117		South Dakota

		Level II		Essentia Health-Fargo		3000 32nd Avenue South		Fargo		701-364-2255		58103		North Dakota

		Level II		Mercy Hospital		4050 Coon Rapids Boulevard Northwest		Coon Rapids		844-725-5462		55433		Metro

		Level II		M Health Fairview University of Minnesota Medical Center		420 Delaware St. SE, MMC-708		Minneapolis		612-672-7575		55455		Metro

		Level II		Sanford USD Medical Center		1305 West 18th Street		Sioux Falls		877-647-7445		57117		South Dakota

		Level II		St. Cloud Hospital		1406 Sixth Avenue North		St. Cloud		888-387-2862		56303		Central

		Level II		St. Luke's Hospital		915 East First Street		Duluth		218-249-4444		55805		Northeast

		Level III		Abbott Northwestern Hospital		800 East 28th Street		Minneapolis		844-725-5462		55407		Metro

		Level III		Alomere Health		111 17th Avenue East		Alexandria		320-762-6139  		56308		West Central

		Level III		Avera Marshall Regional Medical Center		300 South Bruce Street		Marshall		507-537-9250		56258		South Central

		Level III		Carris Health - Rice Memorial Hospital		301 Becker Avenue Southwest		Willmar		320-231-4999		56201		Southwest

		Level III		Essentia Health St. Joseph's Medical Center		523 North Third Street		Brainerd		218-786-7777		56401		Central

		Level III		Essentia Health St. Mary's Hospital		1027 Washington Avenue		Detroit Lakes		218-844-0769		56501		Northwest

		Level III		Fairview Range Medical Center		750 East 34th Street		Hibbing		218-966-8080		55746		Northeast

		Level III		Fairview Grand Itasca Clinic and Hospital		1601 Golf Course Road		Grand Rapids		218-360-4103    		55744		Northeast

		Level III		Lake Region Healthcare		712 Cascade Street South		Fergus Falls		218-736-8600		56537		West Central

		Level III		Lakeview Hospital		927 West Churchill Street		Stillwater		(Office) 715-268-0391             (Cell) 715-554-3849		55082		Metro

		Level III		Lakewood Health System		49725 County 83		Staples		844-725-5462		56479		Central

		Level III		Mayo Clinic Health System - Mankato		1025 Marsh Street		Mankato		507-255-2910		56002		South Central

		Level III		M Health Fairview Ridges Hospital		201 East Nicollet Boulevard		Burnsville		952-924-8000		55337		Metro

		Level III		M Health Fairview Southdale Hospital		6401 France Avenue South		Edina		952-924-8000		55435		Metro

		Level III		M Health Fairview University of Minnesota Masonic Children's Hospital		2450 Riverside Avenue, C322		Minneapolis		612-672-7575		55454		Metro

		Level III		Park Nicollet Methodist Hospital		6500 Excelsior Boulevard		St. Louis Park		952-993-0330		55426		Metro

		Level III		Riverwood Healthcare Center		200 Bunker Hill Drive		Aitkin		218-927-2121		56431		Central

		Level III		Sanford Bemidji Medical Center		1300 Anne Street Northwest		Bemidji		218-333-2407		56601		Northwest

		Level III		Sanford Worthington		1018 Sixth Avenue		Worthington		877-647-1225		56187		Southwest

		Level III		St. Francis Regional Medical Center		1455 Saint Francis Avenue		Shakopee		651-222-0555		55379		Metro

		Level III		United Hospital		333 North Smith Avenue		St. Paul		844-725-5462		55102		Metro

		Level I Pediatric		Childrens Minnesota - Minneapolis		2525 Chicago Avenue South		Minneapolis		612-343-2121		55404		Metro

		Level I Pediatric		Regions Hospital/Gillette Children's Specialty Healthcare		200 University Ave E		Saint Paul		651-325-2200		55101		Metro

		Level IV		Avera Tyler		240 Willow Street		Tyler		507-247-5521		56178		Southwest

		Level IV		Bigfork Valley Hospital		248 Pine Tree Drive		Bigfork		218-743-4491		56628		Northeast

		Level IV		Buffalo Hospital		303 Catlin Street		Buffalo		844-725-5462		55313		Central

		Level IV		Cambridge Medical Center		701 South Dellwood Street		Cambridge		844-725-5462		55008		Central

		Level IV		Carris Health - Redwood		100 Fallwood Road		Redwood Falls		507-637-4740		56283		Southwest

		Level IV		CCM Health		824 North 11th Street		Montevideo		320-269-8877		56265		Southwest

		Level IV		CentraCare Health - Long Prairie		50 CentraCare Drive		Long Prairie		888-387-2862		56347		Central

		Level IV		CentraCare Health - Melrose		525 Main St W		Melrose		888-387-2862		56352-1043		Central

		Level IV		CentraCare Health - Monticello		1013 Hart Boulevard		Monticello		888-387-2862		55362		Central

		Level IV		CentraCare Health - Paynesville		200 First Street West		Paynesville		888-387-2862		56362		Central

		Level IV		CentraCare Health - Sauk Centre		425 North Elm Street		Sauk Centre		888-387-2862		56378		Central

		Level IV		Childrens Minnesota - Saint Paul		345 North Smith Avenue		St. Paul				55102		Metro

		Level IV		CHI St. Joseph's Health		600 Pleasant Avenue		Park Rapids		218-255-2068		56470-1431		Northwest

		Level IV		Community Memorial Hospital		512 Skyline Boulevard		Cloquet		218-879-4641		55720		Northeast

		Level IV		Cook Hospital		10 Fifth Street SE		Cook		218-387-3269    		55723		Northeast

		Level IV		Cuyuna Regional Medical Center		320 East Main Street		Crosby		218-546-7000		56441		Central

		Level IV		District One Hospital		200 State Avenue		Faribault		507-497-3856		55021		Southeast

		Level IV		Ely-Bloomenson Community Hospital		328 West Conan Street		Ely		218-365-8710    		55731		Northeast

		Level IV		Essentia Health Ada		201 Ninth Street West		Ada		218-784-5200		56510		Northwest

		Level IV		Essentia Health Deer River		115 10th Avenue Northeast		Deer River		218-246-4499    or 218-246-4538		56636		Northeast

		Level IV		Essentia Health Holy Trinity Hospital		115 West Second Street		Graceville		320-748-7223, ext 8133		56240		Southwest

		Level IV		Essentia Health - Moose Lake		4572 County Rd 61		Moose Lake		218-485-5575		55767		Northeast

		Level IV		Essentia Health Northern Pines		5211 Highway 110		Aurora		218-229-4220		55705		Northeast

		Level IV		Essentia Health Sandstone		109 Court Avenue South		Sandstone		320-245-5614		55072		Central

		Level IV		Essentia Health Virginia		901 Ninth Street North		Virginia		218-786-7777		55792		Northeast

		Level IV		Glacial Ridge Health System		10 Fourth Avenue Southeast		Glenwood		320-634-2290 		56334		West Central

		Level IV		Glencoe Regional Health Services		1805 Hennepin Avenue North		Glencoe		320-864-3121		55336		South Central

		Level IV		Granite Falls Health (Avera)		345 10th Avenue		Granite Falls		320-564-3111		56241		Southwest

		Level IV		Hendricks Community Hospital Association		503 East Lincoln Street		Hendricks		507-694-1100		56136		Southwest

		Level IV		Hutchinson Health		1095 Highway 15 South		Hutchinson		320-484-4605		55350		South Central

		Level IV		Johnson Memorial Health Services		1282 Walnut Street		Dawson		320-769-4323		56232		Southwest

		Level IV		Lake View Memorial Hospital		325 11th Avenue		Two Harbors		218-834-7311    		55616		Northeast

		Level IV		LifeCare Medical Center		715 Delmore Drive		Roseau		218-463-2500		56751		Northwest

		Level IV		Madelia Community Hospital		121 Drew Avenue Southeast		Madelia		507-642-3255		56062		South Central

		Level IV		Madison Hospital		820 Third Avenue		Madison		320-598-7551		56256		Southwest

		Level IV		Mahnomen Health Center		414 West Jefferson Avenue		Mahnomen		218-935-2511		56557		Northwest

		Level IV		Maple Grove Hospital		9875 Hospital Drive		Maple Grove		800-230-2413		55369		Metro

		Level IV		Mayo Clinic Health System - Albert Lea & Austin - Albert Lea		404 West Fountain Street		Albert Lea		507-255-2910		56007		Southeast

		Level IV		Mayo Clinic Health System - Albert Lea & Austin - Austin		1000 First Drive Northwest		Austin		507-255-2910		55912		Southeast

		Level IV		Mayo Clinic Health System - Cannon Falls		32021 County 24 Boulevard		Cannon Falls		507-255-2910		55009		Southeast

		Level IV		Mayo Clinic Health System - Fairmont		800 Medical Center Drive		Fairmont		507-255-2910		56031		South Central

		Level IV		Mayo Clinic Health System in Red Wing		701 Hewitt Boulevard		Red Wing		507-255-2910		55066		Southeast

		Level IV		Mayo Clinic Health System - Lake City		500 West Grant Street		Lake City		507-255-2910		55041		Southeast

		Level IV		Mayo Clinic Health System - New Prague		301 Second Street Northeast		New Prague		507-255-2910		56071		Metro

		Level IV		Mayo Clinic Health System - St. James		1101 Moulton and Parsons Drive		St. James		507-255-2910		56081-0460		South Central

		Level IV		Mayo Clinic Health System - Waseca		501 North State Street		Waseca		507-255-2910		56093		South Central

		Level IV		Meeker Memorial Hospital		612 Sibley Avenue South		Litchfield		320-693-4530		55355		South Central

		Level IV		Mercy Hospital - Unity Campus		550 Osborne Road Northeast		Fridley		763-236-3729		55432		Metro

		Level IV		M Health Fairview Lakes Medical Center		5200 Fairview Boulevard		Wyoming		651-982-7300		55092		Central

		Level IV		M Health Fairview Northland Medical Center		911 Northland Drive		Princeton		612-672-1515		55371		Central

		Level IV		M Health Fairview St. John's Hospital		1575 Beam Avenue		Maplewood		651-326-2337		55109		Metro

		Level IV		M Health Fairview St. Joseph's Hospital		45 10th Street West		St. Paul		651-326-2337		55102		Metro

		Level IV		M Health Fairview Woodwinds Hospital		1925 Woodwinds Drive		Woodbury		651-326-2337		55125		Metro

		Level IV		Mille Lacs Health System		200 North Elm Street		Onamia		320-532-3154		56359		Central

		Level IV		Murray County Medical Center		2042 Juniper Avenue		Slayton		507-836-6111		56172		Southwest

		Level IV		New Ulm Medical Center		1324 Fifth Street North		New Ulm		507-217-5000		56073		South Central

		Level IV		Northfield  Hospital		2000 North Avenue		Northfield		507-646-1690		55057		Metro

		Level IV		Olivia Hospital & Clinic		100 Healthy Way		Olivia		1-800-916-1836		56277		Southwest

		Level IV		Olmsted Medical Center		1650 Fourth Street Southeast		Rochester		507-529-6600 		55904		Southeast

		Level IV		Ortonville Area Health Services		450 Eastvold Avenue		Ortonville		320-839-6157		56278		Southwest

		Level IV		Owatonna Hospital		2250 NW 26th St		Owatonna		507-451-3850 		55060-5503		Southeast

		Level IV		Perham Health		1000 Coney St W		Perham		218-347-4500 		56573-2102		West Central

		Level IV		Pipestone County Medical Center		916 Fourth Avenue Southwest		Pipestone		507-825-5811		56164		Southwest

		Level IV		Prairie Ridge Hospital and  Health Services		1411 State Highway 79 East		Elbow Lake		218-685-7371		56531		West Central

		Level IV		Rainy Lake Medical Center		1400 Highway 71		International Falls		218-283-5456    		56649		Northeast

		Level IV		Regina Medical Center		1175 Nininger Road		Hastings		844-725-5462		55033		Metro

		Level IV		Ridgeview LeSueur Medical Center		621 South Fourth Street		Le Sueur		507-665-3375		56058		South Central

		Level IV		Ridgeview Medical Center		500 South Maple Street		Waconia		952-442-2191		55387		Metro

		Level IV		Ridgeview Sibley Medical Center		601 West Chandler		Arlington		507-964-2271		55307		South Central

		Level IV		River's Edge Hospital		1900 North Sunrise Drive		St. Peter		507-931-2200		56082		South Central

		Level IV		RiverView Health		323 South Minnesota Street		Crookston		218-281-9200		56716		Northwest

		Level IV		Saint Elizabeth's Medical Center		1200 Grant Boulevard West		Wabasha		651-565-5530		55981		Southeast

		Level IV		Sanford Bagley Medical Center		203 Fourth Street Northwest		Bagley		218-694-6501		56621		Northwest

		Level IV		Sanford Canby Medical Center		112 Saint Olaf Avenue South		Canby		507-223-7277		56220		Southwest

		Level IV		Sanford Jackson Medical Center		1430 North Highway		Jackson		507-847-2420		56143		Southwest

		Level IV		Sanford Luverne Medical Center		1600 North Kniss Avenue		Luverne		507-283-2321		56156		Southwest

		Level IV		Sanford Thief River Falls Medical Center		3001 Sanford Parkway		Thief River Falls		218-689-6247		56701		Northwest

		Level IV		Sanford Tracy Medical Center		251 Fifth Street East		Tracy		507-629-8300		56175		Southwest

		Level IV		Sanford Westbrook Medical Center		920 Bell Avenue		Westbrook		507-274-1100		56183		Southwest

		Level IV		Sanford Wheaton Medical Center		401 12th Street North		Wheaton		320-563-8226		56296		West Central

		Level IV		Sleepy Eye Medical Center		400 Fourth Avenue North West		Sleepy Eye		507-794-3571		56085		South Central

		Level IV		Stevens Community Medical Center		400 East First Street		Morris		320-589-7677		56267		West Central

		Level IV		St. Francis Medical Center		2400 St. Francis Drive		Breckenridge		218-643-0160		56520		West Central

		Level IV		St. Gabriel's Hospital		815 2nd Street Southeast		Little Falls		320-632-5441		56345		Central

		Level IV		Tri-County Health Care		415 North Jefferson Street		Wadena		218-631-3510		56482		Central

		Level IV		United Hospital District		515 South Moore Street		Blue Earth		507-526-3273		56013		South Central

		Level IV		Welia Health		301 South Highway 65		Mora		320-679-1212		55051		Central

		Level IV		Windom Area Hospital		2150 Hospital Drive		Windom		507-831-2400		56101		Southwest

		Level IV		Winona Health Services		855 Mankato Avenue		Winona		507-454-3650		55987		Southeast

		Undesignated		North Shore Health		515 5th Ave West		Grand Marais		218-387-3269    		55604		Northeast

		Undesignated		Lakewood Health Center - CHI		600 Main Ave South		Baudette		218-634-3400		56623		Northwest

		Undesignated		Kittsen Memorial Health Center		1010 South Birch Ave		Hallock		218-843-3813		56728		Northwest

		Undesignated		Cass Lake Indian Health Services		425 7th Street North		Cass Lake 		218-335-3327		56633		Northwest

		Undesignated		Red Lake Indian Health Services		24760 Hospital Dr		Red Lake		218-679-3912		56671		Northwest

		Undesignated		North Valley Health Center		300 West Good Samaritan Dr.		Warren		218-745-3250		56762		Northwest

		Undesignated		Essentia Health Fosston		900 Hilligoss Blvd SE		Fosston		218-435-7601		56542		Northwest

		Undesignated		Appleton Area Health Services		30 S Behl St. 		Appleton		320-289-1580		56208		Southwest

		Undesignated		Swift County/Benson Hospital		1815 Wisconsin Ave		Benson		320-843-4232		56215		Southwest





Abbott Northwestern

		Facility Name		Abbott Northwestern Hospital				COUNTY NAME:

		City		Minneapolis				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level III Tertiary Care Center



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY

		# of ICU Beds		74

		# Regular Ventilators in ICU		49

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		7

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 Yes

				Continuation:           Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		30



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine								No

		Transplant				Yes

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				6

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				No

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				62



		Types of patients seen in ICU (historical):

		CV, Neuro, surgical, medical, covid















Alomere Health

		Facility Name		Alomere Health				COUNTY NAME:

		City		Alexandria				DOUGLAS

		County		DOUGLAS

		Coalition		West Central

		Trauma Designation		Level III



		Transfer coordinator phone number: 				320-762-6139  



		CAPACITY						CAPABILITY

		# of ICU Beds		7				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		9				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		7

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						23/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		Respiratory failure, Pneumonia, CHF, Sepsis, Altered LOC/Withdrawal/Overdose, GI Bleed















Altru Health

		Facility Name		Altru Health System				COUNTY NAME:

		City		Grand Forks				North Dakota

		County		North Dakota

		Coalition		North Dakota

		Trauma Designation		Level II



		Transfer coordinator phone number: 				701-780-5206



		CAPACITY						CAPABILITY

		# of ICU Beds		23				Lab

		# Regular Ventilators in ICU		37				Radiology

		# Shared Ventilators between ICU and Surgery		0				CT Machine

		# Transport Ventilators		6

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:            No

				Continuation:     No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		7



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				3

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				13



		Types of patients seen in ICU (historical):

		Respiratory distress, cardiac, critical care surgical patients, trauma, drug overdose















Appleton Area

		Facility Name		Appleton Area Health Services				COUNTY NAME:

		City		Appleton				Swift

		County		Swift

		Coalition		Southwest

		Trauma Designation		Undesignated

		Transfer coordinator phone number: 				320-289-1580



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		14

		Adult Ventilator		1

		Operating Rooms		1

		Airborne Infection Isolation		1



		The above information was obtained from MNTrac





































































Avera Marshall

		Facility Name		Avera Marshall Regional Medical Center				COUNTY NAME:

		City		Marshall				LYON

		County		LYON

		Coalition		Southwest

		Trauma Designation		Level III



		Transfer coordinator phone number: 				507-537-9250



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		1				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		9

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		Telemedicine		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				No

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				Yes

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Post operative, Pneumonia, Sepsis, DKA, A-fib with RVR















Avera McKennan

		Facility Name		Avera McKennan Hospital				COUNTY NAME:

		City		Sioux Falls				South Dakota

		County		Minnehaha

		Coalition		South Dakota

		Trauma Designation		Level II



		Transfer coordinator phone number: 				605-322-7010



		CAPACITY						CAPABILITY

		# of ICU Beds		36				Lab				24/7 In house

		# Regular Ventilators in ICU		48				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		18				CT Machine				Yes

		# Transport Ventilators		10

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                   No

				Continuation:            No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In House		Surgeon						24/7 In house

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In House		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant				Yes

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				17

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				36



		Types of patients seen in ICU (historical):

		Sepsis, Respiratory failure, Cardia, Neurology, Neurosurgery















Avera Tyler

		Facility Name		Avera Tyler				COUNTY NAME:

		City		Tyler				Lincoln

		County		Lincoln

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-247-5521



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		10

		Adult Ventilator		1

		Operating Rooms		1





		The above information was obtained from MNTrac























































Bigfork Valley

		Facility Name		Bigfork Valley Hospital				COUNTY NAME:

		City		Bigfork				Itasca

		County		Itasca

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-743-4491



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		15

		Adult Ventilator		1

		Operating Rooms		2

		Non-critical monitored		6



		The above information was obtained from MNTrac

































































Buffalo

		Facility Name		Buffalo Hospital				COUNTY NAME:

		City		Buffalo				WRIGHT

		County		WRIGHT

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		DKA, Sepsis, COPD, CHF, Overdose/ETOH Withdrawal















Cambridge

		Facility Name		Cambridge Medical Center				COUNTY NAME:

		City		Cambridge				ISANTI

		County		ISANTI

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY						CAPABILITY

		# of ICU Beds		6				Lab				24/7 In house

		# Regular Ventilators in ICU		0				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		10

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist				Anesthesiologist

		Hospitalist				Surgeon

		Internal Medicine Physician				Radiologic Technician

		Respiratory Therapist				Critical Care/ICU Nurse

		Cardiologist



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2.2



		Types of patients seen in ICU (historical):

		Overdose/suicidal, Cardiac arrhythmias, COPD, Sepsis, Diabetic ketoacidosis/complex















Carris - Redwood

		Facility Name		Carris Health - Redwood				COUNTY NAME:

		City		Redwood Falls				Redwood

		County		Redwood  

		Coalition		Southwest

		Trauma Designation		Trauma IV



		Transfer coordinator phone number: 				507-637-4740



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		23

		Adult Ventilator		2

		Operating Rooms		1

		Airborne Infection Isolation		1

		Pediatrics		2

		Non critical monitored		5

		The above information was obtained from MNTrac









































































Carris - Rice

		Facility Name		Carris Health - Rice Memorial Hospital				COUNTY NAME:

		City		Wilmar				KANDIYOHI

		County		KANDIYOHI

		Coalition		Southwest

		Trauma Designation		Level III



		Transfer coordinator phone number: 				320-231-4999



		CAPACITY						CAPABILITY

		# of ICU Beds		8				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		4

		# BiPap machines		2

		# Dialysis machines		10

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.8



		Types of patients seen in ICU (historical):

		Sepsis, DKA, Cardiac Arrhythmia, Respiratory failure, Acute Kidney failure















Cass Lake IHS

		Facility Name		Cass Lake Indian Health Services				COUNTY NAME:

		City		Cass Lake				Cass

		County		Cass  

		Coalition		Northwest

		Trauma Designation		Undesignated



		Transfer coordinator phone number: 				218-335-3327



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		4

		Pediatric		1



		The above information was obtained from MNTrac



























































CCM

		Facility Name		CCM Health				COUNTY NAME:

		City		Montevideo				CHIPPEWA

		County		CHIPPEWA

		Coalition		Southwest 

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-269-8877



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.25



		Types of patients seen in ICU (historical):

		Post-surgery, AF with RVR, DKA, COPD, Sepsis















CC-Long Prairie

		Facility Name		CentraCare Health - Long Prairie				COUNTY NAME:

		City		Long Prairie				TODD

		County		Todd

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				888-387-2862



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		14

		Adult Ventilator		1

		Operating Rooms		1



		The above information was obtained from MNTrac























































CC-Melrose

		Facility Name		CentraCare Health - Melrose				COUNTY NAME:

		City		Melrose				Stearns

		County		Stearns

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				888-387-2862



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		14

		Adult Ventilator		1

		Operating Rooms		2

		Airborne Infection Isolation		2



		The above information was obtained from MNTrac



































































CC-Monticello

		Facility Name		CentraCare Monticello				COUNTY NAME:

		City		Monticello				WRIGHT

		County		WRIGHT

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				888-387-2862



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 In house

		# Regular Ventilators in ICU		1				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		3				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				No

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.1



		Types of patients seen in ICU (historical):

		Cardiac dysrhythmia, CHF, Detox, DKA, Sepsis















CC-Paynesville

		Facility Name		CentraCare Health - Paynesville				COUNTY NAME:

		City		Paynesville				Stearns

		County		Stearns

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				888-387-2862



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		15

		Adult Ventilator		2

		Operating Rooms		2

		Airborne Infection Isolation		1

		Pediatrics		3

		Critical Care		4

		Non Critical Monitored		4

		The above information was obtained from MNTrac















































































CC-Sauk Centre

		Facility Name		CentraCare Health - Sauk Centre				COUNTY NAME:

		City		Sauk Centre				Stearns

		County		Stearns

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				888-387-2862



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		16

		Adult Ventilator		1

		Operating Rooms		2

		Non critical monitored		3









		The above information was obtained from MNTrac

















































CHI St. Josephs

		Facility Name		CHI St. Josephs Area Health				COUNTY NAME:

		City		Park Rapids				HUBBARD

		County		HUBBARD

		Coalition		North West

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-255-2068



		CAPACITY						CAPABILITY

		# of ICU Beds		5				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		4

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2.5



		Types of patients seen in ICU (historical):

		ETOC use/abuse with withdrawal, Atrial fib/flutter, Pneumonia, Diabetic, Respiratory failure/COPD















Childrens MPLS

		Facility Name		Childrens Minnesota - Minneapolis				COUNTY NAME:

		City		Minneapolis				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level I Pediatric



		Transfer coordinator phone number: 				612-343-2121



		CAPACITY

		# of ICU Beds		55

		# Regular Ventilators in ICU

		# Shared Ventilators between ICU and Surgery		61

		# Transport Ventilators		15

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                Yes

				Continuation:          Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease								No

		Nephrology								No

		Neurology								No

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry								No

		Pulmonary Disease								No

		Rheumatology								No

		Sports Medicine								No

		Transplant				Yes

		Other								No

		This facility only treats infants/children/adolescents up to 21 years of age.  The specialties above are only for pediatrics.









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				No

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				N/A

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				No

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				45										No info (no tab)



		Types of patients seen in ICU (historical):

		Congenital cardiac anomolies, acute respiratory failure (PICU), neurosurgical (PICU), sepsis, epilepsy/neurological disorders















Childrens ST PAUL

		Facility Name		Childrens - St. Paul				COUNTY NAME:

		City		St. Paul				RAMSEY

		County		Ramsey

		Coalition		Metro

		Trauma Designation



		Transfer coordinator phone number: 



		DID NOT SUBMIT DATA



















































































































Community Memorial

		Facility Name		Community Memorial Hospital				COUNTY NAME:

		City		Cloquet				CARLTON

		County		CARLTON

		Coalition		North East Region

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-879-4641



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		2				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		2

		# Dialysis machines		1

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Atrial fibrillation with RVR, Pulmonary Embolism, COPD, Pneumonia, Hypoxemia















Cook

		Facility Name		Cook Hospital				COUNTY NAME:

		City		Cook				St. Louis

		County		St. Louis

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-387-3269    



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		14

		Non critical monitored		13













		The above information was obtained from MNTrac



















































Cuyuna

		Facility Name		Cuyuna Regional Medical Center				COUNTY NAME:

		City		Crosby				CROW WING

		County		CROW WING

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-546-7000



		CAPACITY						CAPABILITY

		# of ICU Beds		6				Lab				24/7 In house

		# Regular Ventilators in ICU		6				Radiology				24/7 In  house

		# Shared Ventilators between ICU and Surgery		16				CT Machine				Yes

		# Transport Ventilators		5

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Atrial Fibrillation, Sepsis, COPD, CHF, Diabetic related















District One

		Facility Name		District One Hospital				COUNTY NAME:

		City		Faribault				Rice

		County		Rice

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-497-3856



		CAPACITY						CAPABILITY

		# of ICU Beds		6				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		4				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine only		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine only



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Pneumonia, Sepsis, COPD, CHF, Cellulitis















Ely-Bloomenson

		Facility Name		Ely-Bloomenson Community Hospital				COUNTY NAME:

		City		Ely				St. Louis

		County		St. Louis

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-365-8710    



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		16

		Adult Ventilator		2

		Operating Rooms		2

		Non critical monitored		7

		Pediatrics		1







		The above information was obtained from MNTrac

























































Essentia 

		Facility Name		Essentia Health - Fargo				COUNTY NAME:

		City		Fargo				North Dakota

		County		Cass

		Coalition		West Central

		Trauma Designation		Level II



		Transfer coordinator phone number: 				701-364-2255



		CAPACITY

		# of ICU Beds		42

		# Regular Ventilators in ICU		21

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		3

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 Yes

				Continuation:           No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						Not available

		Hospitalist		Not available		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient				Yes

		Psychiatry								No

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				4

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				12



		Types of patients seen in ICU (historical):

		Cardiac, Neurology, Trauma, Medical, Surgical















Essentia-Moose Lake

		Facility Name		Mercy Hospital (Essentia)				COUNTY NAME:

		City		Moose Lake				CARLTON

		County		CARLTON

		Coalition		North East Region

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-485-5575



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 On call

		# Regular Ventilators in ICU		0				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		Not available		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.25



		Types of patients seen in ICU (historical):

		Sepsis, Pneumonia, Withdrawal, DKA, CHF















Essentia-Ada

		Facility Name		Essentia Health Ada				COUNTY NAME:

		City		Ada				Norman

		County		Norman

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-784-5200



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		5

		Non critical monitored		4

		Operating Rooms		1

		Airborne Infection Isolation		1









		The above information was obtained from MNTrac

































































Essentia-Deer River

		Facility Name		Essentia Health - Deer River				COUNTY NAME:

		City		Deer River				Itasca

		County		Itasca

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-246-4499    or 218-246-4538



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		12

		Operating Rooms		2









		The above information was obtained from MNTrac























































Essentia-Fosston

		Facility Name		Essentia Health Fosston				COUNTY NAME:

		City		Fosston				POLK

		County		POLK

		Coalition		Northwest

		Trauma Designation		No trauma designation



		Transfer coordinator phone number: 				218-435-7601



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		2				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		Telemedicine		Surgeon						On call

		Internal Medicine Physician		Telemedicine		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				No

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		Post surgical care, COPD exacerbation, Sepsis















Essentia-Holy Trinity

		Facility Name		Essentia Health Holy Trinity Hospital				COUNTY NAME:

		City		Graceville				Big Stone

		County		Big Stone

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-748-7223, ext 8133



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		14

		Operating Rooms		1

		Airborne Infection Isolation		1









		The above information was obtained from MNTrac



















































Essentia-Northern Pines

		Facility Name		Essentia Health - Northern Pines				COUNTY NAME:

		City		Aurora				St. Louis

		County		St. Louis 

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-229-4220



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		12

		Adult Ventilator		1

		Operating Rooms		1

		Non critical monitored		6









		The above information was obtained from MNTrac

















































Essentia-Sandstone

		Facility Name		Essentia Health - Sandstone				COUNTY NAME:

		City		Sandstone				Pine

		County		Pine

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-245-5614



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		11

		Adult Ventilator		1

		Airborne Infection Isolation		1









		The above information was obtained from MNTrac

























































Essentia-St Josephs

		Facility Name		Essentia Health St. Joseph's Medical Center				COUNTY NAME:

		City		Brainerd				CROW WING

		County		CROW WING

		Coalition		Central

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-786-7777



		CAPACITY						CAPABILITY

		# of ICU Beds		10				Lab				24/7 In house

		# Regular Ventilators in ICU		5				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		3				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		7

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No 

		What is your facilities Average Daily Census of ICU patients?				4



		Types of patients seen in ICU (historical):

		Sepsis, Respiratory, Behavioral health, Cardiac Patients, Stroke















Essentia-St Marys Hosp

		Facility Name		Essentia Health St. Mary's				COUNTY NAME:

		City		Detroit Lakes				BECKER

		County		BECKER

		Coalition		North West Region

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-844-0769



		CAPACITY						CAPABILITY

		# of ICU Beds		8				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		3				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		4

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				4



		Types of patients seen in ICU (historical):

		CHF, COPD, Chest Pain non-interventional rule out MI, Sepsis, Drug/ETOH Withdrawal















Essentia-St Marys Med

		Facility Name		St Mary's Medical Center - Essentia				COUNTY NAME:

		City		Duluth				St. Louis County

		County		St. Louis County

		Coalition		Northeast

		Trauma Designation		Level I



		Transfer coordinator phone number: 				218-786-7777



		CAPACITY

		# of ICU Beds		52

		# Regular Ventilators in ICU		45

		# Shared Ventilators between ICU and Surgery		0

		# Transport Ventilators		45

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                Yes		Note:  Have ability to continue ECMO services but typically transfer the patients out

				Continuation:          Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure 				Yes

		Burn Treatment				Yes

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				6				3 CRRT                3 Portables

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				39



		Types of patients seen in ICU (historical):

		Respiratory failure/ARDS, Cardiothoracic surgical, Cardiac Interventional, Trauma, Interventional Stroke















Essentia-Virginia

		Facility Name		Essentia Health – Virginia				COUNTY NAME:

		City		Virginia				SAINT LOUIS

		County		SAINT LOUIS

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-786-7777



		CAPACITY						CAPABILITY

		# of ICU Beds		6				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		3				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		Drug overdose, diabetic emergencies, COPD, post-surgical, general low acuity patients (pneumonia)















Fairview Range

		Facility Name		Range Regional Health Services (d.b.a. Fairview Range) 				COUNTY NAME:

		City		Hibbing				SAINT LOUIS

		County		St. Louis

		Coalition		Northeast

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-966-8080



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		4

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						Telemedicine

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		Sepsis, Heart Failure, Pneumonia, DKA, ETOH Withdrawal















Glacial Ridge

		Facility Name		Glacial Ridge Health				COUNTY NAME:

		City		Glenwood				POPE

		County		POPE

		Coalition		West Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-634-2290 



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 On call

		# Regular Ventilators in ICU		1				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		1				CT Machine				Yes

		# Transport Ventilators		4

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		Telemedicine		Surgeon						On call

		Internal Medicine Physician		Telemedicine		Radiologic Technician						On call

		Respiratory Therapist		Telemedicine		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Minor sepsis, afib, BiPap, Cpap, Chest tubes















Glencoe

		Facility Name		Glencoe Regional Health Services				COUNTY NAME:

		City		Glencoe				McLeod

		County		McLeod

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-864-3121



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		25

		Adult Ventilator		3

		Operating Rooms		3

		Airborne Infection Isolation		1









		The above information was obtained from MNTrac

















































Grand Itasca

		Facility Name		Grand Itasca Clinic and Hospital				COUNTY NAME:

		City		Grand Rapids				Itasca

		County		Itasca

		Coalition		Northeast

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-360-4103    



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		3

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Variable

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		AFIB with RVR, COPD Exacerbation, ETOH Withdrawal, Sepsis















Granite Falls

		Facility Name		Granite Falls Health				COUNTY NAME:

		City		Granite Falls				Yellow Medicine

		County		Yellow Medicine

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				ERROR:#REF!



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		18

		Adult Ventilator		1

		Operating Rooms		1

		Airborne Infection Isolation		3



		The above information was obtained from MNTrac































































































Hendricks

		Facility Name		Hendricks Community Hospital Association				COUNTY NAME:

		City		Hendricks				Lincoln

		County		Lincoln

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-694-1100



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		12

		Non critical monitored		1













		The above information was obtained from MNTrac

















































Hennepin

		Facility Name		Hennepin Healthcare				COUNTY NAME:

		City		Minneapolis				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level I



		Transfer coordinator phone number: 				612-873-7755



		CAPACITY

		# of ICU Beds		64

		# Regular Ventilators in ICU		67

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		23

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:               Yes

				Continuation:        Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment				Yes

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine								No

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				14

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				35



		Types of patients seen in ICU (historical):

		Anything post-surgical that requires critical care, neurological injuries/stroke, trauma, ICU overflow, medical, burn, peds, COVID















Hutchinson

		Facility Name		Hutchinson Health				COUNTY NAME:

		City		Hutchinson				MCLEOD

		County		MCLEOD

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-484-4605



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		A-fib, Sepsis, Respiratory failure, ETOH withdrawal, suicide















Johnson

		Facility Name		Johnson Memorial Health Services				COUNTY NAME:

		City		Dawson				Lac qui Parle

		County		Lac qui Parle

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-769-4323



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		9

		Non critical monitored		2

		Operating Rooms		1

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac





















































Kittsen

		Facility Name		Kittsen Memorial Health Center				COUNTY NAME:

		City		Hallock				Kittsen

		County		Kittsen

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-843-3813



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		15

		Operating Rooms		1





		The above information was obtained from MNTrac























































Lake Region

		Facility Name		Lake Region Health				COUNTY NAME:

		City		Fergus Falls				OTTER TAIL

		County		OTTER TAIL

		Coalition		West Central

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-736-8600



		CAPACITY						CAPABILITY

		# of ICU Beds		5				Lab				24/7 In house

		# Regular Ventilators in ICU		6				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		5				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		5

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						Not available

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1.9



		Types of patients seen in ICU (historical):

		Afib with RVR (requiring cardiac IV drip), Respiratory distress/COPD, Overdose, DKA (requiring insulin drip), CHF, GI Bleed















Lake View

		Facility Name		Lake View Memorial Hospital				COUNTY NAME:

		City		Two Harbors				Lake

		County		Lake

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-834-7311    



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		16

		Operating Rooms		2







		The above information was obtained from MNTrac



















































Lakeview

		Facility Name		Lakeview Hospital				COUNTY NAME:

		City		Stillwater				WASHINGTON

		County		WASHINGTON

		Coalition		Metro

		Trauma Designation		Level III



		Transfer coordinator phone number: 				(Office) 715-268-0391             (Cell) 715-554-3849



		CAPACITY						CAPABILITY

		# of ICU Beds		12				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		4

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						24/7 In  house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In  house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In  house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		Sepsis, CHF, Cardiac - Afib/RVR, ETOH Withdrawal, Pneumonia, COPD















Lakewood Center

		Facility Name		CHI Lakewood Health Center				COUNTY NAME:

		City		Baudette				Lake of the Woods

		County		Lake of the Woods

		Coalition		Northwest

		Trauma Designation		Undesignated



		Transfer coordinator phone number: 				218-634-3400



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		8

		Non critical monitored		1

		Operating Rooms		1

		Airborne Infection Isolation		2

		Critical care		1







		The above information was obtained from MNTrac

















































Lakewood System

		Facility Name		Lakewood Health System				COUNTY NAME:

		City		Staples				TODD

		County		TODD

		Coalition		Central

		Trauma Designation		Level III



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 In house

		# Regular Ventilators in ICU		1				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		1				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						Not available/has CRNA on staff.

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.5



		Types of patients seen in ICU (historical):

		Atrial fib with RVR, Rule out MI, Sepsis, Pneumonia, Post surgical ventilated patient















LifeCare

		Facility Name		LifeCare Medical Center				COUNTY NAME:

		City		Roseau				Roseau

		County		Roseau

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-463-2500



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		25

		Non critical monitored		2

		Operating Rooms		2

		Airborne Infection Isolation		2

		Adult ventilator		2







		The above information was obtained from MNTrac























































MHealth-Lakes

		Facility Name		MHealth Fairview Lakes Medical Center				COUNTY NAME:

		City		Wyoming				CHISAGO

		County		CHISAGO

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				651-982-7300



		CAPACITY						CAPABILITY

		# of ICU Beds		10				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		5

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				3



		Types of patients seen in ICU (historical):

		Acute respiratory failure/COPD exacerbation, CHF non-interventional cardiology, Sepsis, Altered LOC/drug overdose/ETOH withdrawal, DKA















MHealth-Northland

		Facility Name		MHealth Fairview Northland 				COUNTY NAME:

		City		Princeton				SHERBURNE

		County		SHERBURNE

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				612-672-1515



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				No

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				2



		Types of patients seen in ICU (historical):

		Acute respiratory failure/COPD, CHF/non-interventional cardiology, Sepsis, Altered LOC/drug overdose/ETOH, DKA















MHealth-Ridges

		Facility Name		M Health Fairview Ridges Hospital				COUNTY NAME:

		City		Burnsville				Dakota

		County		Dakota

		Coalition		Metro

		Trauma Designation		Level III   Tertiary Care



		Transfer coordinator phone number: 				952-924-8000



		CAPACITY						CAPABILITY

		# of ICU Beds		12				Lab				24/7 In house

		# Regular Ventilators in ICU		16				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		12

		# Dialysis machines		3

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology								No

		Hospice and Palliative Medicine								No

		Infectious Disease				Yes

		Nephrology								No

		Neurology				Consults

		Oncology				Yes

		Pain Medicine								No

		Pediatric Critical Care								No

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease								No

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		Orthopedics, OB/GYN, ENT, Urology









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				3

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				10



		Types of patients seen in ICU (historical):

		Sepsis, Pulmonary Edema/Respiratory Failure, Etoh Withdrawal, Pneumonia, Heart Failure















MHealth-Southdale 

		Facility Name		M Health Fairview Southdale Hospital				COUNTY NAME:

		City		Edina				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level III



		Transfer coordinator phone number: 				952-924-8000



		CAPACITY

		# of ICU Beds		19

		# Regular Ventilators in ICU		21

		# Shared Ventilators between ICU and Surgery		0

		# Transport Ventilators		4

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:               Yes

				Continuation:        No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		GI including endoscopy, cardiology including EP and some LAVD.  NOTE - Some transplant care available for post transplant patients









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				6

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				16



		Types of patients seen in ICU (historical):

		Sepsis, Cerebral infarction, cardiac valve/cardiothoracic procedure, CABG, craniotomy















MHealth-St Johns

		Facility Name		M Health Fairview St. John's Hospital				COUNTY NAME:

		City		Maplewood				Ramsey

		County		Ramsey

		Coalition		Metro

		Trauma Designation		Level IV - Tertiary



		Transfer coordinator phone number: 				651-326-2337



		CAPACITY						CAPABILITY

		# of ICU Beds		20				Lab				23/7 In house

		# Regular Ventilators in ICU		13				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		11

		# Dialysis machines		4

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology								No

		Hospice and Palliative Medicine								No

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Consults

		Oncology				Yes

		Pain Medicine								No

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry								No

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		Dentirstry, facial lacerations, ENT, OB/GYN, Ortho with subspecialties, Urology









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				4

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				9



		Types of patients seen in ICU (historical):

		Sepsis, Heart Failure and Shock, Pulmonary Edema and Respiratory Failure, Diabetes with CC, Respiratory system Dx with Vent Support















MHealth-St Josephs

		Facility Name		M Health Fairview St. Joseph's Hospital				COUNTY NAME:

		City		St. Paul				Ramsey

		County		Ramsey

		Coalition		Metro

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				651-326-2337



		CAPACITY						CAPABILITY

		# of ICU Beds		24				Lab				24/7 In house

		# Regular Ventilators in ICU		32				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		3

		# BiPap machines		14

		# Dialysis machines		7

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		Cardiac including EP; GI









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				7

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				9



		Types of patients seen in ICU (historical):

		Intracranial Hemorrhage or Cerebral Infarction, Craniotomy, Sepsis, CABG, Cardiac Valve Replacement















MHealth-Masonic Childrens

		Facility Name		M Health Fairview University of Minnesota Masonic Children's Hospital				COUNTY NAME:

		City		Minneapolis				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level III 



		Transfer coordinator phone number: 				612-672-7575



		CAPACITY

		# of ICU Beds		24

		# Regular Ventilators in ICU		64

		# Shared Ventilators between ICU and Surgery		0

		# Transport Ventilators		1

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                   Yes

				Continuation:             Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine								No

		Transplant				Yes

		Other

		Bone marrow transplant, dermatology, cystic fibrosis, sickle cell, congenital cardiac disease and surgery, pediatric gastrointestinal









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				9

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				18



		Types of patients seen in ICU (historical):

		Transplant, sepsis, GI bleed, heart, neuro















MHealth-MN Medical

		Facility Name		UMMC				COUNTY NAME:

		City		Minneapolis				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level II



		Transfer coordinator phone number: 				612-672-7575



		CAPACITY

		# of ICU Beds		62

		# Regular Ventilators in ICU		62

		# Shared Ventilators between ICU and Surgery		0 (Note please:  Ventilators are shared across the system so the numbers of ventilators available are flexible)

		# Transport Ventilators		3

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 Yes

				Continuation:          Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine								No

		Transplant				Yes

		Other

		Dermatology, Bone Marrow Transplant, Sickle Cell, Cystic Fibrosis









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				12

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				52



		Types of patients seen in ICU (historical):

		Sepsis, Acute Respiratory Failure, GI Bleed, Transplant, Neurologic















MHealth-Woodwinds

		Facility Name		M Health Fairview Woodwinds Hospital				COUNTY NAME:

		City		Woodbury				Washington

		County		Washington

		Coalition		Metro

		Trauma Designation		Level IV  Tertiary Care Center



		Transfer coordinator phone number: 				651-326-2337



		CAPACITY						CAPABILITY

		# of ICU Beds		8				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				24/7 In house

		# Transport Ventilators		2

		# BiPap machines		7

		# Dialysis machines		1

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		on call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology								No

		Hospice and Palliative Medicine								No

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology								No

		Oncology				Yes

		Pain Medicine								No

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		ENT, OB/GYN, Orthopedics with subspecialties, Urology









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				1

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				No

		Does your facility give convalescent Plasma - as part of a study?				No

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				6



		Types of patients seen in ICU (historical):

		Sepsis, Diabetes with CC, Respiratory System DX with Vent Support, Heart Failure and Shock, ETOH withdrawal















Madelia

		Facility Name		Madelia Community Hospital				COUNTY NAME:

		City		Madelia				Watonwan

		County		Watonwan

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-642-3255



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		25

		Non critical monitored		5

		Operating Rooms		1

		Airborne Infection Isolation		2







		The above information was obtained from MNTrac























































Madison

		Facility Name		Madison Hospital				COUNTY NAME:

		City		Madison				Lac qui Parle

		County		Lac qui Parle

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-598-7551



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		12







		The above information was obtained from MNTrac

























































Mahnomen

		Facility Name		Mahnomen Health Center				COUNTY NAME:

		City		Mahnomen				Mahnomen

		County		Mahnomen

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-935-2511



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		9

		Non critical monitored		4

		Pediatrics		1

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac























































Maple Grove

		Facility Name		Maple Grove Hospital				COUNTY NAME:

		City		Maple Grove				HENNEPIN

		County		HENNEPIN

		Coalition		Metro

		Trauma Designation		Level III



		Transfer coordinator phone number: 				800-230-2413



		CAPACITY						CAPABILITY

		# of ICU Beds		8				Lab				24/7 In house

		# Regular Ventilators in ICU		11				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		4

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		On call		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				3



		Types of patients seen in ICU (historical):

		Sepsis, DKA, ETOH withdrawal, Acute Respiratory failure, Electrolyte imbalances















Mayo-Albert Lea 

		Facility Name		Mayo - Albert Lea				COUNTY NAME:

		City		Albert Lea				Freeborn

		County		Freeborn

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Psychiatric		14

		Adult Ventilator		3

		Operating Rooms		6

		Airborne isolation		2



		The above information was obtained from MNTrac





























































Mayo-Austin

		Facility Name		MCHS-Austin				COUNTY NAME:

		City		Austin				MOWER

		County		MOWER

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		CAPACITY						CAPABILITY

		# of ICU Beds		12				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		6

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				6



		Types of patients seen in ICU (historical):

		COPD with acute respiratory distress, Atrial Fib with RVR, Septic shock, Substance abuse withdrawal, DKA















Mayo-Cannon Falls

		Facility Name		Mayo - Cannon Falls				COUNTY NAME:

		City		Cannon Falls				Goodhue

		County		Goodhue

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Non critical monitored		5

		Medical surge		15

		Operating Rooms		1



		The above information was obtained from MNTrac























































Mayo-Fairmont

		Facility Name		Mayo - Fairmont				COUNTY NAME:

		City		Fairmont				Martin

		County		Martin

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Ventilators		2

		Medical surge		49

		Operating Rooms		4



		The above information was obtained from MNTrac

























































Mayo-Lake City

		Facility Name		Mayo - Lake City				COUNTY NAME:

		City		Lake City				Wabasha

		County		Wabasha

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Airborne isolation		1

		Non critical monitored		4

		Adult ventilator		3

		Pediatric		2

		Medical Surgical		12

		Operating rooms		1



		The above information was obtained from MNTrac























































Mayo-Mankato

		Facility Name		Mayo - Mankato				COUNTY NAME:

		City		Mankato				Le Sueur

		County		Le Sueur

		Coalition		South Central

		Trauma Designation		Level III



		Transfer coordinator phone number: 				507-255-2910



		NO DATA SUBMITTED































































































































































































































Mayo-New Prague

		Facility Name		Mayo - New Prague				COUNTY NAME:

		City		New Prague				Scott

		County		Scott

		Coalition		Metro

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		24

		Adult Ventilator		1

		Operating Rooms		2

		Pediatrics		1

		Non critical monitored		5

		Critical care		4



		The above information was obtained from MNTrac























































Mayo-St James

		Facility Name		Mayo - St. James				COUNTY NAME:

		City		St. James				Watonwan

		County		Watonwan

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		17

		Adult Ventilator		1

		Non critical monitored		4

		Airborne infection isol		1



		The above information was obtained from MNTrac























































Mayo-Waseca

		Facility Name		Mayo - Waseca				COUNTY NAME:

		City		Waseca				Waseca

		County		Waseca

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		8

		Adult Ventilator		1

		Operating Rooms		1

		Non critical monitored		5

		Airborne isolation		3



		The above information was obtained from MNTrac

























































Mayo-Red Wing

		Facility Name		Mayo - Red Wing				COUNTY NAME:

		City		Red Wing				Goodhue

		County		Goodhue

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-255-2910



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Adult ventilator		2

		Airborne Isolation		2

		Medical Surgical		29

		Operating rooms		5



		The above information was obtained from MNTrac





















































Mayo-St Marys

		Facility Name		Mayo - Rochester & Pediatrics				COUNTY NAME:

		City		Rochester				Olmsted

		County		Olmsted

		Coalition		Southeast

		Trauma Designation		Level I



		Transfer coordinator phone number: 				507-255-2910



		CAPACITY

		# of ICU Beds		226

		# Regular Ventilators in ICU		105

		# Shared Ventilators between ICU and Surgery		0

		# Transport Ventilators		40

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 Yes

				Continuation:           Yes

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No 



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant				Yes

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				35

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				60%



















Meeker

		Facility Name		Meeker Memorial Hospital				COUNTY NAME:

		City		Litchfield				MEEKER

		County		MEEKER

		Coalition		Southcentral

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-693-4530



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						Not available

		Hospitalist		Telemedicine		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		Not available		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.18



		Types of patients seen in ICU (historical):

		Pneumonia, CHF, Chemical overdose/suicide, Post surgical, Alcohol withdrawal















Mercy

		Facility Name		Mercy Hospital				COUNTY NAME:

		City		Coon Rapids				Anoka

		County		Anoka

		Coalition		Metro

		Trauma Designation		Level II



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY

		# of ICU Beds		25

		# Regular Ventilators in ICU		25

		# Shared Ventilators between ICU and Surgery		31

		# Transport Ventilators		7

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                Yes

				Continuation:          No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		Trauma









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				6

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				No

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				21



		Types of patients seen in ICU (historical):

		Sepsis, Multisystem failure, Respiratory failure, Trauma, Cardiovascular















Mercy-Unity

		Facility Name		Mercy Hospital - Unity Campus				COUNTY NAME:

		City		Fridley				Anoka

		County		Anoka

		Coalition		Metro

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				763-236-3729



		CAPACITY						CAPABILITY

		# of ICU Beds		10				Lab				24/7 In house

		# Regular Ventilators in ICU		12				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		10

		# Dialysis machines		3

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						On call

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				No

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				8



		Types of patients seen in ICU (historical):

		Adult respiratory failure, Sepsis, DKA, Intentional/Unintentional Overdose, Renal Failure















Mille Lacs

		Facility Name		Mille Lacs Health System				COUNTY NAME:

		City		Onamia				Mille Lacs

		County		Mille Lacs

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-532-3154



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		18

		Operating Rooms		2

		Adult ventilator		2







		The above information was obtained from MNTrac























































Murray County

		Facility Name		Murray County Medical Center				COUNTY NAME:

		City		Slayton				MURRAY

		County		MURRAY

		Coalition		Southwest

		Trauma Designation		Level IV  



		Transfer coordinator phone number: 				507-836-6111



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 On call

		# Regular Ventilators in ICU		2				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		2				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		0

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		Not available		Surgeon						Not available

		Internal Medicine Physician		On call		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						Not available

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				No

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				No

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		Atrial Fib, Multiple comorbidities that are ill, Respiratory failure, Pneumonia, Post-op complications















New Ulm

		Facility Name		New Ulm Medical Center				COUNTY NAME:

		City		New Ulm				Brown

		County		Brown

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-217-5000



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		7				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		3				CT Machine				Yes

		# Transport Ventilators		4

		# BiPap machines		4

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						On call

		Respiratory Therapist		Not available		Critical Care/ICU Nurse						24/7 In House

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Respiratory, Alcohol withdrawal, Cardia, GI Bleed, We are a special care unit, not an intesive care unit. Transfer most very sick out. Will keep a vent patient if it is determinted to be short term. If long term (more than 24 hours) will need to transfer.















North Memorial

		Facility Name		North Memorial Health Hospital				COUNTY NAME:

		City		Robbinsdale				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level I



		Transfer coordinator phone number: 				800-230-2413



		CAPACITY						CAPABILITY

		# of ICU Beds		53				Lab				24/7 In house

		# Regular Ventilators in ICU		13				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		1				CT Machine				Yes

		# Transport Ventilators		25

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 Yes

				Continuation:           Yes		Only less then 24 hours to stabilize and then we transfer to another facility

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		13



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine								No

		Transplant								No

		Other

		Trauma, NICU, Rehabilitation, Ortho









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				4

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				45



		Types of patients seen in ICU (historical):

		Trauma, Cardiology, Stroke, Medical, Respiratory















North Shore

		Facility Name		North Shore Health				COUNTY NAME:

		City		Grand Marais				Cook

		County		Cook

		Coalition		Northeast

		Trauma Designation		Undesignated



		Transfer coordinator phone number: 				218-387-3269    



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		16

		Airborne Infection Isolation		1

		Adult Ventilator		1







		The above information was obtained from MNTrac





























































North Valley

		Facility Name		North Valley Health Center				COUNTY NAME:

		City		Warren				Marshall

		County		Marshall

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-745-3250



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		11

		Non critical monitored		4

		Adult Ventilator		1

		Airborne Infection Isolation		1

		Critical care		6







		The above information was obtained from MNTrac

































































Northfield

		Facility Name		Northfield Hospital				COUNTY NAME:

		City		Northfield				Rice

		County		Rice

		Coalition		Metro

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-646-1690



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		30

		Non critical monitored		14

		Operating Rooms		4

		Airborne Infection Isolation		1

		Critical care		4







		The above information was obtained from MNTrac































































Olivia

		Facility Name		Olivia Hospital & Clinic				COUNTY NAME:

		City		Olivia				Renville

		County		Renville

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				1-800-916-1836



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		18

		Non critical monitored		4

		Operating Rooms		1

		Airborne Infection Isolation		2

		Adult ventilator		2







		The above information was obtained from MNTrac





















































Olmsted

		Facility Name		Olmsted Medical Center				COUNTY NAME:

		City		Rochester				OLMSTED

		County		OLMSTED

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-529-6600 



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		DKA, Sepsis, Afib with RVR, Pneumonia, ETOH with DT's















Ortonville

		Facility Name		Ortonville Area Health Services				COUNTY NAME:

		City		Ortonville				Big Stone

		County		Big Stone

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-839-6157



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		16

		Non critical monitored		4

		Operating Rooms		1

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac







































































Owatonna

		Facility Name		Owatonna Hospital				COUNTY NAME:

		City		Owatonna				Steele

		County		Steele

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-451-3850 



		NO DATA SUBMITTED











































































Park Nicollet

		Facility Name		Park Nicollet Methodist Hospital				COUNTY NAME:

		City		St. Louis Park				Hennepin

		County		Hennepin

		Coalition		Metro

		Trauma Designation		Level III Tertiary



		Transfer coordinator phone number: 				952-993-0330



		CAPACITY

		# of ICU Beds		22

		# Regular Ventilators in ICU		24

		# Shared Ventilators between ICU and Surgery		5

		# Transport Ventilators		4

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                Yes

				Continuation:          No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology								No

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient				Yes

		Psychiatry								No

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine				Yes

		Transplant								No

		Other









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				8

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				17



		Types of patients seen in ICU (historical):

		Sepsis, Heart Surgery, Medical diagnosis/pneumonia, Neurology/stroke, 















Perham

		Facility Name		Perham Health				COUNTY NAME:

		City		Perham				Otter Tail

		County		Otter Tail

		Coalition		West Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-347-4500 



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		25

		Operating Rooms		2











		The above information was obtained from MNTrac

























































Pipestone

		Facility Name		Pipestone County Medical Center				COUNTY NAME:

		City		Pipestone				PIPESTONE

		County		PIPESTONE

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-825-5811



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 In house

		# Regular Ventilators in ICU		1				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						Not available

		Hospitalist		Telemedicine		Surgeon						On call

		Internal Medicine Physician		Telemedicine		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		Sepsis, Post surgery, DKA, Respiratory distress, CHF

















Prairie Ridge

		Facility Name		Prairie Ridge Health				COUNTY NAME:

		City		Elbow Lake				Grant

		County		Grant

		Coalition		West Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-685-7371



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		10

		Non critical monitored		3

		Operating Rooms		1

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac





















































Rainy Lake

		Facility Name		Rainy Lake				COUNTY NAME:

		City		International Falls				Koochiching

		County		Koochiching

		Coalition		Northeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-283-5456    



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		23

		Operating Rooms		2

		Adult ventilator		1







		The above information was obtained from MNTrac





















































Red Lake IHS

		Facility Name		Red Lake Indian Health Services				COUNTY NAME:

		City		Red Lake				Beltrami

		County		Beltrami

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-679-3912



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		8

		Pediatrics		2

		Airborne Infection Isolation		2









		The above information was obtained from MNTrac



















































Regina

		Facility Name		Regina Hospital				COUNTY NAME:

		City		Hastings				DAKOTA

		County		DAKOTA

		Coalition		Metro

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		0				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		4				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		Telemedicine		Surgeon						On call

		Internal Medicine Physician		Telemedicine		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				<1



		Types of patients seen in ICU (historical):

		Sepsis, Ketoacidosis, Poisoning, ETOH abuse, Pneumonia















Regions

		Facility Name		Regions Hospital				COUNTY NAME:

		City		St. Paul				Ramsey

		County		Ramsey

		Coalition		Metro

		Trauma Designation		Level I



		Transfer coordinator phone number: 				651-254-2000



		CAPACITY

		# of ICU Beds		54

		# Regular Ventilators in ICU		40

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		6

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:               Yes

				Continuation:           No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment				Yes

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				6

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				45



		Types of patients seen in ICU (historical):

		Trauma, surgical, medical, CV, neuro, 















Regions-Gillette Childrens

		Facility Name		Gillette Childrens Specialty Healthcare				COUNTY NAME:

		City		Burnsville				Dakota

		County		Dakota

		Coalition		Metro

		Trauma Designation		Level I Pediatric



		Transfer coordinator phone number: 				651-325-2200



		CAPACITY

		# of ICU Beds		10

		# Regular Ventilators in ICU		8

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		2

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 No

				Continuation:           No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		No



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						On call

		Hospitalist		Not available		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Cardiologist



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology								No

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology								No

		Neurology				Yes

		Oncology								No

		Pain Medicine								No

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry								No

		Pulmonary Disease								No

		Rheumatology				Yes

		Sports Medicine								No

		Transplant								No

		Other

		Orthopedics, Neurosurgery









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				No

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				N/A

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				No

		Does your facility give convalescent Plasma - as part of a study?				No

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				4



		Types of patients seen in ICU (historical):

		Neurosurgical, Orthopedic, Trauma, Neurology, Complex medical















Ridgeview-LeSueur

		Facility Name		Ridgeview LeSueur Medical Center				COUNTY NAME:

		City		Le Sueur				Le Sueur

		County		Le Sueur

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-665-3375



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		8

		Non critical monitored		1

		Operating Rooms		1

		Airborne Infection Isolation		1

		Adult Ventilator		1







		The above information was obtained from MNTrac





















































Ridgeview Medical

		Facility Name		Ridgeview Medical Center				COUNTY NAME:

		City		Waconia				CARVER

		County		CARVER

		Coalition		Metro

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				952-442-2191



		CAPACITY						CAPABILITY

		# of ICU Beds		8				Lab				24/7 In house

		# Regular Ventilators in ICU		5				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						On call

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				4



		Types of patients seen in ICU (historical):

		CHF, MI-non stemi, Pneumonia, COPD, DKA















Ridgeview-Sibley

		Facility Name		Ridgeview Sibley Medical Center				COUNTY NAME:

		City		Arlington				Sibley

		County		Sibley

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-964-2271



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		9

		Non critical monitored		2

		Operating Rooms		1

		Airborne Infection Isolation		1

		Adult Ventilator		1







		The above information was obtained from MNTrac



























































Rivers Edge

		Facility Name		River's Edge Hospital				COUNTY NAME:

		City		St Peter				Nicollet

		County		Nicollet

		Coalition		South Central

		Trauma Designation		Level Iv



		Transfer coordinator phone number: 				507-931-2200



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		25

		Operating Rooms		4

		Airborne Infection Isolation		3

		Adult Ventilator		2







		The above information was obtained from MNTrac









































































































Riverview

		Facility Name		RiverView Health				COUNTY NAME:

		City		Crookston				POLK

		County		POLK

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-281-9200



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		CHF, COPD, Pneumonia, Afib/RVR - rule out MI, DKA















Riverwood

		Facility Name		Riverwood Healthcare Center				COUNTY NAME:

		City		Aitkin				AITKIN

		County		AITKIN

		Coalition		Central

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-927-2121



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						CRNA on call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		Available days/on call nights		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Cardiac Patients, Sepsis, COPD, CHF, Diabetic















St Elizabeths

		Facility Name		St. Elizabeths				COUNTY NAME:

		City		Wabasha				Wabasha

		County		Wabasha

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				651-565-5530



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		12

		Non critical monitored		15

		Operating Rooms		2

		Airborne Infection Isolation		1

		Adult Ventilator		2

		Pediatrics		15







		The above information was obtained from MNTrac







































































Sanford-Bagley

		Facility Name		Sanford Bagley Medical Center				COUNTY NAME:

		City		Bagley				Clearwater

		County		Clearwater

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-694-6501



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		8

		Operating Rooms		1

		Critical care		34







		The above information was obtained from MNTrac





























































Sanford-Bemidji

		Facility Name		Sanford Bemidji Medical Center				COUNTY NAME:

		City		Bemidji				BELTRAMI

		County		BELTRAMI

		Coalition		North West Region

		Trauma Designation		Level III



		Transfer coordinator phone number: 				218-333-2407



		CAPACITY						CAPABILITY

		# of ICU Beds		10				Lab				24/7 In house

		# Regular Ventilators in ICU		12				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		10				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		14

		# Dialysis machines		19

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				7



		Types of patients seen in ICU (historical):

		ETOH withdrawal, STEMI, Sepsis, Respiratory distress, Overdose















Sanford-Canby

		Facility Name		Sanford Canby Medical Center				COUNTY NAME:

		City		Canby				Yellow Medicine

		County		Yellow Medicine

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-223-7277



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		16

		Operating Rooms		2

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac























































Sanford-Fargo

		Facility Name		Sanford Health - Fargo including Pediatric				COUNTY NAME:

		City		Fargo				North Dakota

		County		Cass - North Dakota

		Coalition		North Dakota

		Trauma Designation		Level 1                Level II Pediatric



		Transfer coordinator phone number: 				701-234-1100



		CAPACITY

		# of ICU Beds		155

		# Regular Ventilators in ICU		78

		# Shared Ventilators between ICU and Surgery		140

		# Transport Ventilators		11

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:               Yes

				Continuation:          No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		23 with ability to flex



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant				Yes

		Other

		Burn Surge Center (stabalize burns and send to burn center), Micro vascular reattachments are sent on.









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				20

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				128



		Types of patients seen in ICU (historical):

		Respiratory failure, surgical-cardiac, neuro, stroke, post arrest, medical















Sanford-Jackson

		Facility Name		Sanford Jackson Medical Center				COUNTY NAME:

		City		Jackson				Jackson

		County		Jackson

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-847-2420



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		20

		Operating Rooms		1

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac





























































Sanford-Luverne

		Facility Name		Sanford Luverne Medical Center				COUNTY NAME:

		City		Luverne				Rock

		County		Rock

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-283-2321



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		25

		Non critical monitored		2

		Operating Rooms		2

		Airborne Infection Isolation		1

		Adult Ventilator		1







		The above information was obtained from MNTrac



















































Sanford-Thief River Falls

		Facility Name		Sanford Medical – Thief River Falls				COUNTY NAME:

		City		Thief River Falls				PENNINGTON

		County		PENNINGTON

		Coalition		Northwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-689-6247



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		2				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				<1



		Types of patients seen in ICU (historical):

		Respiratory distress, cardiac arrythmias, unstable Post-op, electrolyte imbalances, sepsis















Sanford-Tracy

		Facility Name		Sanford Tracy Medical Center				COUNTY NAME:

		City		Tracy				Lyon

		County		Lyon

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-629-8300



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		9

		Non critical monitored		2

		Operating Rooms		2

		Airborne Infection Isolation		1

		Pediatrics		1







		The above information was obtained from MNTrac





























































































Sanford-USD

		Facility Name		Sanford USD Medical Center including Pediatric				COUNTY NAME:

		City		Sioux Falls				South Dakota

		County		Minnehaha (South Dakota)

		Coalition		Southwest

		Trauma Designation		Level II



		Transfer coordinator phone number: 				877-647-7445



		CAPACITY

		# of ICU Beds		51

		# Regular Ventilators in ICU		74

		# Shared Ventilators between ICU and Surgery		10

		# Transport Ventilators		12

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                  Yes                                   Does Pediatric ECMO but can initiate adult ECMO

				Continuation:            No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		16



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry								No

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant				Yes

		Other

		Pediatric ECMO, Covid treatment and research below: ISPY - Stem cell SAB-185









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				13

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				No

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				40



		Types of patients seen in ICU (historical):

		Med/Surg, Neuro, Trauma, Open Heart, Vascular















Sanford-Westbrook

		Facility Name		Sanford Westbrook Medical Center				COUNTY NAME:

		City		Westbrook				Cottonwood

		County		Cottonwood

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-274-1100



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		8

		Operating Rooms		1

		Airborne Infection Isolation		2







		The above information was obtained from MNTrac





























































































Sanford-Wheaton

		Facility Name						COUNTY NAME:

		City

		County

		Coalition

		Trauma Designation



		Transfer coordinator phone number: 				320-563-8226



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		12

		Operating Rooms		1

		Airborne Infection Isolation		1







		The above information was obtained from MNTrac

























































Sanford-Worthington

		Facility Name		Sanford Worthington Medical				COUNTY NAME:

		City		Worthington				NOBLES

		County		NOBLES

		Coalition		Southwest

		Trauma Designation		Level III



		Transfer coordinator phone number: 				877-647-1225



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 In house

		# Regular Ventilators in ICU		0				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		1

		# Dialysis machines		9

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		Telemedicine		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0-1



		Types of patients seen in ICU (historical):

		Atrial fibrillation with rapid ventricular rate, Diabetic ketoacidosis, Sepsis, Pneumonia, COPD Exacerbation, CHF Exacerbation















Sleepy Eye

		Facility Name		Sleepy Eye Medical Center				COUNTY NAME:

		City		Sleepy Eye				Brown

		County		Brown

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-794-3571



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		14

		Operating Rooms		1

		Airborne Infection Isolation		1

		Adult Ventilator		1







		The above information was obtained from MNTrac





















































St Cloud

		Facility Name		St. Cloud Hospital				COUNTY NAME:

		City		St. Cloud				Stearns

		County		Stearns

		Coalition		Central

		Trauma Designation		Level II



		Transfer coordinator phone number: 				888-387-2862



		CAPACITY

		# of ICU Beds		47

		# Regular Ventilators in ICU		38

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		9

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                  Yes (initiate ECMO in the OR then transfer to U of M or HCMC)

				Continuation:           No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		14



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		24/7 In house



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology				Yes

		Burn Treatment				Yes				Burn surge for MCI

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care				Yes

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other

		NICU









		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				24

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				24



		Types of patients seen in ICU (historical):

		Medical, neuro, trauma, cardiac, surgical















St Francis

		Facility Name		CHI St. Francis Health				COUNTY NAME:

		City		Breckenridge				WILKIN

		County		WILKIN

		Coalition		West Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-643-0160



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 In house

		# Regular Ventilators in ICU		3				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		1				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		0

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						Not available

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						On call

		Respiratory Therapist		Not available		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				No

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		R/O MI, CHF, COPD, ETOH/Drug withdrawal, Early Sepsis















St Francis Regional

		Facility Name		St Francis Regional Medical 				COUNTY NAME:

		City		Shakopee				SCOTT

		County		SCOTT

		Coalition		Metro

		Trauma Designation		Level III   Tertiary Care Center



		Transfer coordinator phone number: 				651-222-0555



		CAPACITY						CAPABILITY

		# of ICU Beds		12				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		9				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		5

		# Dialysis machines		4

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine only		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In  house

		Cardiologist		On call



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		Can you provide on-site emergency dialysis if needed?				Yes (2)

		What is your facilities Average Daily Census of ICU patients?				4.5



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology								No

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine								No

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry				Yes				Telemedicine

		Pulmonary Disease				Yes

		Rheumatology								No

		Sports Medicine				Yes

		Transplant								No

		Other

		Cardiology







		Types of patients seen in ICU (historical):

		Sepsis, Pneumonia/acute respiratory, chest pain, ETOH use disorder, CVA















St Gabriels

		Facility Name		CHI St. Gabriels Health				COUNTY NAME:

		City		Little Falls				MORRISON

		County		MORRISON

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-632-5441



		CAPACITY						CAPABILITY

		# of ICU Beds		6				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				1



		Types of patients seen in ICU (historical):

		Sepsis, Respiratory, RVR, DKA, ETOH Withdrawal















St Lukes

		Facility Name		St. Lukes				COUNTY NAME:

		City		Duluth				St. Louis County

		County		St. Louis County

		Coalition		Northeast

		Trauma Designation		Level II



		Transfer coordinator phone number: 				218-249-4444



		CAPACITY

		# of ICU Beds		25

		# Regular Ventilators in ICU		23

		# Shared Ventilators between ICU and Surgery		If going to open a COVID room in OR - we would share traditional/regular ventilators until needing anesthesia machines.

		# Transport Ventilators		14		Share transport ventilators with PACU

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                  No

				Continuation:           No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		11



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						24/7 In house

		Internal Medicine Physician		On Call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On Call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure 				Yes

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient				Yes

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				4				Note: Apheresis and CRRT

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				No

		Does your facility give convalescent Plasma - as part of routine care?				Yes

		What is your facilities Average Daily Census of ICU patients?				16.7



		Types of patients seen in ICU (historical):

		Sepsis unspecified, non-ST elevation myocardial infarction, nonrheumatic aortic valve stenosis, COPD with acute exacerbation, atherosclerotic heart disease of native coronary artery w/o angina pectoris, Type I Diabetes mellitus with ketoacidosis without coma, ETOH dependence with withdrawal, Acute and chronic respiratory failure with hypoxia 















Stevens Community

		Facility Name		Stevens Community Medical				COUNTY NAME:

		City		Morris				STEVENS

		County		STEVENS

		Coalition		West Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-589-7677



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 On call

		# Regular Ventilators in ICU		2				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		2				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						On call

		Hospitalist		Not available		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						On call

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		Atrial Fib w/RVR, Sepsis, DKA, ETOH/Detox, Psych















Swift County

		Facility Name		Swift County/Benson Hospital				COUNTY NAME:

		City		Benson				Swift

		County		Swift

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-843-4232



		Total Bed Capacity (not availability)

		Bed Type		Bed Total

		Medical and Surgical		11

		Non critical monitored		2







		The above information was obtained from MNTrac



































































Tri-County

		Facility Name		Tri-County Healthcare				COUNTY NAME:

		City		Wadena				WADENA

		County		WADENA

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				218-631-3510



		CAPACITY						CAPABILITY

		# of ICU Beds		2				Lab				24/7 In house

		# Regular Ventilators in ICU		2				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						CRNA on call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						24/7 In house

		Respiratory Therapist		Available - not on call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				Yes:  M-F

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0.11



		Types of patients seen in ICU (historical):

		Atrial Fib with RVR, DKA, Sepsis, Pneumonia, COPD, ETOH Withdrawal, N-Stemi MI















United

		Facility Name		United Hospital - Allina Health				COUNTY NAME:

		City		St. Paul				Ramsey

		County		Ramsey

		Coalition		Metro

		Trauma Designation		Level III Tertiary care center



		Transfer coordinator phone number: 				844-725-5462



		CAPACITY

		# of ICU Beds		43

		# Regular Ventilators in ICU		36

		# Shared Ventilators between ICU and Surgery		1

		# Transport Ventilators		4

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:                 No

				Continuation:           No

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.		10



		STAFFING AVAILABILITY

		Intensivist		24/7 In house		Anesthesiologist						24/7 In house

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		On call		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		On call



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology								No

		Burn Treatment								No

		Hematology				Yes

		Hospice and Palliative Medicine				Yes

		Infectious Disease				Yes

		Nephrology				Yes

		Neurology				Yes

		Oncology				Yes

		Pain Medicine				Yes

		Pediatric Critical Care								No

		Pediatric In Patient								No

		Psychiatry				Yes

		Pulmonary Disease				Yes

		Rheumatology				Yes

		Sports Medicine				Yes

		Transplant								No

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?				Yes

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?				6

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?				Yes

		Does your facility give convalescent Plasma - as part of a study?				Yes

		Does your facility give convalescent Plasma - as part of routine care?				No

		What is your facilities Average Daily Census of ICU patients?				25



		Types of patients seen in ICU (historical):

		Pulmonary, cardiac, medical/surg, neurology, infectious disease















United Hosp District

		Facility Name		United Hospital District				COUNTY NAME:

		City		Blue Earth				FARIBAULT

		County		FARIBAULT

		Coalition		South Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-526-3273



		CAPACITY						CAPABILITY

		# of ICU Beds		4				Lab				24/7 On call

		# Regular Ventilators in ICU		2				Radiology				24/7 On call

		# Shared Ventilators between ICU and Surgery		0				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Not available		Anesthesiologist						Not available

		Hospitalist		On call		Surgeon						On call

		Internal Medicine Physician		Not available		Radiologic Technician						On call

		Respiratory Therapist		Not available		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		Rule out MI, Post-operative, Cardiac arrythmia on drips/cardiac meds, Ketoacidosis, Ventilator/BiPap patients <24 hours on vent















Welia 

		Facility Name		Welia Health				COUNTY NAME:

		City		Mora				KANABEC

		County		KANABEC

		Coalition		Central

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				320-679-1212



		CAPACITY						CAPABILITY

		# of ICU Beds		3				Lab				24/7 In house

		# Regular Ventilators in ICU		4				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		4				CT Machine				Yes

		# Transport Ventilators		2

		# BiPap machines		2

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						Not available

		Hospitalist		On call		Surgeon						Not available

		Internal Medicine Physician		Telemedicine		Radiologic Technician						24/7 In house

		Respiratory Therapist		On call		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				No

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		COPD with acute exacerbation, Ketoacidosis without coma, Sepsis, Hypertensive heart disease with heart failure, Other chest pain















Windom

		Facility Name		Windom Area Health				COUNTY NAME:

		City		Windom				COTTONWOOD

		County		COTTONWOOD

		Coalition		Southwest

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-831-2400



		CAPACITY						CAPABILITY

		# of ICU Beds		5				Lab				24/7 On call

		# Regular Ventilators in ICU		1				Radiology				24/7/ On call

		# Shared Ventilators between ICU and Surgery		3				CT Machine				Yes

		# Transport Ventilators		1

		# BiPap machines		3

		# Dialysis machines		0

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		Telemedicine		Surgeon						Not available

		Internal Medicine Physician		Telemedicine		Radiologic Technician						On call

		Respiratory Therapist		M - F 7a-5p		Critical Care/ICU Nurse						Not available

		Cardiologist		Telemedicine



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				No

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				No

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				0



		Types of patients seen in ICU (historical):

		Pneumonia, post-op complications, Atrial fib, comorbidities that are ill















Winona

		Facility Name		Winona Health Services				COUNTY NAME:

		City		Winona				WINONA

		County		WINONA

		Coalition		Southeast

		Trauma Designation		Level IV



		Transfer coordinator phone number: 				507-454-3650



		CAPACITY						CAPABILITY

		# of ICU Beds		8				Lab				24/7 In house

		# Regular Ventilators in ICU		5				Radiology				24/7 In house

		# Shared Ventilators between ICU and Surgery		5				CT Machine				Yes

		# Transport Ventilators		0

		# BiPap machines		3

		# Dialysis machines		10

		Does your ICU have monitoring capability?		Yes



		STAFFING AVAILABILITY

		Intensivist		Telemedicine		Anesthesiologist						On call

		Hospitalist		24/7 In house		Surgeon						On call

		Internal Medicine Physician		24/7 In house		Radiologic Technician						24/7 In house

		Respiratory Therapist		24/7 In house		Critical Care/ICU Nurse						24/7 In house

		Cardiologist		Not available



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?				Yes

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)				No

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)				Yes

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?				Yes

		Is your staff comfortable managing septic shock including use of vasopressors?				Yes

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?				Yes

		Can you provide on-site emergency dialysis if needed?				No

		What is your facilities Average Daily Census of ICU patients?				4



		Types of patients seen in ICU (historical):

		Pneumonia, Sepsis, CHF, COPD, Respiratory compromise















HI ICU TEMPLATE

		Facility Name						COUNTY NAME:

		City

		County

		Coalition

		Trauma Designation



		Transfer coordinator phone number: 



		CAPACITY						CAPABILITY

		# of ICU Beds						Lab

		# Regular Ventilators in ICU						Radiology

		# Shared Ventilators between ICU and Surgery						CT Machine

		# Transport Ventilators

		Does your facility do extracorporeal membrane oxygenation (ECMO)?		Initiation:

				Continuation:

		Does your facility have a designated COVID ICU?  If yes, please indicate the number of beds in this unit.



		STAFFING AVAILABILITY

		Intensivist				Anesthesiologist

		Hospitalist				Surgeon

		Internal Medicine Physician				Radiologic Technician

		Respiratory Therapist				Critical Care/ICU Nurse

		Cardiologist



		SERVICES AVAILABLE/OFFERED

		Services 				Yes				No

		Advanced Heart Failure and Transplant cardiology

		Burn Treatment

		Hematology

		Hospice and Palliative Medicine

		Infectious Disease

		Nephrology

		Neurology

		Oncology

		Pain Medicine

		Pediatric Critical Care

		Pediatric In Patient

		Psychiatry

		Pulmonary Disease

		Rheumatology

		Sports Medicine

		Transplant

		Other











		UTILIZATION

		Can you provide on-site emergency dialysis if needed?

		How many dialysis machines do you have at your hospital that are set up for in-patient utilization?

		Does your hospital do Epoprostenol (FloLan) or other similar inhalded medications?

		Does your facility give convalescent Plasma - as part of a study?

		Does your facility give convalescent Plasma - as part of routine care?

		What is your facilities Average Daily Census of ICU patients?



		Types of patients seen in ICU (historical):

















LOW ICU TEMPLATE

		Facility Name						COUNTY NAME:

		City

		County

		Coalition

		Trauma Designation



		Transfer coordinator phone number: 



		CAPACITY						CAPABILITY

		# of ICU Beds						Lab

		# Regular Ventilators in ICU						Radiology

		# Shared Ventilators between ICU and Surgery						CT Machine

		# Transport Ventilators

		# BiPap machines

		# Dialysis machines

		Does your ICU have monitoring capability?



		STAFFING AVAILABILITY

		Intensivist				Anesthesiologist

		Hospitalist				Surgeon

		Internal Medicine Physician				Radiologic Technician

		Respiratory Therapist				Critical Care/ICU Nurse

		Cardiologist



		UTILIZATION

		Is your staff comfortable managing a patient weaning from a ventilator?

		Can you provide urgent/emergent orthopedic surgery? (e.g. femoral fracture management)

		Do you have a general surgeon comfortable with acute care surgery and trauma? (e.g. appendectomy, cholecystectomy, splenectomy, observing minor head bleeds)

		Do you have blood banking on site for trauma or disseminated intravascular coagulation?

		Is your staff comfortable managing septic shock including use of vasopressors?

		Is your staff comfortable managing patients with Acute Respiratory Distress Syndrome?

		Can you provide on-site emergency dialysis if needed?

		What is your facilities Average Daily Census of ICU patients?



		Types of patients seen in ICU (historical):
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Appendix B.13.1  AssetsandEssentialServices.xlsx


Appendix B.13.1 AssetsandEssentialServices.xlsx
Critical Medical Services

		West Central Regional Health Care Assets and Essential Services

		CRITICAL MEDICAL SERVICES		Trauma Level		Radiology General/MRI/CT/Ultrasound/Nuc Med		ICU		Surgery Suites		In-house Surgeon		In-house RT		Burns-Support/ Receiving  		Cardiac Monitoring Capability		Same Day Surgery		Peds MD		Hospital based EMS		Type of EMS Service		Decon		Isolation rooms		Locums 		Alt Care Site

		Alomere Health		3		General/MRI/CT/US/Nuc Med		7		10		2 general Surgeons Alex clinic
2 General Surgeons Sanford
7  Orthopedic surgeons Heartland
2 Neurosurgery – 1 Heartland 1 Inspired Spine
1 Spine Surgery – Inspired Spine		Yes		Treat and transport		Yes		29		2		No - North Memorial		ALS		1 three line 1 -2stall shower in garage		39		Centracare		Knute Nelson Grand Arbor

		Glacial Ridge Hospital		4		Radiology General/CT/MRI/US		2		2		2		0		Treat and Transfer		y		2		0		Yes		ALS		Yes		2		No		Ambulance garage/old school

		Lake Region Healthcare		3		General/CT/US/MRI/NUC Med		5		6		2 -In house surgeon, on-call after hours		Yes		Treat and transport		Yes		12		2		Ringdahl		ALS		3 line tent/shower in garage		5		Wapiti		Assisted living across street/salvation army - have MOU's

		Perham Health		4		General/CT/MRI/US/Nuc Med		0		2		Yes, on call after hours		Yes - not on weekends		Treat and transport - support		Yes		8		0		Own		ALS		Decon showers/1 three way tent/ambulance bay - 1 single		6		Locum		Middle school and/or elementary school - City EOC to decide at time

		Prairie Ridge Health, DBA LRH		4		General/CT      US/MRI/Nuc are scheduled via mobile services		2 monitored beds		1		0		0		Treat and transport		Yes		4		0		Yes		BLS/ALS		1 decon room and 2 showers		1		None but may get AD locums		United Lutheran Church - have MOU

		St. Francis Health care		4		No radiologist on site - Contract with SanfordGeneral/MRI/CT/US/Nuc med 1x mth/Mammography/Dexa 		4		2		0		0		Treat and transport		Yes		10		No - locals available		No - use Ambulance Service Inc. from Whapeton		BLS/ALS		Decon tent and 2 showers in a room		2		Yes - ER - Acute Care		Grace Lutheran Church - MOU yes

		Sanford Wheaton		4		In House: General, CT   Monthly - Dexa/Nuc med, mammo                            Weekly: MRI, Mammo, US 		0		1		No  - surgeon from Essentia Whapeton twice monthly		No		Treat and transport		Yes		Yes - Wed		No		Yes		BLS & PT ALS		 WCMHPC supplies		1		none		Sanford - Region and alternate towns/care centers

		Stevens Community 		4		General/CT/US/MRI/ NUC Med - from out of town		3		2		Yes - 2 general and 2 ortho		Yes		Treat and transport		Yes		4		No		No - Stevens County Ambulance/Ringdahl		ALS		2 - tents (small) and 2 showers in ER		1		none		Decision made @ county level - Lee Center/Armory - county holds the MOU's

		*Trauma and Peds supplies are available per hospital based on trauma level designation

		*3 line decon tents in trailers are located in Glenwood, Alexandria

		*Burn Surge would be in consultation with Hennipen Medical Center and Regions in the Metro and Essentia Miller Dwan in Duluth - surge sites in WC are St. Cloud Hosp and Sanford Fargo

		***on staff at clinic																																Apr-16

		****SALS=Scheduled ALS



		Updated June23





Critical Support Services

		West Central Regional Health Care Assets and Essential Services



		CRITICAL SUPPORT SERVICES		Patient Transport For Evacuation		EMS Provider		In-house Pharmacy		Blood Banks		Lab		Morgue Capacity		Medical Gas Suppliers

		Alomere Health		MOU School district bus/Rainbow Rider		North Memorial		Y		Own		Y		2		Central McGowan

		Glacial Ridge Hospital		School bus/Palmer MOU		Glacial Ridge		Y		own		y		2		Central McGowan

		Lake Region Healthcare		Ambulance service/MOU with school and local bus company		Ringdahl		Yes		Own		Yes		4		Praxair

		Perham Health		Perham EMS, Bauck Busing, Productive Alternatives, Perham Living Van		Perham Area EMS		Y		Contracted		Y		0		Bemidji Welders

		Prairie Ridge Health, DBA LRH		Ambulance service - own plus neighboring/Palmer bus/school bus - have MOUS		Owned by Lake Region - Elbow Lake		Y		Own		Yes		0		American Welding/gas

		St. Francis 		Breckenridge Schools and Leach Home in Whapeton and St. Catherines in Whapeton		Ambulance Service Inc.		Yes		Own		Yes		2		Praxair

		Sanford Wheaton		Sanford Wheaton Ambulance		Sanford Wheaton Ambulance		Y		own 8units on hand		Y		0		A-Ox - Sioux Falls

		Stevens Community		Morris Transit/Ambulance/Bus - would go county		Stevens County Ambulance/Ringdahl		Yes		Own		Yes		0		Central McGowan









Critical Facility Mgmt Services

		West Central Regional Health Care Assets and Essential Services

		FACILITY MANAGEMENT SERVICES		Power		Water		Sanitation		Generators		HVAC		Elevators

		Alomere Health		Alexandria Light Power		City of Alexandria		West Central Sanitation, Shred It,  Daniels - Infectious waste, Clean Harbor - Haz waste		Cenex  MOU,  Natural gas - Centerpoint		Owen - Johnson Controls		Yes - Otis

		Glacial Ridge Hospital		Excel Energy		City of Glenwood		West Central Sanitation/Clean Harbor/Shred IT		Own - MOU McMahon Oil		HVAC 0wn -Climate Air		Yes - Minnesota Elevator inc.

		Lake Region Healthcare		Otter Tail Power Company		City of Fergus		City of Fergus/Shred It/Clean Harbors -hazmat		2 - owned by hosp - fuel supplier Olson Oil Mou		owned - Honeywell		Owned - serviced by Thyssenkrupp

		Perham Health		Otter Tail Power Company		City of Perham		Garbage - Steves Sanitation  Hazmat - SteriCycle  Shred - Minnkotta		Owned		Owned		Owned  

		Prairie Ridge Health, DBA LRH		City of Elbow Lake/Ottertail		City of Elbow Lake		Waste Management - Danials Sharps (hazmat) Shred n Go		One -  Cenex, Tesoro, Haleys - fuel MOUs		Own -  Serviced by Johnswoy Plumbing or DDC		No

		St Francis		City of Breckenridge		City of Breckenridge		Waste Management		one - owned by hosp. - Conzemious Oil 		BDT Mechanical/Trane		None

		Sanford Wheaton		Otter Tail Power Company		City of Wheaton		Tri State Waste Solutions            Hesi for shred/haz waste		2 - owned by hosp - fuel supplier agreement with Cenex and COOP		owned G&R Controls		Owned - serviced by Thyssenkrupp

		Stevens Community		Otter Tail Power Company		City of Morris		Engelbretson garbage/Clean Harbors-hazmat/Shred-IT - and biohazard - Daniels		One own - Morris COOP		Owned - Johnson Control/Cummins		Yes - 3  - Thyssen Krupp







Alomere

		CRITICAL MEDICAL SERVICES		Trauma Level		Radiology General/MRI/CT/Ultrasound/Nuc Med		ICU		Surgery Suites		In-house Surgeon		In-house RT		Burns-Support/ Receiving  		Cardiac Monitoring Capability		Same Day Surgery		Peds MD		Hospital based EMS		Type of EMS Service		Decon		Isolation rooms		Locums 		Alt Care Site

		Alomere Health		3		General/MRI/CT/US/Nuc Med		7		10		2 general Surgeons Alex clinic
2 General Surgeons Sanford
7  Orthopedic surgeons Heartland
2 Neurosurgery – 1 Heartland 1 Inspired Spine
1 Spine Surgery – Inspired Spine		Yes		Treat and transport		Yes		29		2		No - North Memorial		ALS		1 three line 1 -2stall shower in garage		39		Centracare		Knute Nelson Grand Arbor

		CRITICAL SUPPORT SERVICES		Patient Transport For Evacuation		EMS Provider		In-house Pharmacy		Blood Banks		Lab		Morgue Capacity		Medical Gas Suppliers

		Alomere Health		MOU School district bus/Rainbow Rider		North Memorial		Y		Own		Y		2		Central McGowan

		FACILITY MANAGEMENT SERVICES		Power		Water		Sanitation		Generators		HVAC		Elevators

		Alomere Health		Alexandria Light Power		City of Alexandria		West Central Sanitation, Shred It,  Daniels - Infectious waste, Clean Harbor - Haz waste		Cenex  MOU,  Natural gas - Centerpoint		Owen - Johnson Controls		Yes - Otis

		INFO SERVICES FOR COMMUNICATION		Failover and backup		Remote site hosting		Tel Co Provider		# of GETS Cards

		Alomere Health		Yes - Epic		Yes		Charter phone ,  Alexandria Light and Power , Arvig		13

		Key Healthcare Resources		OB-# of beds		Bariatric capability  Y or N		Out patient mental health  Y or N		In patient mental health-# of beds		Ortho capability  Y or N		# of incubators		# of oxygen concentrators		 # of Vents		# of Transport Vents		# of staffed beds		# of Licensed Beds		Medical Supply supplier		Dialysis  # of chairs/lead agency/in patient or outpatient		Pharmaceuticals supplier		# of Counselors/chaplains

		Alomere Health		25		yes   		No		No		Yes		1		0		Total vents facility-wide = 17 ( including 4 Draeger ,7 LTV vents)   		2 portable		99		127		Owens Minor		Centracare -13		McKessen		Local clergy can visit







Info Services for communication

		West Central Regional Health Care Assets and Essential Services

		Critical healthcare information systems for information management/communications

		INFO SERVICES FOR COMMUNICATION		Failover and backup		Remote site hosting		Tel Co Provider		# of GETS Cards

		Alomere Health		Yes - Epic		Yes		Charter phone ,  Alexandria Light and Power , Arvig		13

		Glacial Ridge Hospital		Healthland Centric		Yes		Charter/ CentraLink		3

		Lake Region Healthcare 		Sanford - Epic based		Yes - Sanford		Ottertail Telecom/Park Region - internet		1

		Perham Health		Sanford - Epic based		Yes - Sanford		Arvig Communications		3

		Prairie Ridge Health, DBA LRH		Sanford - Epic based		Yes - Sanford		Runestone      MEI		3

		St Francis		Meditech/offsite service via CHI		Commonspirit Health		Centralink phone and internet		4

		Sanford Wheaton		eICS & WCMHPC & BCA audit for EPIC		Yes - Sanford		Voyant		0

		Stevens Community		Yes - EPIC		Yes		Phone and internet - Federated		3







Key Healthcare Resources

		West Central Regional Health Care Assets and Essential Services

		Key Healthcare Resources		OB-# of beds		Bariatric capability  Y or N		Out patient mental health  Y or N		In patient mental health-# of beds		Ortho capability  Y or N		# of incubators		# of oxygen concentrators		 # of Vents		# of Transport Vents		# of staffed beds		# of Licensed Beds		Medical Supply supplier		Dialysis  # of chairs/lead agency/in patient or outpatient		Pharmaceuticals supplier		# of Counselors/chaplains

		Alomere Health		20		yes   		No		No		Yes		1		0		Total vents facility-wide = 17 ( including 4 Draeger ,7 LTV vents)   		2 portable		99		127		Medline		Fresenisus Kidney Outpatient-  13		McKessen		Local clergy can visit

		Glacial Ridge Hospital		3		Yes		No		No		Yes - visiting		2		0		6		4		15		25		Owens Minor		No		McKessen		Local clergy can visit

		Lake Region Healthcare		14		Yes - 1		Clinic and Lakeland		Bridgeway - 14 - own by hsp - voluntary/no 72 hold		Yes x 2 surg. 		1 incubator 5 warmers		0		5		2 (LRHC owned), 6 (WCMHPC owned) in storage		55		108		Owens Minor		Own by Frenius - not run by LRHC. They rent the space.		Cardinal		2 chaplains/4 in clinic

		Perham Health 		4		rent - UHS		services at clinic		No		Yes x 2 - outreach surgeons		0		Yes at nursing home		2-Equiped only		1		19		25		OWens Minor		0		Cardinal		Local clergy can visit

		Prairie Ridge Health, DBA LRH		0		No 		No		No		YES		0		0		0		3		6		10		Owens Minor		0		McKessen		Local & LRH clergy

		St. Francis		0 - 4 if need		1		No		no		no		2		0		0		3 portable		flexed based on pt. census		25		Common Spirit		No		McKessen		2 staff -local can visit

		Sanford Wheaton		No - but 1 if emergency		No - can get from Sanford Fargo		Yes- Telehealth - through Sanford 		0		Limited - no joint surgeries via outreach - may do minor such as carpal tunnel		0 inc/2 bassinets		0		3		1		15		25		Sanford 		No		Cardinal & Sanford Fargo		0-Local clergy can visit

		Stevens Community		3		rent		yes - clinic setting		no		Yes - podiatry/ortho		1		0		2		2		15		25		Owens Minor		Sanford Fargo - 5		McKessen		Local clergy can visit
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Appendix B.13.2 EssentialElementsofInformation.docx
Appendix B.13.2 Essential Elements of Information

Guide to the Essential Elements of Information table:

· Column 1 – Select the EEIs that should be collected for the operating period. 

· Column 2 – EEI Number - The reference number assigned to each EEI to be collected.

· Column 3 – Essential Element of Information - The category/functional element of data to be collected.

· Column 4 – Specific Information Required - The question to be answered or data to be provided by organization identified in Column 6.

· Column 5 – Data Collector (s) – Group/individual responsible for obtaining the requested information from the organization in Column 6.

· Column 6 – Data Source(s) - The source used by the data collector. Specify the name of report, providing agency, etc.

· Column 7 – Information Sharing Mechanism - To be completed by Data Collector. Specify how the requested information will be shared.  

· Column 8 – Periodicity of providing data.  

· Column 9 – Validation Mechanism if data not received through Information Sharing Mechanism.




		1

		2

		3

		4

		5

		6

		7

		8

		9



		Applicable EEI (Check)

		EEI #

		EEI Category

		Specific Information Required

		Responsible Data Collector

		Data Source

		Information Sharing Mechanism

		Information Sharing Periodicity

		Information Validation Mechanism



		

		H.1

		Bed Availability

		Availability for the following: 

· Operating Rooms

· Critical Care beds

· General Med/Surge beds 

· Specialty Beds 

(e.g., Peds, Psych)

		RHPC

		Hospitals

		MNTrac/Google Forms/Coalition Website-chat

		As requested by HMAC

		Phone, Fax, ARMER



		

		H.2

		ED Availability

		Available for the following types of patients:

· Red/Priority 1/Critical

· Yellow/Priority 2/Delayed

· Green/Priority 3/ Minimal

		RHPC

		Hospitals

		Phone/MNTrac

		As requested by HMAC

		Fax, ARMER



		

		H.3

		Facility Status

		Availability of offered services

		RHPC

		Compact Hospitals

		MNTrac/Google Forms/Coalition Website

		Daily or as established by the HMAC

		Fax, ARMER



		

		H.4

		Facility Status

		Status of infrastructure/facility systems.

		HMAC Healthcare Representative

		Affected Hospital

		MNTrac/Google Forms/Coalition Website

		Daily or as established by the HMAC

		Fax, Email, ARMER



		

		H.5

		Resource Status

		Clinical/non-clinical staffing needs.

		HMAC Healthcare Representative

		Affected Hospital

		Email/Google Forms/MNTrac/Website 

		Daily or as established by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.5.A

		Resource Status

		Clinical/non-clinical staffing availability.

		HMAC Healthcare Representative

		Compact Hospitals

		MNTrac/Google Forms/Coalition Website-chat

		As requested by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.6

		Resource Status

		Patient care/general supply and equipment needs.

		HMAC Healthcare Representative

		Affected Hospital

		MNTrac/Google Forms/Coalition Website-chat

		Daily or as established by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.6.A

		Resource Status

		Patient care/general supply and equipment availability.

		HMAC Healthcare Representative

		Compact Hospitals

		/Email/MNTrac/Google Forms/Coalition Website-chat

		As requested by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.7

		Resource Status

		Pharmaceutical supply needs.

		HMAC Healthcare Representative

		Compact Hospitals

		Email/ MNTrac/Google Forms/Coalition Website-chat

		Daily or as established by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.7.A

		Resource Status

		Pharmaceutical supply availability.

		HMAC Healthcare Representative

		Compact Hospitals

		Email/ MNTrac/Google Forms/Coalition Website-chat

		As requested by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.8

		Patient Movement

		Patient health status, location, disposition, transfer and transportation status.

		HMAC Healthcare Representative

		Compact Hospitals

		Email/ MNTrac/Google Forms/Coalition Website-chat

		Daily or as established by the HMAC

		Phone, Fax, ARMER, MNTrac Coordination Room



		

		H.9

		Family Care

		Where is the location of the Family Assistance Center/Family Reunification Center?

		HMAC Healthcare Representative

		Local EOC/EMA or American Red Cross

		Email/MNTrac command center/website chat

		Once

		Phone, Fax, ARMER



		

		H.10

		Family Care

		What provisions should be made to accommodate care for victims’ families?

		HMAC Healthcare Representative

		Local EOC

		Email/MNTrac command center/website chat

		Daily or as established by the HMAC

		Phone, Fax, ARMER



		

		LTC.1

		Bed Availability

		Bed availability for the following types: Female – Unsecure; Male – Unsecure; Female – Secure; Male – Secure 

		RHPC

		 Skilled Nursing Facilities

		MNTrac/Google Forms

		Daily or as established by the HMAC

		Phone, Fax, Email



		

		LTC.2

		Facility Status

		Status of infrastructure/facility systems.

		RHPC

		Affected LTC Facility

		Email/MNTrac command center/website chat

		Daily or as established by the HMAC

		Phone, Fax



		

		LTC.3

		Facility Status

		Availability of offered services.

		RHPC

		LTCs

		Email

		As requested by the HMAC

		Phone, Fax



		

		LTC.4

		Resource Status

		Clinical/non-clinical staffing needs.

		RHPC

		Affected LTC Facility

		Email

		As requested by the HMAC





		Phone, Fax



		

		LTC.4.A

		Resource Status

		Clinical/non-clinical staffing availability.

		RHPC

		LTCs

		Email

		As requested by the HMAC

		Phone, Fax



		

		LTC.5

		Resource Status

		Supply and equipment needs.

		RHPC

		Affected LTC Facility

		Email

		Daily or as established by the HMAC

		Phone, Fax



		

		LTC.5.A

		Resource Status

		Supply and equipment availability.

		RHPC

		 LTCs

		Email

		As requested by the HMAC

		Phone, Fax



		

		LTC.6

		Resident Movement

		Resident/client health status, location, disposition, transfer and transportation status.

		RHPC

		LTCs/Transport Agencies/Local EOC/EMA

		Email

		Daily or as established by the HMAC

		Phone, Fax



		

		EMS.1

		Resource Status

		Number of EMS units with personnel not dedicated to the EMS Task Force available by the following types: Basic Life Support; Advanced Life Support

		HMAC EMS Representative

		EMS Agencies

		MNTrac Coordination Room

		As requested by the HMAC

		Phone, Fax, ARMER



		

		EMS.2

		Resource Status

		Number and location of available Task Forces or Strike Teams

		HMAC EMS Representative

		EMS Agencies/SEOC

		MNTrac Coordination Room

		As requested by the HMAC

		Phone, Fax, ARMER



		

		EMS.3

		Patient Movement

		Patient location, health status, transfer and transportation status.

		HMAC EMS Representative

		EMS Agencies

		MNTrac Coordination Room

		As requested by the HMAC

		Phone, Fax, ARMER



		

		EMS.4

		Patient Movement

		Patient Identifiers (e.g., patient name, age) for “critical” patients.

		RHPC

		EMS Agencies

		Phone

		All “critical” patient transfers

		ARMER
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Appendix B.13.3 Essential Elements of Information Template

	

		ORGANIZATION/FACILITY NAME:



		INCIDENT NAME:

		OPERATIONAL PERIOD (Date/Time):



		COMPLETED BY:

		



		EEI # and Status

		Specific Information Required

		Task Description

		Assigned to

		Completed



		1 – INITIAL RESPONSE 



		Determine primary communication means 

		

		

		



		2 – INITIAL RESPONSE 



		Evaluate healthcare staff and supplies 

		

		

		



		3 – INITIAL RESPONSE 

		Determine health department status 

		

		

		



		4 – INITIAL

RESPONSE

		Determine Emergency Management status

		

		

		



		5- INITIAL 

RESPONSE

		Identify who need to know

		

		

		



		6 – INITIAL 

RESPONSE

		Identify resources to be deployed

		

		

		



		7 – INITIAL

RESPONSE

		Determine documentation systems/methods

		

		

		



		8 – INITIAL

RESPONSE

		Consider hospital decompression initiatives

		

		

		



		9 – ON-GOING RESPONSE

		Projections for healthcare staff and supplies

		

		

		



		10 – ON-GOING RESPONSE

		Forecast duration for incident

		

		

		



		11 – ON-GOING RESPONSE

		Update response partners

		

		

		



		12 – ON-GOING RESPONSE

		Status of critical infrastructure

		

		

		



		13 – RECOVERY

		Prioritize essential functions

		

		

		



		14 – RECOVERY

		Identify Support resource systems

		

		

		



		15 – RECOVERY

		Identify documentation

		

		

		



		16 – RECOVERY

		Address regulatory requirements for reimbursements

		

		

		



		17 – RECOVERY

		Assess functional staff

		

		

		







NOTES:
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Form #

		

Form Title



		200

		  Incident Action Plan (IAP) Cover Sheet



		IAP Quick

Start

		  Incident Action Plan (IAP) Quick Start



		201

		  Incident Briefing



		202

		  Incident Objectives



		203

		  Organization Assignment List



		204

		  Assignment List



		205A

		  Communications List



		206

		  Staff Medical Plan



		207

		  Hospital Incident Management Team (HIMT) Chart



		213

		  General Message Form



		214

		  Activity Log



		215A

		  Incident Action Plan (IAP) Safety Analysis



		221

		  Demobilization Check‐Out



		251

		  Facility System Status Report



		252

		  Section Personnel Timesheet



		253

		  Volunteer Registration



		254

		  Disaster Victim/Patient Tracking



		255

		  Master Patient Evacuation Tracking



		256

		  Procurement Summary Report
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Form #

		

Form Title



		257

		  Resource Accounting Record



		258

		  Hospital Resource Directory



		259

		  Hospital Casualty/Fatality Report



		260

		  Patient Evacuation Tracking
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		[bookmark: IAPCOVERSHEET]1.  Incident Name

		2. Operational Period  (# 	)

DATE:	FROM:  	_	TO:  	_ TIME:	 FROM:  	  	TO:  		



		3.  Attachments  The items checked below are included in this Incident Action Plan (IAP)





    Incident Action Plan (IAP) Quick Start or

    HICS 201 - Incident Briefing



    HICS 202 - Incident Objectives



    HICS 203 - Organization Assignment List



    HICS 204 - Assignment List



    HICS 204 - Assignment List; Operations Section: Staging



    HICS 204 - Assignment List; Operations Section: Medical Care Branch



    HICS 204 - Assignment List; Operations Section: Infrastructure Branch



    HICS 204 - Assignment List; Operations Section: Security Branch



    HICS 204 - Assignment List; Operations Section: HazMat Branch



    HICS 204 - Assignment List; Operations Section: Business Continuity Branch



    HICS 204 - Assignment List; Operations Section: Patient Family Assistance Branch



    HICS 204 - Assignment List; Planning Section



    HICS 204 - Assignment List; Logistics Section: Service Branch



    HICS 204 - Assignment List; Logistics Section: Support Branch



    HICS 204 - Assignment List; Finance/Administration Section



    HICS 215A - Incident Action Plan (IAP) Safety Analysis





Other:                                                                                                                                                                           _ Other:                                                                                                                                                                            Other:                                                                                                                                                                           _ Other:                                                                                                                                                                          _



		

4.  Prepared by 	PRINT NAME:  		SIGNATURE:   	_

Planning Section Chief

DATE/TIME:   		FACILITY:   	



		

5.  Approved by	PRINT NAME:   	_	SIGNATURE:  	

Incident Commander

DATE/TIME:   		FACILITY:   	











HICS 200 - INCIDENT ACTION PLAN (IAP) COVER SHEET





[image: ]Purpose:	Provide cover sheet and checklist for HICS Forms and other documents included in the Operational Period          

                             Incident Action Plan (IAP)

Origination:      Incident Commander or Planning Section Chief

                                                            Copies to:	  Command Staff, Section Chiefs, and Documentation Unit Leader
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PURPOSE: 	The HICS 200 – Incident Action Plan (IAP) Cover Sheet provides a cover sheet and a checklist for HICS Forms and other documents included in the operational period IAP.



ORIGINATION: 	Prepared by the Incident Commander or Planning Section Chief.



COPIES TO: 	Duplicated and distributed to Command and General Staff positions activated. All completed original forms must be given to the Documentation Unit Leader.



NOTES: 	If additional pages are needed for any form page, use a blank HICS 200 and repaginate as needed. Additions may be made to the form to meet the organization’s needs.



		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Attachments

		Check or list all HICS Forms and other documents that are included in the Incident Action Plan (IAP).



		4

		Prepared by

Planning Section Chief

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.



		5

		Approved by

Incident Commander

		Enter the name and signature of the person approving the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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		[bookmark: IAPQuickStart]1.  Incident Name

		2. Operational Period  (# 	)

DATE:	FROM:  		TO:  	_ TIME:	FROM:  	 	 TO:  		



		3.  Situation Summary 	— H ICS 201 —



		4. Current Hospital Incident Management Team (f ill in additional positions as appropriate) 	— H ICS 201, 203 —





Public Information Officer

Incident Commander



Medical-Technical Specialists

Liaison Officer







Safety Officer















Operations 	Planning 	Logistics 	Finance / Administration

Section Chief 	Section Chief 	Section Chief 	Section Chief













HICS INCIDENT ACTION PLAN (IAP) QUICK START

COMBINED  HICS 201—202—203—204— 215A





[image: ]Purpose:	Short form combining HICS Forms 201, 202, 203, 204, and 215A

Origination:    Incident Commander or Planning Section Chief

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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		5. Health and Safety Briefing Identify y potential incident health and safety hazards and develop necessary measures (remove hazard, provide personal protective equipment, warn people of the hazard) to protect responders from those hazards. 	— H ICS 202, 215A —



		6. Incident Objectives 	— H ICS 202, 204 —



		6a.   OBJECTIVES

		6b.  STRATEGIES / TACTICS

		6c.   RESOURCES REQUIRED

		6d.   ASSIGNED TO



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

7.  Prepared by 	PRINT NAME:  	_	SIGNATURE:   	 DATE/TIME:  	_	FACILITY:   	

























[image: ]Purpose:	Short form combining HICS Forms 201, 202, 203, 204, and 215A

Origination:    Incident Commander or Planning Section Chief

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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HICS INCIDENT ACTION PLAN (IAP) QUICK START

COMBINED HICS 201—202—203—204—215A



PURPOSE: 	The Incident Action Plan (IAP) Quick Start is a short form combining HICS Forms 201, 202,

203, 204 and 215A. It can be used in place of the full forms to document initial actions taken or during a short incident. Incident management can expand to the full forms as needed.



ORIGINATION: 	Prepared by the Incident Commander or Planning Section Chief.



COPIES TO: 		Duplicated and distributed to Command and General Staff positions activated. All completed original forms must be given to the Documentation Unit Leader.



NOTES: 	If additional pages are needed for any form page, use a blank HICS IAP Quick Start and repaginate as needed. Additions may be made to the form to meet the organization’s needs.







		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Situation Summary

		Enter brief situation summary.



		4

		Current Hospital

Incident Management

Team

		Enter the names of the individuals assigned to each position on the Hospital Incident Management Team (HIMT) chart. Modify the chart as necessary, and add any lines/spaces needed for Command staff assistants, agency representatives, and the organization of each of the General staff sections.



		5

		Health and Safety

Briefing

		Summary of health and safety issues and instructions.



		6

		Incident Objectives



		

		6a. Objectives

		Enter each objective separately. Adjust objectives for each operational period as needed.



		

		6b. Strategies / Tactics

		For each objective, document the strategy/tactic to accomplish that objective.



		

		6c. Resources Required

		For each strategy/tactic, document the resources required to accomplish that objective.



		

		6d. Assigned to

		For each strategy/tactic, document the Branch or Unit assigned to that strategy/tactic.



		7

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 201 - INCIDENT BRIEFING



		[bookmark: INCIDENTBRIEFING]1. Incident Name

		2. Operational Period   (# 	)

DATE:	FROM:   	  	TO:  	 TIME:	 FROM:  	_	TO:  	 



		3. Situation Summary (f or briefings or transfer of command)



		

4. Health and Safety Briefing Identify potential incident health and safety hazards and implement necessary measures (remove hazard, provide personal protective equipment, warn people of the hazard) to protect responders from those hazards. (Summary of HICS 215A)



		

5. Map / Sketch (Attach sketch showing the total area of operations, the incident site/area, impacted and threatened areas, and/or other graphics depicting situational status and resource assignment, as needed.)



See Attached













[image: ]Purpose:	Basic information regarding the incident situation and resources allocated

Origination:   Incident Commander

Copies to:     Command Staff, Section Chiefs, and Documentation Unit Leader
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6. Current Hospital Incident Management Team (f ill in additional positions as appropriate)



HICS 201 - INCIDENT BRIEFING





Public Information Officer




Incident Commander (s )








Medical-Technical Specialists





Liaison Officer







Safety Officer













Operations

Section Chief


Planning

Section Chief


Logistics

Section Chief


Finance / 

Administration

Section Chief











Staging Manager


Resources

Unit Leader


Service

Branch Director


Time

Unit Leader











Medical Care

Branch Director


Situation

Unit Leader


Support

Branch Director	


Procurement

Unit Leader











Infrastructure Branch

Director


Documentation

Unit Leader


Compensation / Claims Unit Leader











Security

Branch Director


Demobilization

Unit Leader




Cost

Unit Leader









HazMat

Branch Director







Business Continuity

Branch Director







Patient Family Assistance Branch Director



















[image: ]Purpose:	Basic information regarding the incident situation and resources allocated

Origination:   Incident Commander

Copies to:     Command Staff, Section Chiefs, and Documentation Unit Leader
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		7. Incident Objectives



		

8. Summary of Current and Planned Actions



		TIME

		ACTIONS



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		













[image: ]Purpose:	Basic information regarding the incident situation and resources allocated

Origination:   Incident Commander

Copies to:     Command Staff, Section Chiefs, and Documentation Unit Leader
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		9. Summary of Resources Requested and Assigned



		

RESOURCE

		DATE / TIME ORDERED

		

ETA

		DATE / TIME ARRIVED

		

NOTES

(LOCATION / ASSIGNMENT / STATUS)



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

10. Prepared by Incident Commander   PRINT NAME: ____________________________________________________________   SIGNATURE: _________________________________________________



BRIEFING DATE/TIME:  _________________________________________________  FACILITY:  ____________________________________________________











[image: ]Purpose:	Basic information regarding the incident situation and resources allocated

Origination:   Incident Commander

Copies to:     Command Staff, Section Chiefs, and Documentation Unit Leader
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PURPOSE: 	The HICS 201 – Incident Briefing provides the Incident Commander and the Hospital Incident Management Team (HIMT) with basic information regarding the incident, current situation, and the resources allocated to the response.



ORIGINATION: 	Prepared by the Incident Commander for presentation to the staff or later to the incoming

Incident Commander along with a detailed oral briefing.



COPIES TO: 	Duplicate and distribute before the initial briefing of the Command and General Staff or other responders as appropriate. All completed original forms must be given to the Documentation Unit Leader.



NOTES: 	If additional pages are needed for any form page, use a blank HICS 201 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.



		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Situation Summary

		Concise statement of the status and information regarding the current situation.



		4

		Health and Safety

Briefing

		Enter the summary of health and safety issues and instructions.



		5

		Map / Sketch

		Attach as necessary: floor plans, maps, sketches of impacted area, or response diagrams. North should be at the top of the page unless noted otherwise.



		6

		Current Hospital Incident

Management Team

		Enter the names of the individuals assigned to each position directly onto the Hospital Incident Management Team (HIMT) chart. If Unified Command is being used, split the Incident Commander box and indicate agency for each of the Incident Commanders listed.



		7

		Incident Objectives

		Enter the objectives used for the incident.



		8

		Summary of Current and

Planned Actions

		Enter the current and planned actions and time (24-hour clock) they may or did occur. If additional  pages are needed,  use a blank sheet

or another HICS 201 (page 3), and adjust page numbers accordingly.



		9

		Summary of Resources

Requested and Assigned

		Enter information about the resources allocated to the incident. If additional pages are needed, use a blank sheet or another HICS 201 (page 4), and adjust page numbers accordingly.



		

		Resource

		Enter the number and category, kind, or type of resource ordered.



		

		Date / Time Ordered

		Enter the date (m/d/y) and time (24-hour clock) the resource was ordered.



		

		ETA

		Enter the estimated time of arrival (ETA) to the incident (24-hour clock).



		

		Date / Time Arrived

		Enter the date (m/d/y) and time (24-hour clock) the resource arrived.



		

		Notes

		Enter notes such as the assigned location of the resource and/or the actual assignment and status.



		10

		Prepared by

Incident Commander

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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[bookmark: INCIDENTOBJECTIVES]1. Incident Name

		2. Operational Period   (#	)



DATE:	FROM:  	 TO:  	 TIME:	FROM:  	  TO:  	



		

3. Incident Objectives



		

4. Factors to Consider Considerations in relationship to the objectives and priorities, including weather and situational awareness.



		



5. HICS 215A - Incident Action Safety Analysis and / or Site Safety Plan?     YES    NO



Approved Site Safety Plan Locations:   	



		

6. Prepared by	PRINT NAME:   		SIGNATURE:   	

Planning Section Chief

DATE/TIME:   		FACILITY:  	



		

7. Approved by	PRINT NAME:   		SIGNATURE:   	

Incident Commander

DATE/TIME:   		FACILITY:  	









HICS 202 - INCIDENT OBJECTIVES





[image: ]                                                                                  Purpose:       Describes Basic incident objectives and safety considerations

Origination:   Planning Section Chief

                                                                           Copies to:     Command Staff, Section Chiefs, and Documentation Unit Leader
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PURPOSE: 	The HICS 202 - Incident Objectives describes the basic incident strategy, incident objectives, command priorities, and safety considerations for use during the next operational period.



ORIGINATION: 	Completed by the Planning Section Chief for each operational period as part of the Incident Action Plan (IAP) and approved by the Incident Commander.



COPIES TO: 	May be reproduced with the IAP and given to Command Staff, Section Chiefs, and all supervisory personnel at the Section, Branch, and Unit levels.  All completed original forms must be given to the Documentation Unit Leader.



NOTES: 	If additional pages are needed, use a blank HICS 202 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.



		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		

Enter the name assigned to the incident.



		2

		Operational Period

		

Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Incident Objectives

		

Enter clear, concise statements of the objectives for managing the response. Ideally, these objectives will be listed in priority order. These objectives are for the incident response for this operational period as well as for the duration of the incident. Include alternative and/or specific tactical objectives as applicable.



		4

		Factors to Consider

		

Enter considerations for the operational period, which may include tactical priorities or a general situational awareness for the

operational period. It may be a sequence of events or order of events to address. General situational awareness may include a weather forecast, incident conditions, and/or a general safety message. If a safety message is included here, it should be provided by the Safety Officer.



		5

		HICS 215A or Site Safety

Plan Required

		

Safety Officer should check whether or not a Site Safety Plan is required for this incident.



		

		Approved Site Safety Plan

Locations

		

Enter the locations of the approved Site Safety Plan.



		6

		Prepared by Planning

Section Chief

		

Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.



		7

		Approved by Incident

Commander

		

If additional Incident Commander signatures are required, attach a blank page. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 202 - INCIDENT OBJECTIVES







		[bookmark: ORGANIZATIONASSIGNMENTLIST]1.  Incident Name

		2. Operational Period  (# 	)



DATE:	FROM:  	   TO:  		 TIME:	FROM:  	   TO:  	_____



		POSITION

		NAME

		CONTACT INFO (PHONE, CELL, RADIO)



		3. Incident Commander(s) and Staff



		Incident Commander

		

		



		Public Information Officer

		

		



		Liaison Officer

		

		



		Safety Officer

		

		



		Medical-Technical Specialist:

		

		



		Medical-Technical Specialist:

		

		



		Medical-Technical Specialist:

		

		



		Medical-Technical Specialist:

		

		



		4. Operations Section



		Operations Chief

		

		



		Staging Manager

		

		



		Medical Care Branch Director

		

		



		Infrastructure Branch Director

		

		



		Security Branch Director

		

		



		Hazardous Materials Branch Director

		

		



		Business Continuity Branch Director

		

		



		Patient Family Assistance Director

		

		



		Others if needed

		

		



		5. Planning Section



		Planning Chief

		

		



		Resources Unit Leader

		

		



		Situation Unit Leader

		

		



		Documentation Unit Leader

		

		



		Demobilization Unit Leader

		

		



		6. Logistics Section



		Logistics Chief

		

		



		Service Branch Director

		

		



		Support Branch Director

		

		



		7. Finance / Administration Section



		Finance/Administration Chief

		

		



		Time Unit Leader

		

		



		Procurement Unit Leader

		

		



		Compensation/Claims Unit Leader

		

		



		Cost Unit Leader

		

		



		8. Agency Executive

		

		



		9. External Agency Representative

(in the Hospital Command Center)

		

		



		10. Hospital Representative (in the external

Emergency Operations Center)

		

		



		

PRINT NAME:   		SIGNATURE:   	_

11. Prepared by

DATE/TIME:  	_	FACILITY:   	









HICS 203 – ORGANIZATION ASSIGNMENT LIST 





[image: ]Purpose:	 List person assigned to Hospital Incident Management Team (HIMT) position

Origination:  Planning Section Chief or designee (Resources Unit Leader)

Copies to:   Command Staff, Section Chiefs, Branch Directors, and Documentation Unit Leader
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PURPOSE: 	The HICS 203 - Organization Assignment List provides Hospital Incident Management Team (HIMT) personnel with information on the positions that are currently activated and the names of personnel staffing each position.



ORIGINATION: 	The Planning Section Chief or designee (Resources Unit Leader) prepares and maintains the currency of the list. Complete only the blocks for the positions that are activated for the incident. If a trainee is assigned to a position, indicate this with a “T” in parentheses behind

the name (e.g., “A. Smith (T)”).



COPIES TO: 	Duplicate and provide to all recipients as part of the Incident Action Plan (IAP). All completed original forms must be given to the Documentation Unit Leader.



NOTES: 	For all individuals, use at least the first initial and last name. If there is a shift change or other reason during the specified operational period, list both names, separated by a slash.

If assigned, document Assistants / Deputies to Command Staff as needed or resources allow. If additional pages are needed for any form page, use a blank HICS 203 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.











		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Incident Commander(s)

and Command Staff

		Enter the names and contact information.  For Unified Command, also include agency names.



		4

		Operations Section

		Enter the names and contact information.



		5

		Planning Section

		Enter the names and contact information.



		6

		Logistics Section

		Enter the names and contact information.



		7

		Finance / Administration

Section

		Enter the names and contact information.



		8

		Agency Executive

		Enter the name and contact information of the executive (e.g., Chief Executive Officer) with whom the Incident Commander interfaces.



		9

		External Agency

Representative

		Enter the external agency/organization names present in the Hospital Command Center (HCC) and the names of their representatives.



		10

		Hospital Representative

		Enter the names and role of hospital personnel in the local emergency operations center (EOC), and local EOC location.



		11

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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		[bookmark: ASSIGNMENTLIST]1. Incident Name

		2. Operational Period  (# 	)



DATE:    FROM:  	_	TO:  	_ TIME:     FROM:  	_	TO:  	_



		3. Section



Section Chief

		4. Branch (if applicable ) Branch Director



		5a.  Branch / Unit Related Objectives

		5b. Strategies / Tactics

		5c.  Resources Required

		5d. Unit Assigned to



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





HICS 204 - ASSIGNMENT LIST





CA EMSA

D:20140212102832-08'00'2/12/2014 10:28:32 AM

-------------------------------------------- To insert team logo:

1. open the image in MS word

2. right click image and copy

3. paste to PDF from menu bar or Ctrl+V

4. resize logo and move to this box



[image: ]Purpose:          Documents strategies/tactics of each Section or Branch, resources to accomplish them, and the composition of the Unit assigned

Origination:     Each Section Chief and Branch Director activated

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader




HICS 204 | Page 1 of 2





		6. Unit(s) Assigned this Operational Period



		Unit Name

		Unit Name

		Unit Name

		Unit Name

		Unit Name

		Unit Name



		Leader Name

		Leader Name

		Leader Name

		Leader Name

		Leader Name

		Leader Name



		Unit Location

		Unit Location

		Unit Location

		Unit Location

		Unit Location

		Unit Location



		Unit Members / Teams

		Unit Members / Teams

		Unit Members / Teams

		Unit Members / Teams

		Unit Members / Teams

		Unit Members / Teams



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		7. Special Information / Considerations



		

8.  Prepared by 	PRINT NAME:  	 	SIGNATURE:   	_ DATE/TIME:  		FACILITY:   	_















[image: ]Purpose:	Documents strategies/tactics of each Section or Branch, resources to accomplish them, and the composition of the Unit assigned

Origination:     Each Section Chief and Branch Director activated

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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HICS 204 - ASSIGNMENT LIST



PURPOSE: 	The HICS 204 - Assignment List documents the strategies and tactics of each (activated) Section or Branch, the resources required, and the composition of the Unit assigned.





ORIGINATION: 	Prepared by the individual Section Chiefs or Branch Directors and submitted to the

Planning Section as part of the Incident Action Plan (IAP).





COPIES TO: 	Duplicate and attach as part of the IAP. All completed original forms must be given to the Documentation Unit Leader.





NOTES: 	If additional pages are needed, use a blank HICS 204 and repaginate as needed.

Additions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Section

		Enter the name of the Section and Section Chief.



		4

		Branch

		Enter the name of the Branch and Branch Director, if the form is for a specific Branch.



		5

		5a. Branch / Unit

Related Objectives

		Utilizing the Incident Objectives (from HICS 202), develop objectives as they relate to the Branch/Unit. Enter objectives the Branch/Unit needs to focus on for the designated operational period.



		

		5b. Strategies / Tactics

		For each objective, document the strategies/tactics to accomplish that objective.



		

		5c. Resources  Required

		For each strategy/tactic, document the resources required to accomplish that objective.



		

		5d. Unit Assigned to

		For each strategy/tactic, document the Unit assigned to that strategy/tactic.



		6

		Unit(s) Assigned this

Operational Period

		Enter the names of the Units activated, the name of the Unit Leader, location of the Unit, and the names of the members and/or teams making up the Unit.



		7

		Special Information / Considerations

		Enter a statement noting any safety problems, specific precautions to be exercised, drop-off or pick-up points, or other important information.



		8

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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		[bookmark: COMMUNICATIONSLIST]1. Incident Name

		2. Operational Period  (# 	)



DATE:     FROM:  	    TO:  	 TIME:	FROM:  	    TO:  	



		3. Internal Contacts



		ASSIGNMENT / NAME

		RADIO CH # / FREQUENCY

		PHONE

		FAX

		EMAIL

		MOBILE PHONE

		PAGER

		IDENTIFICATION NUMBER OF DEVICE ISSUED / COMMENTS



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		4. Special Instructions







HICS 205A - COMMUNICATIONS LIST





[image: ]Purpose:	Provides information on all communication devices assignedCA EMSA

D:20140212150424-08'00'2/12/2014 3:04:24 PM

-------------------------------------------- To insert team logo:

1. open the image in MS word

2. right click image and copy
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4. resize logo and move to this box



Origination:     Communications Unit Leader

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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		5. External Contacts



		AGENCY / ASSIGNMENT / NAME

		RADIO CH # / FREQUENCY

		TELEPHONE

		FAX

		EMAIL

		MOBILE PHONE

		PAGER

		IDENTIFICATION NUMBER OF DEVICE ISSUED / COMMENTS



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		6. Special Instructions



		7. Prepared by

Communications Unit Leader 	PRINT NAME:  	  	SIGNATURE:  	 DATE/TIME:  	_	FACILITY:   	 











[image: ]Purpose:	Provides information on all communication devices assigned

Origination:     Communications Unit Leader

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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HICS 205A - COMMUNICATIONS LIST



PURPOSE: 	The HICS 205A - Communications List provides information on all radio frequencies, telephone, and other communication assignments for each operational period.



ORIGINATION: 	Prepared by the Logistics Section Communications Unit Leader and given to the

Planning Section Chief for inclusion in the Incident Action Plan (IAP).



COPIES TO:            Duplicate and provide to all recipients as part of the IAP. All completed original forms must be    

                                        given to the Documentation Unit Leader. Information from the HICS 205A can be placed on the Organization Assignment List (HICS 203).



NOTES: 	If additional pages are needed, use a blank HICS 205A and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (using the 24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Internal Contacts

		Enter the appropriate contact information for internal contacts, hospital personnel, those in an activated Hospital Incident Management Team (HIMT) position, and other key staff.



		4

		Special Instructions

		Enter any special instructions (e.g., using repeaters, secure-voice, private line [PL] tones, etc.) or other emergency communications.  If needed, also include any special instructions for alternate communication plans.



		5

		External Contacts

		Enter the appropriate contact information for external agencies, organizations, key contacts.



		6

		Special Instructions

		Enter any special instructions (e.g., using repeaters, secure-voice, private line [PL] tones, etc.) or other emergency communications.  If needed, also include any special instructions for alternate communication plans.



		7

		Prepared by Communications Unit Leader

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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		[bookmark: STAFFMEDICALPLAN]1. Incident Name

		2. Operational Period  (# 	)



DATE:	FROM:  			TO:  	   TIME:	FROM:  	_	 TO:  	_



		3. Treatment Areas



		

AREA NAME

		

LOCATION

		UNIT / TEAM LEADER CONTACT NUMBER / CHANNEL



		

		

		



		

		

		



		

		

		



		

		

		



		4. Resources On Hand (numbers)



		STAFF

		TRANSPORTATION DEVICES

		MEDICATION

		SUPPLIES



		MD/DO

		LITTERS

		

		



		PA/NP

		PORTABLE BEDS

		

		



		RN/LPN

		GURNEYS

		

		



		TECHNICIANS/CAN

		WHEELCHAIRS

		

		



		ANCILLARY/OTHER

		EVAC. ASSIST DEVICES

		

		



		5. Transportation (indicate air or ground)



		AMBULANCE, BUS, VAN, PRIVATE VEHICLE, AIR

		

LOCATION

		

CONTACT NUMBER / FREQUENCY

		

LEVEL OF SERVICE



		

		

		

		 ALS   BLS



		

		

		

		 ALS   BLS



		

		

		

		 ALS   BLS



		

		

		

		 ALS   BLS



		

		

		

		 ALS   BLS



		6. Alternate Care Site(s)



		

FACILITY NAME

		

ADDRESS

		

CONTACT NUMBER / FREQUENCY

		SPECIALTY CARE

(SPECIFY)



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		7. Special Instructions



		8. Prepared by

PRINT NAME:  		SIGNATURE:   	_



DATE/TIME:   	__________	FACILITY:   	



		9. Approved by

PRINT NAME:  		SIGNATURE:   	_



DATE/TIME:   	__________	FACILITY:   	











HICS 206 - STAFF MEDICAL PLAN





[image: ]Purpose:	Provides information on staff treatment areas

Origination:   Employee Health and Well-Being Unit Leader

Copies to:     Command Staff, Section Chiefs, and Documentation Unit Leader
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PURPOSE: 	The HICS 206 - Staff Medical Plan addresses the treatment plan for injured or ill staff members and / or volunteers.  The HICS 206 provides information on staff treatment areas, resources on-hand, transportation services, and special instructions.





ORIGINATION: 	Prepared by the Logistics Section Employee Health and Well-Being Unit Leader





COPIES TO: 	Duplicate and provide to all recipients as part of the Incident Action Plan (IAP). Information from the plan pertaining to staff treatment areas and special instructions may be noted

on the Assignment List (HICS 204). All completed original forms must be given to the

Documentation Unit Leader.





NOTES: 	If additional pages are needed, use a blank HICS 206 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.



		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Treatment Areas

		Enter the name of the treatment area, the location, and the contact numbers.



		4

		Resources  On Hand

		Enter the number of listed resources that are available and assigned to the treatment areas.



		5

		Transportation

		Enter the information for transportation services available to the incident.



		6

		Alternate Care Site(s)

		Enter the information for alternate care sites that could serve this incident.



		7

		Special Instructions

		Note any special emergency  instructions for use by incident personnel,  including who should be contacted, how should they be contacted; and who manages an incident within an incident due to a rescue, accident, etc.



		8

		Prepared by

		Enter the name and signature of the person preparing the form, typically the Employee Health and Well-Being Unit Leader.  Enter date (m/d/y), time prepared (24-hour clock), and facility.



		9

		Approved by

		Enter the name of the person who approved the plan. Enter date (m/d/y), time reviewed (24-hour clock), and facility.
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HICS 207 - HOSPITAL INCIDENT MANAGEMENT TEAM (HIMT) CHART 







[bookmark: HIMTCHART]1. Incident Name	2. Operational Period   (#	)



DATE:	FROM:   	 TO:  	



TIME:	FROM:  	TO:  	



[image: ]4. Current Hospital Incident Management Team (fill in additional positions as appropriate)







Public Information Officer 




Incident Commander 




Medical-Technical Specialists 




Biologic/Infectious Disease Chemical  

Radiological  

Clinic Administration Hospital Administration Legal Affairs  

Risk Management  

Medical Staff Pediatric Care Medical Ethicist 





Liaison Officer 











Safety Officer 









Operations Section Chief 	Planning Section Chief 	Logistics Section Chief 	Finance/Administration Section Chief  
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Staging Manager 











Medical Care Branch Director  




Personnel Staging Team Leader       Vehicle Staging Team Leader Equipment/Supply Staging Team Leader

Medication Staging Team Leader



[image: ]

Inpatient Unit Leader        

Outpatient U nit Leader      

Casualty Care U nit Leader         Behavioral Health U nit Leader         Clinical Support Unit Leader        

Patient Registration Unit Leader 


Resources Unit Leader 



[image: ]





Situation Unit Leader 










Personnel Tracking Manager Materiel Tracking Manager 


Service

Branch Director



[image: ]

Communications U nit Leader IT/IS Equipment U nit Leader Food Services Unit Leader 



Support Branch Director 


Time Unit Leader











Procurement   

  Unit Leader 







Infrastructure Branch Director 






Power/Lighting Unit Leader      Water/Sewer U nit Leader         HVAC Unit Leader     

Building/G rounds U nit Leader Medical Gases Unit Leader 








Documentation Unit Leader 




Patient Tracking Manager Bed Tracking Manager 

 






[image: ]

Employee Health & Well-­‐Being Unit Leader Supply U nit Leader        

Transportation Unit Leader         

Labor Pool & Credentialing Unit Leader         Employee Family Care Unit Leader 






Compensation/ Claims Unit Leader 





[image: ] 





Security 

 Branch Director


Access Control Unit Leader Crowd Control Unit Leader      Traffic C ontrol U nit Leader      Search Unit Leader         

Law Enforcement Interface Unit Leader  


Demobilization Unit Leader




Cost Unit Leader 
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HazMat Branch Director 


Detection & Monitoring Unit Leader        Spill Response Unit Leader         

Victim Decontamination U nit Leader       Facility/Equipment Decontamination Unit Leader 







 





Business Continuity Branch Director 


IT Systems and Applications Unit Leader Services C ontinuity Unit Leader         Records Management Unit Leader







 





Patient Family Assistance

Branch Director






Social Services Unit Leader 

Family Reunification Unit Leader 


Purpose:	 Display positions assigned to Hospital Incident Management Team (HIMT)

Origination:  Incident Commander or designee

Copies to:   Command Staff, Section Chiefs, Documentation Unit Leader, and posted in the Hospital

Command Center (HCC)
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HICS 207 - HOSPITAL INCIDENT MANAGEMENT TEAM (HIMT) CHART







PURPOSE: 	The HICS 207 – Hospital Incident Management Team (HIMT) Chart provides a visual display of personnel assigned to the HIMT positions.



ORIGINATION: 	Prepared by the Incident Commander or designee (Resources Unit Leader) at the incident onset and continually updated throughout an incident.



COPIES TO: 	Distributed to the Command and General Staff and the Documentation Unit Leader.

The HICS 207 is intended to be projected or wall mounted at the Hospital Command

Center (HCC) and is not intended to be part of the Incident Action Plan (IAP).



NOTES: 	Additions may be made to the form to meet the organization’s needs. Additional pages may be added based on need (such as to distinguish more branches or units as they are activated). Three versions of the HIMT Chart are available in the 2014

Hospital Incident Command System (HICS) Appendix C: Adobe Acrobat fillable PDF, Microsoft Word, and Microsoft Visio Drawing.







		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Current Hospital Incident Management Team Chart

		Enter the names of the individuals assigned to each position on the Hospital Incident Management Team (HIMT) chart. Modify the chart as necessary, and add any lines/spaces needed for Command Staff assistants, agency representatives, and the organization of each of the General Staff sections.
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HICS 213 - GENERAL MESSAGE FORM





		[bookmark: GENERALMESSAGEFORM]1. Incident Name



		2. To

PRINT NAME:  		POSITION:   	___



		3. From

PRINT NAME:  		POSITION:   	_



		4. Subject

		5. Date

		6. Time



		7. Priority 	URGENT - HIGH	NON URGENT - MEDIUM	INFORMATIONAL - LOW



		8. Message 	RESPONSE REQUIRED



		



		

9. Approved by	PRINT NAME:  		SIGNATURE: 	



		10. Reply / Action Taken



		

11. Replied by 	PRINT NAME:  		SIGNATURE:   		 POSITION:   	 	 FACILITY:   	_____



DATE/TIME:  	





.











[image: ]Purpose:	Used to transmit messages regarding resources requested, status information, and other coordination issues

Origination:    Any personnel	HICS 213 I Page 1 of 1

Copies to:     Documentation Unit Leader





HICS 213 - GENERAL MESSAGE FORM







PURPOSE: 	The HICS 213 - General Message Form is used to record incoming messages that cannot be orally transmitted to the intended recipients. The HICS 213 is also used to transmit messages (resource order, status information, other coordination issues, etc.). This form is used to send any message or notification to incident personnel that require hard-copy delivery.





ORIGINATION: 	Initiated by any person on an incident.





COPIES TO: 	Upon completion, the HICS 213 is delivered to the original sender.









NOTES:


The HICS 213 is composed of three steps:

•	The message (Section 8) is completed by sender

•	The message is replied to in Section 10

•	After noting action taken, message form is returned to original sender









		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		To

		Enter the name and position for whom the message is intended. For all individuals, use at least the first initial and last name.

For Unified Command, include agency names.



		3

		From

		Enter the name and position of the individual sending the General Message. For all individuals, use at least the first initial and last name. For Unified Command, include agency names.



		4

		Subject

		Enter the subject of the message.



		5

		Date

		Enter the date (m/d/y) of the message.



		6

		Time

		Enter the time (24-hour clock) of the message.



		7

		Priority

		Enter the priority of the message or request.



		8

		Message

		Enter the content of the message.



		9

		Approved by

		Enter the name and signature of the person approving the message, if necessary.



		10

		Reply / Action Taken

		The intended recipient will enter a reply and/or action taken to the message and return it to the originator.



		11

		Replied by

		Enter the name, signature of the person replying to the message, and Hospital Incident Management Team (HIMT) position. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 214 - ACTIVITY LOG





		[bookmark: ACTIVITYLOG]1. Incident Name

		2. Operational Period  (# 	)



DATE:	FROM:  		__	TO:  	___ TIME:	FROM:  	___	 TO:  		



		3. Name

		4. Hospital Incident Management Team (H IMT) Position



		5. Activity Log



		DATE / TIME

		NOTABLE ACTIVITIES



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		6.  Prepared by

PRINT NAME:  	 	SIGNATURE:   	   DATE/TIME:   		FACILITY:   	_





















[image: ]Purpose:	Provides documentation for basic incident activity and details of notable activities

Origination:   Any Hospital Incident Management Team (HIMT) personnel

 Copies to:     Documentation Unit Leader
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HICS 214 - ACTIVITY LOG





PURPOSE: 	The HICS 214 - Activity Log records details of notable activities for any Hospital Incident Management Team (HIMT) position. These logs provide basic documentation of incident activity, and a reference for any After Action Report (AAR). Personnel should document how relevant incident activities are occurring and progressing, or any notable activities, actions taken and decisions made.



ORIGINATION: 	Initiated and maintained by personnel in HIMT positions as it is needed or appropriate.



COPIES TO: 	A completed HICS 214 must be submitted to the Documentation Unit Leader.  Individuals may retain a copy for their own records.



NOTES: 	Multiple pages can be used if needed.  If additional pages are needed, use a blank HICS

214 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.







		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Name

		Print the name of the person for whom the activities are being documented.



		4

		HIMT Position

		Enter the Hospital Incident Management  Team (HIMT)

position for which the activities are being documented.



		5

		Activity Log

		Enter the time (24-hour clock) and briefly describe individual notable activities. Note the date (m/d/y), as well as if the operational period covers more than one day.

Activities described may include notable occurrences or events such as task assignments, task completions, injuries, difficulties encountered, information received, etc.

This block can also be used to track personal  work activities by adding columns such as “Action Required,”  “Delegated To,” “Status,” etc.



		6

		Prepared by

		Enter the name and signature of the person preparing the form.  Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 215A - INCIDENT ACTION PLAN (IAP) SAFETY ANALYSIS



		[bookmark: IAPSAFETYANALYSIS]1. Incident Name

		2. Operational Period  (# 	)



DATE:     FROM:  	_    TO:  		_ TIME:	FROM:  	_    TO:  	_____ 	_



		3. Hazard Mitigation



		3a. Potential / Actual Hazards

		3b. Affected Section / Branch / Unit and Location

		3c. Mitigations

		3d. Mitigation Completed

(Initials/Date/Time)



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		4. Prepared by

Safety Officer 	PRINT NAME:  		_	SIGNATURE:   	 DATE/TIME:   	_______ 	  	FACILITY:   	



		5. Approved by

Incident Commander 	PRINT NAME:  		SIGNATURE:   	 DATE/TIME:   	 	FACILITY:   	













[image: ]Purpose:	Operational risk assessment to prioritize hazards, safety, and health issues, and to assign mitigation actionsCA EMSA

D:20140217115037-08'00'2/17/2014 11:50:37 AM

-------------------------------------------- To insert team logo:

1. open the image in MS word

2. right click image and copy

3. paste to PDF from menu bar or Ctrl+V

4. resize logo and move to this box



Origination:     Safety Officer

Copies to:	Planning Section Chief for Incident Action Plan (IAP) and Documentation Unit Leader
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HICS 215A - INCIDENT ACTION PLAN (IAP) SAFETY ANALYSIS





PURPOSE: 	The purpose of the HICS 215A - Incident Action Plan (IAP) Safety Analysis is to record the findings of the Safety Officer after completing an operational risk assessment and to

identify and resolve hazard, safety, and health issues. When the safety analysis is completed, the

form is used to help prepare the Operations Briefing.



ORIGINATION: 	Prepared by the Safety Officer during the IAP cycle. For those assignments involving risks and hazards, mitigation actions should be developed to safeguard responders.  Appropriate incident personnel should be briefed on the hazards, mitigations, and related measures.



COPIES TO: 	Duplicate and attach as part of the IAP. All completed original forms must be given to the

Documentation Unit Leader.



NOTES: 	Issues identified in the HICS 215A should be reviewed and updated each operational period.

If additional pages are needed, use a blank HICS 215A and repaginate as needed. Additions may be made to the form to meet the organization’s needs.







		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Hazard Mitigation



		

		3a. Potential / Actual

Hazards

		List the types of hazards and/or risks likely to be encountered by personnel or resources at the incident area relevant to the work assignment.



		

		3b. Affected Section / Branch

Unit and Location

		Reference the affected sections, branches, units and the location of the hazards.



		

		3c. Mitigations

		List actions taken to reduce risk for each hazard indicated (e.g., restricting access, proper PPE for identified risk).



		

		3d. Mitigation Completed

		Enter the initials, date, and time when the mitigation is implemented or the hazard no longer exists.



		4

		Prepared by

Safety Officer

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.



		5

		Approved by

Incident Commander

		Enter the name and signature of the person approving the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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		[bookmark: DEMOBILIZATIONCHECKOUT]1. Incident Name

		2. Operational Period    (#	)



       DATE:    FROM:  	    TO:  	 TIME:	FROM:  	    TO:  	



		

3. Section Demobilization Checks

Use as positions and resources are demobilized. The position and the resources may only be released when the checked boxes

below are signed off, all equipment is serviced and returned, and all paperwork turned in to the Documentation Unit Leader. Respective Section Chiefs must initial their sections showing approval for demobilization.



		COMMAND STAFF



		INCIDENT COMMANDER

		REM ARK S

		INITIALS



		

All units, branches, and sections have been demobilized.





All paperwork has been gathered for review and development of After Action Report. Final message to staff, media, and stakeholders has been developed and disseminated. All clinical operations have returned to normal or pre-incident status.







Hospital Command Center and Emergency Operations Plan are deactivated.



		

		



		PUBLIC INFORMATION OFFICER

		REMARKS

		INITIALS



		



Final media briefing is developed, approved, and disseminated.



Final staff and patient briefings are developed, approved, and disseminated. Social media is updated with current status.





		

		



		LIAISON OFFICER

		REMARKS

		INITIALS



		





All stakeholders and external partners are notified of Hospital Command Center deactivation/return to normal operations.

		

		



		SAFETY OFFICER

		REMARKS

		INITIALS



		



Final safety review of facility is completed and documented. All potential hazards have been addressed and resolved.





All sites/hazards have been safely mitigated/repaired and are ready to be used.



Appropriate regulatory agencies are notified.







All safety specific paperwork is completed and submitted.



		

		



		MEDICAL / TECHNICAL SPECIALIST (TITLE)  	

		REMARKS

		INITIALS



		Position-specific roles and responsibilities have been deactivated. Response-specific paperwork is completed and submitted to





Documentation Unit Leader.

		

		



		MEDICAL / TECHNICAL SPECIALIST (TITLE)  	

		REMARKS

		INITIALS



		Position-specific roles and responsibilities have been deactivated. Response-specific paperwork is completed and submitted to





Documentation Unit Leader.

		

		



		MEDICAL / TECHNICAL SPECIALIST (TITLE)  	

		REMARKS

		INITIALS



		Position-specific roles and responsibilities have been deactivated. Response-specific paperwork is completed and submitted to





Documentation Unit Leader.	 

		

		

















HICS 221- DEMOBILIZATION CHECK-OUT





[image: ]Purpose:	Ensure all resources and supplies used in response and recovery are returned to pre-incident status

Origination:  Hospital Incident Management Team (HIMT) personnel designated by Incident Commander

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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		OPERATIONS SECTION



		STAGING AREA

		REMARKS

		INITIALS



		

All supplies and equipment staged for response are returned to storage or pre-response state.





All personnel are debriefed and returned to daily work site.



		

		



		MEDICAL CARE BRANCH

		REMARKS

		INITIALS



		



All procedures and appointments are rescheduled.





All evacuated patients have been repatriated and family members notified.





All clinical information/procedures/interventions have been documented in the electronic medical record.





Alternate care sites have been deactivated and physical sites returned to pre-response operations.



Medical supplies and equipment utilized in the response have been returned to pre-response state.







Staffing patterns have returned to pre-response state.





All units within the branch are debriefed and deactivated.

		

		



		INFRASTRUCTURE BRANCH

		REMARKS

		INITIALS



		



All damage assessments are completed and final report submitted to Operations and

Planning Section Chiefs.





Repairs to infrastructure and equipment are complete or a new state of readiness is established by Operations Section Chief.



Utility services are in pre-response state. Resupply of critical resources is underway.





All units within the branch are debriefed and deactivated.



		

		



		SECURITY BRANCH

		REMARKS

		INITIALS



		

Facility and/or campus lockdown is suspended.





Hospital personnel used to augment security staff are debriefed and demobilized.





Additional security measures used in the response are now discontinued. All units within branch are debriefed and deactivated.





		

		



		HAZMAT BRANCH

		REMARKS

		INITIALS



		

Decontamination operations are concluded and all supplies, equipment, and personnel are returned to a pre-response state.







Water collected in decontamination operations is collected and disposed of safely. Authorities are notified of the decon operations, including water collection. Personnel involved in decon are referred to Employee Health for surveillance.







All units within branch are debriefed and deactivated.

		

		



		

BUSINESS CONTINUITY BRANCH

		

REMARKS

		INITIALS



		



All supplies and equipment used in relocated services have been returned. Interruptions in data entry have been resolved and documentation recovered. All units within branch are debriefed and deactivated.





		

		















[image: ]Purpose:	Ensure all resources and supplies used in response and recovery are returned to pre-incident status

Origination:  Hospital Incident Management Team (HIMT) personnel designated by Incident Commander

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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		PATI EN T  FA M I LY  ASSI STAN CE  BRAN CH 

		REM ARK S

		INITIALS



		



All supplies and equipment used in relocated services have been returned. All units within branch are debriefed and deactivated.



		

		



		PLANNING SECTION



		RESOURCES UNIT

		REMARKS

		INITIALS



		



All tracking forms are complete and submitted to Documentation Unit Leader. All tracking tools are demobilized and returned to storage.



		

		



		SITUATION UNIT

		REMARKS

		INITIALS



		



All tracking forms are complete and submitted to Documentation Unit Leader. All tracking tools are demobilized and returned to storage.



		

		



		DOCUMENTATION UNIT

		REMARKS

		INITIALS



		

All paperwork created or used in the response has been submitted. All paperwork is catalogued and correlated for review.





		

		



		DEMOBILIZATION UNIT

		REMARKS

		INITIALS



		

All paperwork, including the approved Demobilization Plan, is submitted to



Documentation Unit Leader.

		

		



		LOGISTICS SECTION



		SERVICE BRANCH

		REMARKS

		INITIALS



		



All communications equipment is returned to readiness.

1.	Radios and batteries are placed in charging stations.

2.	Voice and text messages are reviewed and deleted.

3.	Extra disaster telephones are returned to storage.

4.	Satellite phones are returned and placed on chargers.

5.	Hospital Command Center communication equipment is returned to storage.



All deployed information technology (IT) equipment is returned and inspected;



all event specific data is removed and archived.





All food/water stores are returned to daily operations levels.





Disposable food preparation and delivery supplies are removed from service. All units within branch are debriefed and deactivated.



		

		



		SUPPORT BRANCH

		REMARKS

		INITIALS



		

Supplies and equipment used in response are inspected, cleaned, and returned to storage or daily use.





All equipment requiring calibration or repair is entered into preventive maintenance/service program.







All units within branch are debriefed and deactivated.

		

		



		FINANCE / ADMINISTRATION SECTION



		TIME UNIT

		REMARKS

		INITIALS



		



All timesheets and other documentation tools are collected and provided to

Documentation Unit Leader.

		

		



		PROCUREMENT UNIT

		REMARKS

		INITIALS



		

All order forms, expense sheets, and other documentation tools are collected and provided to Documentation Unit Leader.



		

		









[image: ]Purpose:	Ensure all resources and supplies used in response and recovery are returned to pre-incident status

Origination:  Hospital Incident Management Team (HIMT) personnel designated by Incident Commander

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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		COMPENSATION / CLAIMS UNIT

		REMARKS

		INITIALS



		

All timesheets and other documentation tools are collected and provided to



Documentation Unit Leader.



All insurance forms are completed and submitted per policy.



		

		



		COST UNIT

		REMARKS

		INITIALS



		



All time sheets and other documentation tools are collected and provided to

Documentation Unit Leader.



All expense reports are completed.





All outstanding expenses, bills, purchase orders, check cards, bank cards have been resolved.



		

		



		ALL POSITIONS

		REMARKS

		INITIALS



		

All paperwork generated during the response and recovery is submitted to the



Documentation Unit Leader.



All response and recovery equipment related to your role has been repaired, charged, restocked, and returned to storage.







Daily supervisor is notified of your deactivation and return to normal duties.

		

		



		

4. Prepared by	PRINT NAME:  	      SIGNATURE:   	  POSITION:   		FACILITY:   	

DATE/TIME:  	
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Origination:  Hospital Incident Management Team (HIMT) personnel designated by Incident Commander

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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PURPOSE: 	The HICS 221 - Demobilization Check-Out ensures that resources utilized during response and recovery has been returned to pre-incident status.



ORIGINATION: 	The HICS 221 is completed by Hospital Incident Management Team (HIMT)

personnel designated by the Incident Commander.



COPIES TO: 	Delivered to the applicable Command Staff and Section Chief(s) for review and approval then forwarded to the Demobilization Unit or the Planning Section. All completed original forms must be given to the Documentation Unit Leader. Personnel may request to retain a copy of the HICS 221.



NOTES: 	HIMT personnel are not released until form is complete and signed by their Section Chief.  If additional pages are needed, use a blank HICS 221 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.





		

NUMBER

		

TITLE

		

INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Section Demobilization

Checks

		As demobilization actions are taken, check off each appropriate box (or indicate “N/A”), and ensure Section Chief signs or initials approval before resource is released.



		4

		Prepared by

		Enter the name, Hospital Incident Management Team (HIMT) position, and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.



































































[image: ]HICS 2014





		[bookmark: FACILITYSYSTEMSTATUSREPORT]1. Incident Name

		2. Time Completed:  (# 	)



DATE:     FROM:  	 TO:  	 TIME:	FROM:  	  TO:  	 



		3. Name of Department / Unit Reporting Status Below 	Contact Number:



		

4. System 

		

5. Status

		6. Comments   If not fully functional, give location, reason, and estimated time/resources for necessary repair. Identify who reported or inspected.



		Power

Routine and emergency

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Lighting

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Water

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Sewage / Toilets

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		

Nurse Call System

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		

Medical Gases / Oxygen

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		

Communications

IT systems, telephones, pagers

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		

7. Remarks (Cracked walls, broken glass, falling light fixtures, etc.)



		

8.  Prepared by 	PRINT NAME:  		SIGNATURE:   		 DATE/TIME:   	 	FACILITY:   	 











HICS 251 – FACILITY SYSTEM STATUS REPORT



Department Use





[image: ]Purpose:	Determine facility operating status

Origination: Infrastructure Branch Director

Copies to:   Operations Section Chief, Business Continuity Branch Director, Planning Section Chief,

    Safety Officer, Liaison Officer, Materiel Tracking Managers, and Documentation Unit Leader
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1.  Incident Name

		2. Operational Period  (# 	)



DATE:	FROM:  	_________     TO:  	 TIME:	FROM:  		_     TO:  	 



		3. Name of Facility / Building Reporting Status Below



		4. System 

		5. Status

		6. Comments If not fully functional, give location, reason, and estimated time/resources for necessary repair. Identify who reported or inspected.



		COM M UNICATIONS



		Fax

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Information Technology System Email, registration, patient records, time card system

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Nurse Call System

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Overhead Paging

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Paging System

Code teams, standard paging

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Radio Equipment

Facility handheld, 2-way radios, antennas

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		

Radio Equipment

EMS, local health department, other external

Partner

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Radio Equipment

Amateur radio

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Satellite Phones

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		









HICS 251 – FACILITY SYSTEM STATUS REPORT
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		Telephone System

Primary

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Telephone System

Proprietary

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Telephone System

Back-up

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Internet

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Video-Television

Cable

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		INFRASTRUCTURE



		

Campus Access

Roadways, sidewalks, bridge

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Fire Detection System

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Fire Suppression System

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Food Preparation Equipment

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Ice Machines

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		















[image: ]Purpose:	Determine facility operating status
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		Laundry/Linen Service Equipment

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Structural Components

Building integrity

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		(Note cracked walls, loose masonry, hanging light fixtures, broken windows)



		PATIENT CARE



		Decontamination System

Including containment

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Digital Radiography System, Routine

Diagnostics

PACS, CT, MRI, other

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Steam/Chemical Sterilizers

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Isolation Rooms

Positive/negative air

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		SECURITY



		Facility Lockdown Systems

Door/key card access

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Campus Security

External panic alarms

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Campus Security

Surveillance cameras

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Campus Security

Traffic controls

		 Fully functional



 Partially functional



 Nonfunctional



 N/A
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		Campus Security

Lighting

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Panic Alarms

Internal and other reporting devices

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		UTILITIES



		Electrical Power

Primary service

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Electrical Power

Backup generator

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Fuel Storage

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		(Note amount on hand)



		Sanitation Systems

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Water

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Natural Gas/Propane

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Air Compressor

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Elevators/Escalators

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A
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		Hazardous Waste Containment

System

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Heating, Ventilation, and Air

Conditioning (HVAC)

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Oxygen

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		(Note bulk, H tanks, E tanks, Reserve supply status)



		Medical Gases, Other

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		

(Note reserve supply status)



		Pneumatic Tube

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Steam Boiler

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Sump Pump

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Well Water System

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Vacuum (f or patient use)

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Water Heater and Circulators

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A
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		External Lighting

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		External Storage

Equipment

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		External Storage

Vehicles

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		Parking Structures, Lots

		

 Fully functional



 Partially functional



 Nonfunctional



 N/A

		

(Power, panic alarms, access, egress, lighting)



		Landing Zone

Pads, lighting, fuel source

		 Fully functional



 Partially functional



 Nonfunctional



 N/A

		



		7. Remarks (Cracked walls, broken glass, falling light fixtures, etc.)



		8. Prepared by

PRINT NAME:  		SIGNATURE:   	 DATE/TIME:   	 	FACILITY:   		
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HICS 251 – FACILITY SYSTEM STATUS REPORT







PURPOSE: 	The HICS 251-Facility System Status Report is used to record the status of various critical facility systems and infrastructure.  The HICS 251 provides the Planning and Operations Sections with information about current and potential system failures or limitations that may affect incident response and recovery.



ORIGINATION: 	Completed by the Operations Section Infrastructure Branch Director with input from facility personnel.



COPIES TO: 	Delivered to the Situation Unit Leader, with copies to the Operations Section Chief, Business Continuity Branch Director, Planning Section Chief, Safety Officer, Liaison Officer, Materiel Tracking Managers, and the Documentation Unit Leader.



NOTES: 	The Infrastructure Branch conducts the survey and correlates results.  Individual department managers may also be tasked to complete an assessment of their areas and provide the information to the Infrastructure Branch. If additional pages are needed, use a blank HICS 251 and repaginate as needed.  Additions and deletions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		

Incident Name

		Enter the name assigned to the incident.



		2

		

Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		

Name of Facility

Reporting Status

		Enter the name of the facility.



		4

		System

		System type listed in form.



		5

		

Status

		Fully functional: 100% operable with no limitations

Partially functional: Operable or somewhat operable with limitations

Nonfunctional: Out of commission

N/A: Not applicable, do not have



		6

		

Comments

		Comment on location, reason, and estimates for necessary repair of any system that is not fully operational.  If inspection is completed by someone other than as defined by policy or procedure, identify that person in the comments.



		7

		Remarks

		Note any overall  facility-wide  assessments or future potential issues such as skilled staffing issues, fuel duration,  plans for repairs, etc.



		8

		

Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 252 - SECTION PERSONNEL TIME SHEET



		[bookmark: SECTIONPERSONNELTIMESHEET]1. Incident Name

		2. Operational Period  (# 	)



DATE:     FROM:  	_____	TO:  	_____ TIME:	FROM:  	_____	TO:  	_____



		3. Time Record



		

#

		

EMPLOYEE (E) VOLUNTEER (V)

NAME (PRINT)

		

E / V

		

EMPLOYEE NUMBER

		

RESPONSE FUNCTION SECTION / ASSIGNMENT

		

DATE / TIME IN

		

DATE / TIME OUT

		

TOTAL HOURS

		

SIGNATURE

(TO VERIFY TIMES)



		

1

		

		

		

		

		

		

		

		



		

2

		

		

		

		

		

		

		

		



		

3

		

		

		

		

		

		

		

		



		

4

		

		

		

		

		

		

		

		



		

5

		

		

		

		

		

		

		

		



		

6

		

		

		

		

		

		

		

		



		

7

		

		

		

		

		

		

		

		



		

8

		

		

		

		

		

		

		

		



		

9

		

		

		

		

		

		

		

		



		

10

		

		

		

		

		

		

		

		



		4. Prepared by

PRINT NAME:  		SIGNATURE: _______________________________________________________________________



DATE/TIME: _______________________________________________________________________	FACILITY:  __________________________________________________________________________
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Origination:     Hospital Incident Management Team (HIMT) personnel as directed by Incident Commander or Section Chief

Copies to:        Time Unit Leader
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HICS 252 - SECTION PERSONNEL TIME SHEET





PURPOSE: 	The HICS 252 - Personnel Time Sheet is used to record each section’s personnel time and activities.



ORIGINATION: 	Section Chiefs are responsible for ensuring that personnel complete the form.



COPIES TO: 	Provided to the Finance/Administration Section Time Unit Leader every 12 hours

or every operational period (as directed by the Incident Commander).  A copy is given to the

Documentation Unit Leader.



NOTES: 	If additional pages are needed, use a blank HICS 252 and repaginate as needed.

Additions may be made to the form to meet the organization’s needs.











		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Time Record



		

		Employee (E) / Volunteer (V) Name (Print)

		Print the full name of the personnel assigned.



		

		E / V

		Enter employee (E) or volunteer (V).



		

		Employee Number

		If employee of the organization, fill in employee number.



		

		Response  Function Section / Assignment

		Enter assignment being assumed.



		

		Date / Time In

		Enter time started in assignment.



		

		Date / Time Out

		Enter time ended in assignment.



		

		Total Hours

		Enter total number of hours in assignment.



		

		Signature

		Employee/volunteer signature verifying that times are correct.



		4

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 253 - VOLUNTEER REGISTRATION



		[bookmark: VOLUNTEERREGISTRATION]1. Incident Name

		2. Operational Period (# 	)



DATE:	FROM:  		   TO:  	_ TIME:	 FROM:  		   TO:  	     



		3. Registration Information



		

NAME

(LAST NAME, FIRST NAME)

		

CERTIFICATION / LICENSE AND NUMBER

		

ID NUMBER (DRIVERS LICENSE OR SSN)

		

ADDRESS

(CITY, STATE, ZIP)

		

CONTACT INFO

(PHONE, CELL)

		

BADGE ISSUED

		

BADGE RETURNED

		

TIME IN / OUT

		

SIGNATURE



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		



		

4.  Prepared by 	PRINT NAME: ____________________________________________________________________       SIGNATURE: ____________________________________________________________________________



DATE/TIME ______________________________________________________________________       FACILITY: _______________________________________________________________________________
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Origination:    Labor Pool and Credentialing Unit Leader

Copies to:	Time Unit Leader, Personnel Tracking Manager, and Documentation Unit Leader
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HICS 253 - VOLUNTEER REGISTRATION





PURPOSE: 	The HICS 253 -Volunteer Registration is used to document volunteer sign in and sign out for each Operational Period.



ORIGINATION: 	Completed by the Logistics Section Labor Pool and Credentialing Unit Leader.



COPIES TO: 	Copies are distributed to the Time Unit Leader, Personnel Tracking Manager, and

Documentation Unit Leader.



NOTES: 	If additional pages are needed, use a blank HICS 253 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Registration  Information



		

		Name

		Enter the full name of volunteer.



		

		Certification / License and

Number

		If volunteer holds a certification or license, enter type and number.



		

		ID Number

		Enter a Driver’s License number or Social Security Number.



		

		Address

		Enter address.



		

		Contact Info

		Enter phone number.



		

		Badge Issued

		Enter yes or no, and number if used.



		

		Badge Returned

		Enter yes or no.



		

		Time In / Out

		Time (24-hour clock) volunteer was in and out.



		

		Signature

		Signature of volunteer verifying that information is correct.



		4

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 254 – DISASTER VICTIM / PATIENT TRACKING





		[bookmark: DISASTERVICTIMPATIENTTRACKING]1. Incident Name

		2. Operational Period  (# 	)



DATE:	 FROM:  			TO:  	  TIME:	FROM:  	_	TO:  	



		3. Area (Triage or Specific Treatment Area)



		





FIELD TAG NUMBER

		





MEDICAL RECORD NUMBER

		



NAME

(LAST NAME, FIRST NAME)

		



SEX

(M/F)

		



DOB / AGE

		

TRIAGE CATEGORY

IMMEDIATE DELAYED MINOR

EXPECTANT

EXPIRED

		





LOCATION / TIME OF PROCEDURES

(CT, X-RAY, ETC.)

		

DISPOSITION / TIME (D) DISCHARGE (A) ADMIT

(S) SURGERY (T) TRANSFER (M) MORGUE



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		4.  Prepared by

PRINT NAME:   		SIGNATURE:   	



DATE/TIME:  		FACILITY:  	_
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Origination:     Patient Tracking Manager or team

Copies to:	Situation Unit Leader, Patient Registration Unit Leader, Planning Section Patient Tracking Manager, Medical Care Branch Director, and Documentation Unit Leader
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HICS 254 - DISASTER VICTIM / PATIENT TRACKING





PURPOSE: 	The HICS 254 Disaster Victim / Patient Tracking records the triage, treatment, and disposition of victims/patients of the event seeking medical attention.



ORIGINATION:   Completed by the Patient Tracking Manager or team members.



COPIES TO: 	Distributed to the Situation Unit Leader, with copies to Patient Registration

Unit Leader, Planning Section Patient Tracking Manager, Medical Care Branch Director, and the

Documentation Unit Leader.



NOTES: 	The form is completed upon arrival of the first patient and updated periodically. Copies of the form are sent to the Planning Section Patient Tracking Manager each hour and at the end of each operational period until disposition of the last victim(s) are known.  If additional pages are needed, use a blank HICS 254 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Area

		Enter the triage or specific treatment area (e.g., Triage, Immediate Treatment Area).



		

		Field Tag Number

		Enter field triage tag number.



		

		Medical Record Number

		Enter hospital medical record number if available.



		

		Name

		Enter the full name of victim/patient.



		

		Sex

		Enter sex: M for male/F for female.



		

		DOB / Age

		Enter date of birth and age.



		

		Triage Category

		Enter the triage category assigned to patient.



		

		Location / Time of Procedures

		Enter location destination and time patient leaves triage or treatment area for a test or procedure.



		

		Disposition  / Time

		Enter the letter of the disposition category and time of disposition.



		4

		Prepared by

		Enter the name and signature of the person

preparing the form. Enter date (m/d/y), time prepared

(24-hour clock), and facility.
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HICS 255 - MASTER PATIENT EVACUATION TRACKING





		

[bookmark: MASTERPATIENTEVACUATIONTRACKING]1. Incident Name

		

2. Operational Period  (#	)



DATE:	FROM:  	    TO:  	 TIME:	 FROM:  	     TO:  	 



		3. Patient Evacuation Information



		

PATIENT NAME

		Medical Record #

		Evacuation Triage Category

   IMMEDIATE     DELAYED      MINOR

		Mode of Transport

  CCT   ALS    BLS    VAN

   BUS  CAR     AIRCRAFT



		

		Disposition

   DISCHARGE

   TRANSFER

   MORGUE

		Accepting Hospital or Location

		Time hospital contacted & report given



		Transfer Initiated (Time/Transport Co./ #)

		Medical Record Sent

 YES     NO

		Medication Sent

   YES     NO

		Family Notified

   YES     NO

		Arrival Confirmed

   YES     NO

		Admit Location

   FLOOR     ICU

   ER    MORGUE

		Expired (time)



		

PATIENT NAME

		Medical Record #

		Evacuation Triage Category

   IMMEDIATE     DELAYED      MINOR

		Mode of Transport

  CCT   ALS    BLS    VAN

   BUS  CAR     AIRCRAFT



		

		Disposition

   DISCHARGE

   TRANSFER

   MORGUE

		Accepting Hospital or Location

		Time hospital contacted & report given



		Transfer Initiated (Time/Transport Co./ #)

		Medical Record Sent

   YES     NO

		Medication Sent

   YES     NO

		Family Notified

   YES     NO

		Arrival Confirmed

   YES     NO

		Admit Location

   FLOOR     ICU

   ER    MORGUE

		Expired (time)



		

PATIENT NAME

		Medical Record #

		Evacuation Triage Category

   IMMEDIATE     DELAYED      MINOR

		Mode of Transport

  CCT   ALS    BLS    VAN

   BUS  CAR     AIRCRAFT



		

		Disposition

   DISCHARGE

   TRANSFER

   MORGUE

		Accepting Hospital or Location

		Time hospital contacted & report given



		Transfer Initiated (Time/Transport Co./ #)

		Medical Record Sent

   YES     NO

		Medication Sent

   YES     NO

		Family Notified

   YES     NO

		Arrival Confirmed

   YES     NO

		Admit Location

   FLOOR     ICU

   ER    MORGUE

		Expired (time)



		

PATIENT NAME

		Medical Record #

		Evacuation Triage Category

   IMMEDIATE     DELAYED      MINOR

		Mode of Transport

  CCT   ALS    BLS    VAN

   BUS  CAR     AIRCRAFT



		

		Disposition

   DISCHARGE

   TRANSFER

   MORGUE

		Accepting Hospital or Location

		Time hospital contacted & report given



		Transfer Initiated (Time/Transport Co./ #)

		Medical Record Sent

   YES     NO

		Medication Sent

   YES     NO

		Family Notified

   YES     NO

		Arrival Confirmed

   YES     NO

		Admit Location

   FLOOR     ICU

   ER    MORGUE

		Expired (time)



		

4. Prepared by	PRINT NAME:  	 	SIGNATURE:   	 DATE/TIME:   		FACILITY:  	 













[image: ][image: ]Purpose:	Record information concerning patient disposition during an evacuationCA EMSA

D:20140220132558-08'00'2/20/2014 1:25:58 PM

-------------------------------------------- To insert team logo:

1. open the image in MS word

2. right click image and copy

3. paste to PDF from menu bar or Ctrl+V

4. resize logo and move to this box



Origination:   Situation Unit Leader or designee (Patient Tracking Manager)

Copies to:	Planning Section Chief, Documentation Unit Leader

.
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HICS 255 - MASTER PATIENT EVACUATION TRACKING





PURPOSE: 		The HICS 255 - Master Patient Evacuation Tracking form records the disposition of patients during a facility evacuation.



ORIGINATION: 	Completed by Planning Section Situation Unit Leader or designee (Patient Tracking Manager).



COPIES TO: 	Distributed to the Planning Section Chief and the Documentation Unit Leader.



NOTES:               The form may be completed with information taken from each HICS 260 - Patient Evacuation Tracking form. If additional pages are needed, use a blank HICS 255 and repaginate as needed.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Patient Evacuation Information



		

		Patient Name

		Enter the full name of the patient.



		

		Medical Record #

		Enter medical record number.



		

		Evacuation Triage Category

		Indicate the categories as defined by the facility (not necessarily the same as emergency department admitting triage system).



		

		Mode of Transport

		Indicate the mode of transport or write in if not indicated.



		

		Disposition

		Indicate the patient’s disposition.



		

		Accepting Hospital or Location

		Enter the accepting hospital or location (e.g., Alternate

Care Site, holding site).



		

		Time hospital contacted &

report given

		Enter time prepared (24-hour clock).



		

		Transfer Initiated

		Enter time, vehicle company, and identification number.



		

		Medical  Record Sent

		Indicate yes or no.



		

		Medication Sent

		Indicate yes or no.



		

		Family Notified

		Indicate yes or no.



		

		Arrival Confirmed

		Indicate yes or no.



		

		Admit Location

		Indicate the applicable site.



		

		Expired

		Enter time (24-hour clock) of deceased if necessary.



		4

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS FORM 256 - PROCUREMENT SUMMARY REPORT



		[bookmark: PROCUREMENTSUMMARYREPORT]1. Incident Name

		2. Operational Period  (# 	)



DATE:	FROM:  			TO:  	 TIME:	 FROM:  	__	 TO:  	 



		3. Purchases



		

		P.O. / REFERENCE NUMBER

		

DATE / TIME

		

ITEM / SERVICE

		

VENDOR

		DOLLAR AMOUNT

		REQUESTOR NAME / DEPT

(PLEASE PRINT)

		APPROVED BY

(PLEASE PRINT)

		RECEIVED

DATE / TIME



		

1

		

		

		

		

		

		

		

		



		

		COMMENTS



		

2

		

		

		

		

		

		

		

		



		

		COMMENTS



		3

		

		

		

		

		

		

		

		



		

		

COMMENTS



		

4

		

		

		

		

		

		

		

		



		

		COMMENTS



		5

		

		

		

		

		

		

		

		



		

		

COMMENTS



		

6

		

		

		

		

		

		

		

		



		

		COMMENTS



		

7

		

		

		

		

		

		

		

		



		

		

COMMENTS



		

8

		

		

		

		

		

		

		

		



		

		COMMENTS



		

9

		

		

		

		

		

		

		

		



		

		

COMMENTS



		

PRINT NAME:  		SIGNATURE:  	

4.  Prepared by

DATE/TIME:  	_____ 		FACILITY:  	_
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Origination:    Hospital Incident Management Team (HIMT) personnel as directed by the Procurement Unit Leader

Copies to:	Finance/Administration Section Chief and Documentation Unit Leader
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HICS FORM 256 - PROCUREMENT SUMMARY REPORT





PURPOSE: 	The HICS 256 - Procurement Summary Report summarizes and tracks procurements.

It may be completed by operational period or for the whole incident duration.



ORIGINATION: 	Completed by the Hospital Incident Management Team (HIMT) personnel as directed by the Procurement Unit Leader.



COPIES TO: 	Distributed to the Finance/Administration Section Chief and the Documentation Unit Leader.



NOTES: 	If additional pages are needed, use a blank HICS 256 and repaginate as needed.   Additions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Purchases



		

		P.O. / Reference number

		Enter purchase order or other acquisition reference number used by the facility.



		

		Date / Time

		Enter date (m/d/y) and time prepared (24-hour clock).



		

		Item / Service

		Enter the item or the service purchased.



		

		Vendor

		Enter the name of the vendor.



		

		Dollar Amount

		Enter the dollar amount spent.



		

		Requestor  Name /

Department

		Enter the requestor’s name and department.



		

		Approved By

		Enter whom the purchase was approved by.



		

		Received Date / Time

		Enter date (m/d/y) and time (24-hour clock) the item or service was received.



		4

		Prepared by

		Enter the name and signature of the person preparing the form.  Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 257 - RESOURCE ACCOUNTING RECORD







		[bookmark: RESOURCEACCOUNTINGRECORD]1. Incident Name

		2. Operational Period  (# 	)



DATE:     FROM:  	_	TO:  	 TIME:	FROM:  	_	TO:  	



		3. Resource Record



		

TIME

		

ITEM / FACILITY TRACKING IDENTIFICATION NUMBER

		

CONDITION

		

RECEIVED FROM

		DISPENSED

(TO/TIME)

		RETURNED

(DATE/TIME)

		CONDITION

(OR INDICATE IF NON- RECOVERABLE)

		

INITIALS



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		



		

4. Pre pared by 	PRINT NAME: ____________________________________________________________________	SIGNATURE: ____________________________________________________________________



DATE/TIME:  _____________________________________________________________________	FACILITY: _______________________________________________________________________



















[image: ]Purpose:	Records the request, distribution, return, and condition of equipment and resourcesCA EMSA
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-------------------------------------------- To insert team logo:
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4. resize logo and move to this box



Origination:    Hospital Incident Management Team (HIMT) personnel as directed by Section Chiefs

Copies to:	Finance/Administration Section Chief, Resources Unit Leader, Materiel Tracking Manager, and Documentation Unit Leader
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HICS 257 - RESOURCE ACCOUNTING RECORD







PURPOSE: 	The HICS 257 - Resource Accounting Record documents the request, distribution for use, return, and condition of equipment and resources used to respond to the incident.



ORIGINATION: 	Completed by each Hospital Incident Management Team (HIMT) personnel as directed by Section

Chiefs.



COPIES TO: 	Distributed to the Finance/Administration Section Chief, the Resources Unit Leader, the Materiel Tracking Manager, the original requester of the resource, and the Documentation Unit Leader.



NOTES: 	If additional pages are needed, use a blank HICS 257 and repaginate as needed.  Additions may be made to the form to meet the organization’s needs.









		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Resource Record



		

		Time

		Enter the time (24-hour clock) and the request received.



		

		Item / Facility Tracking

Identification Number

		Enter the item and the facility tracking identification number.



		

		Condition

		Enter the condition of the item when it was received.



		

		Received From

		Enter whom the item was received from.



		

		Dispensed

		Enter whom the item was dispensed to and the time (24-hour clock).



		

		Returned

		Enter the date (m/d/y) and time (24-hour clock) the item was returned.



		

		Condition

		Enter the condition the item was in when returned or indicate if non- recoverable.



		

		Initials

		Enter initials of person processing item.



		4

		Prepared by

		Enter the name and signature of the person preparing the form.  Enter date (m/d/y), time prepared (24-hour clock), and facility.
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		[bookmark: HOSPITALRESOURCEDIRECTORY]1. Incident Name

		2. Operational Period  (# 	)



DATE:     FROM:   		TO:   	



TIME:	FROM:  		TO:  	_



		3. Contact Information



		

COMPANY / AGENCY

		COMPANY / AGENCY / NAME

(24/7 CONTACT)

		

TELEPHONE

		

ALTERNATE TELEPHONE

		

EMAIL

		

FAX

		

RADIO



		Agency f or Toxic Substances and

Disease Registry (ATSDR)

		

		

		

		

		

		



		Air transport: helicopter or

fixed wing

		

		

		

		

		

		



		Ambulance, hospital-based

		

		

		

		

		

		



		Ambulance, private

		

		

		

		

		

		



		Ambulance, public safety

		

		

		

		

		

		



		American Red Cross

		

		

		

		

		

		



		Automated Teller Machine (ATM) (Onsite)

		

		

		

		

		

		



		Biohazard/Waste company

		

		

		

		

		

		



		Buses

		

		

		

		

		

		



		Cab (Taxi)

		

		

		

		

		

		



		Centers f or Disease Control and

Prevention (CDC)

		

		

		

		

		

		



		Clinics

		

		

		

		

		

		



		Coroner/Medical Examiner

		

		

		

		

		

		



		Dispatcher, 911

		

		

		

		

		

		



		Emergency Management Agency

		

		

		

		

		

		



		EMS Agency/Authority

		

		

		

		

		

		



		Emergency Operations Center

(EOC), Local

		

		

		

		

		

		



		Emergency Operations Center

(EOC), State

		

		

		

		

		

		







HICS 258 - HOSPITAL RESOURCE DIRECTORY
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Origination:   Resource Unit Leader

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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COMPANY / AGENCY

		COMPANY / AGENCY / NAME

(24/7 CONTACT)

		

TELEPHONE

		

ALTERNATE TELEPHONE

		

EMAIL

		

FAX

		

RADIO



		Engineers:  HVAC

		

		

		

		

		

		



		Engineers: mechanical

		

		

		

		

		

		



		Engineers: seismic

		

		

		

		

		

		



		Engineers: structural

		

		

		

		

		

		



		Environmental Protection Agency

(EPA)

		

		

		

		

		

		



		Epidemiologist

		

		

		

		

		

		



		Federal Bureau of Investigation (FBI)

		

		

		

		

		

		



		Fire Department

		

		

		

		

		

		



		Food service (Note if vendor, onsite, or emergency)

		

		

		

		

		

		



		Fuel distributor

		

		

		

		

		

		



		Fuel trucks

		

		

		

		

		

		



		Funeral homes/mortuary services

		

		

		

		

		

		



		Generators

		

		

		

		

		

		



		HazMat Team

		

		

		

		

		

		



		Health department, local

		

		

		

		

		

		



		Health department, state

		

		

		

		

		

		



		Heavy equipment (e.g., backhoes, snowplow, etc.)

		

		

		

		

		

		



		Home health service

		

		

		

		

		

		



		Home repair/construction supplies

		

		

		

		

		

		



		1.

		

		

		

		

		

		



		2.

		

		

		

		

		

		









[image: ]Purpose:	List resources to contact during an Incident

Origination:   Resource Unit Leader
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		COMPANY / AGENCY

		COMPANY / AGENCY / NAME

(24/7 CONTACT)

		TELEPHONE

		ALTERNATE TELEPHONE

		EMAIL

		FAX

		RADIO



		Hospice

		

		

		

		

		

		



		Hospitals

		

		

		

		

		

		



		1.

		

		

		

		

		

		



		2.

		

		

		

		

		

		



		3.

		

		

		

		

		

		



		4.

		

		

		

		

		

		



		Hotel/motel

		

		

		

		

		

		



		Housing, temporary

		

		

		

		

		

		



		Ice, commercial

		

		

		

		

		

		



		Laboratory Response Network

		

		

		

		

		

		



		Laundry/linen service

		

		

		

		

		

		



		Law Enforcement

		

		

		

		

		

		



		Lighting

		

		

		

		

		

		



		Long term care facilities

		

		

		

		

		

		



		1.

		

		

		

		

		

		



		2.

		

		

		

		

		

		



		3.

		

		

		

		

		

		



		Media: print

		

		

		

		

		

		



		Media: print

		

		

		

		

		

		



		Media: radio

		

		

		

		

		

		



		Media: radio
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		COMPANY / AGENCY

		COMPANY / AGENCY / NAME

(24/7 CONTACT)

		

TELEPHONE

		

ALTERNATE TELEPHONE

		

EMAIL

		

FAX

		

RADIO



		Media: TV

		

		

		

		

		

		



		Media: TV

		

		

		

		

		

		



		Media: TV

		

		

		

		

		

		



		Medical gases

		

		

		

		

		

		



		Medical supply

		

		

		

		

		

		



		1.

		

		

		

		

		

		



		2.

		

		

		

		

		

		



		Medication, distributor

		

		

		

		

		

		



		1.

		

		

		

		

		

		



		2.

		

		

		

		

		

		



		Pharmacy, commercial

		

		

		

		

		

		



		1.

		

		

		

		

		

		



		2.

		

		

		

		

		

		



		3.

		

		

		

		

		

		



		Poison Control Center

		

		

		

		

		

		



		Portable toilets

		

		

		

		

		

		



		Radios: amateur radio

		

		

		

		

		

		



		Radios: satellite

		

		

		

		

		

		



		Radios: handheld or 2-way

		

		

		

		

		

		



		Regional Medical Health Coordinator
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		COMPANY / AGENCY

		COMPANY / AGENCY / NAME

(24/7 CONTACT)

		

TELEPHONE

		

ALTERNATE TELEPHONE

		

EMAIL

		

FAX

		

RADIO



		Repair Services

		

		

		

		

		

		



		Beds

		

		

		

		

		

		



		Biomedical devices

		

		

		

		

		

		



		Elevators

		

		

		

		

		

		



		Gardeners/landscapers

		

		

		

		

		

		



		Glass

		

		

		

		

		

		



		Medical equipment

		

		

		

		

		

		



		Oxygen devices

		

		

		

		

		

		



		Radios

		

		

		

		

		

		



		Roadways/sidewalks

		

		

		

		

		

		



		Salvation Army

		

		

		

		

		

		



		Shelter Sites

		

		

		

		

		

		



		Surge Facilities

		

		

		

		

		

		



		Traffic  Control/Department of

Transportation

		

		

		

		

		

		



		Trucks

		

		

		

		

		

		



		Refrigeration

		

		

		

		

		

		



		Towing

		

		

		

		

		

		



		Moving

		

		

		

		

		

		



		    Utilities

		

		

		

		

		

		



		Gas
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		COMPANY / AGENCY

		COMPANY / AGENCY / NAME

(24/7 CONTACT)

		

TELEPHONE

		

ALTERNATE TELEPHONE

		

EMAIL

		

FAX

		

RADIO



		Utilities

		

		

		

		

		

		



		Gas/Electricity

		

		

		

		

		

		



		Sew age

		

		

		

		

		

		



		Telephone

		

		

		

		

		

		



		Water, municipal

		

		

		

		

		

		



		Vending Machines

		

		

		

		

		

		



		Ventilators

		

		

		

		

		

		



		Water: non-potable

		

		

		

		

		

		



		Water: potable

		

		

		

		

		

		



		Other

		

		

		

		

		

		



		Other

		

		

		

		

		

		



		Other

		

		

		

		

		

		



		Other

		

		

		

		

		

		



		

4. Date Last Updated



		

5.  Prepared by 	PRINT NAME:  	_	SIGNATURE:   	 DATE/TIME:  	  	FACILITY:   	































[image: ]Purpose:	List resources to contact during an Incident
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HICS 258 - HOSPITAL RESOURCE DIRECTORY





PURPOSE: 	The HICS 258 - Hospital Resource Directory lists all methods of contact for hospital resources for an incident.



ORIGINATION: 	Completed by the Planning Section Resources Unit Leader prior   to an incident (when possible) or at the incident onset, and continually updated throughout an incident.



COPIES TO: 	Distributed to the Command and General Staff including the Documentation

Unit Leader, and posted as necessary.



NOTES: 	If this form contains sensitive information such as cell phone numbers, it should be clearly marked in the header that it contains sensitive information and is not for public release. If additional pages are needed, use a blank HICS 258 and repaginate as needed. Additions and deletions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Contact Information



		

		Company / Agency

		Type of company or agency.



		

		Company / Agency / Name

		List the name of the company/agency.  List the name of the point of contact if available.



		

		Telephone

		Enter the telephone number.



		

		Alternate Telephone

		Enter the alternate telephone number.



		

		Email

		Enter the email, if available.



		

		Fax

		Enter the fax number.



		

		Radio

		Enter the radio frequency if appropriate.



		4

		Date Last Updated

		If the document is completed prior to an incident, the last update should be entered (m/d/y). The directory should be updated at least annually.



		5

		Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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HICS 259 - HOSPITAL CASUALTY / FATALITY REPORT





		[bookmark: HOSPITALCASUALTYFATALITYREPORT]1. Incident Name

		2. Operational Period  (# 	)



DATE:     FROM:  	   TO:  	 TIME:	FROM:  	   TO:  	



		3. Number of Casualties / Fatalities



		

		ADULT

		PEDIATRIC (<18 YRS OLD)

		TOTAL

		COMMENTS



		Patients seen

		

		

		

		



		Admitted

		

		

		

		



		Critical Care

		

		

		

		



		Medical / Surgical

		

		

		

		



		Other

		

		

		

		



		Other

		

		

		

		



		Other

		

		

		

		



		Discharged

		

		

		

		



		Transferred

		

		

		

		



		Morgue

		

		

		

		



		Waiting to be seen

		

		

		

		



		

4.  Prepared by

               PRINT NAME:  	____________________________________     SIGNATURE:   	____________________________________________________________



DATE/TIME:  _______________________________________________________________________________	FACILITY:   	_____
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D:20140225172321-08'00'2/25/2014 5:23:21 PM

-------------------------------------------- To insert team logo:

1. open the image in MS word

2. right click image and copy

3. paste to PDF from menu bar or Ctrl+V

4. resize logo and move to this box



Origination:    Patient Tracking Manager or team

Copies to:	Command Staff, Section Chiefs, and Documentation Unit Leader
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HICS 259 - HOSPITAL CASUALTY / FATALITY REPORT







PURPOSE: 	The HICS 259 - Hospital Casualty/Fatality Report is used to record the total numbers of adult and pediatric patients seen, admitted (by bed type), discharged, transferred, expired, and waiting to be seen for each operational period.



ORIGINATION:   The HICS 259 is prepared by the Planning Section Patient Tracking Manager or team prior to the Operations Briefing in the next operational period.



COPIES TO: 	Copies are distributed to the Command staff, Section Chiefs, and the Documentation

Unit Leader.



NOTES: 	If additional pages are needed, use a blank HICS 259 and repaginate as needed.

Additions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		1

		Incident Name

		Enter the name assigned to the incident.



		2

		Operational Period

		Enter the start date (m/d/y) and time (24-hour clock) and end date and time for the operational period to which the form applies.



		3

		Number of Casualties / Fatalities



		

		Patients seen

		Enter total number of patients seen in either the adult or pediatric column.



		

		Admitted

		Enter total number of patients admitted in either the adult or pediatric column.



		

		Critical Care

		Enter total number of patients admitted in either the adult or pediatric column.



		

		Medical / Surgical

		Enter total number of patients admitted in either the adult or pediatric column.



		

		Other

		Enter other needed categories (i.e., burn, pediatric, labor and delivery, forensic, psychiatric) in either the adult or pediatric column.



		

		Discharged

		Enter total number of patients discharged in either the adult or pediatric column.



		

		Transferred

		Enter total number of patients transferred in either the adult or pediatric column.



		

		Morgue

		Enter total number of patients expired in either the adult or pediatric column.



		

		Waiting to be seen

		Enter total number of patients still waiting to be seen by physician in either the adult or pediatric column.



		4

		Prepared by

		Enter the name and signature of the person preparing the form.  Enter date (m/d/y), time prepared (24-hour clock), and facility.





















[image: ]HICS 2014









		[bookmark: PATIENTEVACUATIONTRACKINGFORM]1. Date

		2. From (Unit)



		3. Patient Name

		4. DOB

		5. Medical Record Number



		6. Diagnosis

		7. Admitting Physician



		

8. Family Notified 	YES	NO     NAME:  	   CONTACT INFORMATION:  	_



		9. Mode of Transport

		10. Accompanying Equipment  (check those that apply)



		

Hospital Bed Gurney Wheelchair Ambulatory Other:

		

IV Pump(s) Oxygen Ventilator Chest Tube(s) Other:

		

Isolette/Warmer

Traction

Monitor

A-Line/Swan

Other:

		

Foley Catheter Halo-Device Cranial Bolt/Screw

Intraosseous Device

Other:



		11. Special Needs



		12. Isolation	YES	NO	TYPE:   	   REASON:   	



		13. Evacuating Clinical Location

		14. Arriving Location



		ROOM #	TIME

		ROOM #	TIME



		

ID BAND CONFIRMED BY:

		

YES	NO

		

ID BAND CONFIRMED BY:

		

YES	NO



		

MEDICAL RECORD SENT

		

YES	NO

		

MEDICAL RECORD RECEIVED

		

YES	NO



		BELONGINGS

		

WITH PATIENT

		LEFT IN ROOM NONE

		BELONGINGS RECEIVED

		

YES	NO



		VALUABLES

		

WITH PATIENT

		LEFT IN SAFE NONE

		VALUABLES  RECEIVED

		

YES	NO



		MEDICATIONS

		

WITH PATIENT

		LEFT ON UNIT PHARMACY

		MEDICATIONS RECEIVED

		

YES	NO



		PEDS / INFANTS

		PEDS / INFANTS



		BAG/MASK WITH TUBING SENT

		YES	NO

		BAG/MASK /W TUBING RCVD

		YES	NO



		BULB SYRINGE SENT

		YES	NO

		BULB SYRINGE RECEIVED

		YES	NO



		15. Transferring to another Facility / Location



		TIME TO STAGING AREA	TIME DEPARTING TO RECEIVING FACILITY



		Destination



		TRANSPORTATION	AMBULANCE. #	AGENCY	HELICOPTER	OTHER



		ID BAND CONFIRMED	YES	NO	BY



		DEPARTURE TIME:



		16.  Prepared by

PRINT NAME:  		SIGNATURE:   	_



DATE/TIME:   	________	FACILITY:   	











HICS 260 - PATIENT EVACUATION TRACKING FORM
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PURPOSE: 	The HICS 260 - Patient Evacuation Tracking Form documents details and account for patients transferred to another facility.



ORIGINATION: 	Completed by the Operations Section as appropriate: the Inpatient Unit Leader, the Outpatient Unit Leader, or the Casualty Care Unit Leader, depending on where the identified patient is located.



COPIES TO: 	The original is kept with the patient through actual evacuation. Copies are distributed to the Patient Tracking Manager, the Medical Care Branch Director, the evacuating clinical location, and the Documentation Unit Leader.



NOTES: 	The information on this form may be used to complete HICS 255, Master Patient Evacuation Tracking Form. Additions or deletions may be made to the form to meet the organization’s needs.





		NUMBER

		TITLE

		INSTRUCTIONS



		

1

		

Date

		Enter the date of the evacuation.



		

2

		

From

		Enter the Unit the patient is leaving from.



		

3

		

Patient Name

		Enter the patient’s full name.



		

4

		

DOB

		Enter the patient’s date of birth (DOB).



		

5

		

Medical Record

Number

		Enter the patient’s medical record number.



		

6

		

Diagnosis

		Enter the primary diagnosis/diagnoses.



		

7

		

Admitting Physician

		Enter the name of the patient’s admitting physician.



		

8

		

Family Notified

		Check yes or no; enter family contact information.



		

9

		

Mode of Transport

		Identify mode of transportation needed.



		

10

		

Accompanying

Equipment

		Check appropriate boxes for any equipment being transferred with the patient.



		

11

		

Special Needs

		Indicate if the patient has special needs, assistance, or requirements.



		

12

		

Isolation

		Indicate if isolation is required, the type, and the reason.



		

13

		

Evacuating Clinical

Location

		Fill in information and check boxes to indicate originating room and what was sent with the patient (records, medications, and belongings).



		

14

		

Arriving Location

		Fill in information and check boxes to indicate patient’s arrival at the new location and whether materials sent with the patient were received.



		

15

		

Transferring to another Facility / Location

		Document arrival and departure from the staging area, confirmation of ID band, and type of transportation used.



		

16

		

Prepared by

		Enter the name and signature of the person preparing the form. Enter date (m/d/y), time prepared (24-hour clock), and facility.
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[bookmark: _Toc99650092][bookmark: _Toc103713101][bookmark: _Toc167447302]Coalition Activation, Response, Demobilization Checklists 

The Central Region Health Care Preparedness Coordinator (RHPC) will consider activation of the coalition HMAC  when contacted with a request from a coalition member to provide support. The following pages provide checklists that identify specific notification, activation, and coordination action considerations for the primary coalition member participants. Please note, respective disciplines should utilize existing methods of information sharing amongst their disciplines and jurisdictions as outlined in their local or agency/organization plans. 

When the HMAC is activated – the coalition will follow Incident Command.  Contained within this Appendix are the basic ICS documents which include the Planning B, ICS forms, and Briefing Guidelines.




[bookmark: _Toc103713102][bookmark: _Toc167447303]RHPC HMAC Activation Checklist

		[bookmark: _Hlk7557958]Activation

		Check



		Notify all HMAC Coordinating group members of incident

		



		Confirm receipt of information to HMAC members

		



		Contact MDH Consultant Supervisors (PHEP, HPP respectively)

		



		If supervisors are not available call MDH EPR 1-651-201-5735

		



		Create Coordination Center Room on MNTrac

		



		Invite Coordination Entity + MDH Supervisor of HSPP and PHEP to Coordination Center Room

		



		Identify additional resource members necessary for response

		



		Invite resource members to Coordination Center Room

		



		Begin incident check-in list (ICS Form 211)

		



		Begin individual activity logs (ICS Form 214)

		



		Response

		Check



		Establish response structure/roles (ICS Form 203)

		



		Identify response objectives (ICS Form 202); including demobilization trigger

		



		Establish communication plan (ICS Form 204 & 205)

		



		Complete incident briefing (ICS Form 201) 

		



		Determine incident briefing schedule

		



		Share incident briefing schedule with appropriate partners

		



		Share incident briefing with appropriate partners as pre-determined intervals

		



		Repeat as necessary for duration of incident

		



		Re-evaluate demobilization readiness

		



		Demobilization

		Check



		Choose closing date/time for operations

		



		Complete demobilization checkout (ICS Form 221)

		



		Provide final incident briefing indicating close date/time to partners

		



		Close Coordination Center Room on MNTrac

		



		Finalize and submit all ICS Forms

		



		Conduct on-site/virtual debriefing

		



		Set date for After Action Meeting

		



		Review supplies/resources

		



		Replenish supplies as necessary
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[bookmark: _Toc7085104][bookmark: _Toc99650094][bookmark: _Toc103713104]HMAC: RHPC Response 

		HMAC Activation – RHPC Actions

		Check



		Coalition member contacts RHPC who collects initial information:

		



		Person calling

		



		Agency/Facility

		



		Incident location

		



		Incident type

		



		Brief Description

		



		Point of contact

		



		Support needed

Supplies, Assets, information sharing

		



		Use MNTrac to notify all coalition members of the incident and need for activation of HMAC 

		



		Create coordination center room in MNTrac

		



		Invite HMAC group and MDH EPR Supervisor to coordination center room

		



		Identify and invite additional SME’s and resource members necessary for response

		



		Complete and distribute incident briefing (ICS form 201)

		



		HMAC Member Actions

		Check



		Provide the following information to participants in the coordination center room:

		



		Current situation (discipline perspective) whether actively involved or monitoring

		



		Current external (community) situation

		



		Are other partner disciplines activated, EMS-MACC, Strike team, etc.

		



		Anticipated or actual support needs (supplies, equipment, personnel, facility support)

		



		Agency point of contact (name) and contact information and backup contact to allow for follow up
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[bookmark: _Toc167447305]HMAC Activation Request by Hospital, LTC, other Healthcare

		Coalition Member Activation of HMAC

		Check



		Prior to contacting the RHPC to discuss support activities, identify the following:

		



		Person calling:

		



		Agency/Facility:

		



		Incident location:

		



		Incident type:

		



		Designated point of contact:

		



		Support needed (supplies, assets, information sharing, etc.)

		



		Contact the WCMHPC RHPC 24/7 320-654-2720 and provide the following information:

“This is [Your facility/organization name] requesting RHPC or HMAC assistance”

Your callback information if calling by phone and backup notification method

		



		HMAC Member Actions

		Check



		Provide the following information to participants in the coordination center room:

		



		Current situation (discipline perspective) whether actively involved or monitoring

		



		Current external (community) situation

		



		Are other partner disciplines activated, EMS-MACC, Strike team, etc.

		



		Anticipated or actual support needs (supplies, equipment, personnel, facility support)

		



		Agency point of contact (name) and contact information to allow for follow up

		



		Continue providing discipline informational updates and essential information as requested

		





[bookmark: _Toc7085107][bookmark: _Toc99650096]

[bookmark: _Toc103713106]


[bookmark: _Toc167447306]HMAC Activation Request by EMS

		Coalition Member Activation of HMAC

		Check



		Prior to contacting the RHPC to discuss support activities, identify the following:

		



		Person calling:

		



		Agency/Facility:

		



		Incident location:

		



		Incident type:

		



		Designated point of contact:

		



		Support needed:

Supplies, Assets, information sharing, etc.

		



		Contact the RHPC 24/7 at 320-654-2720 and provide the following information:

“This is [Your facility/organization name] requesting RHPC or HMAC assistance”

Your callback information if calling by phone and backup notification method

		



		Expected RHPC Actions

		Check



		The RHPC actions may include:

		



		Notify all coalition members of the incident and activation of HMAC

		



		Confirm information received to HMAC

		



		Create coordination center room in MNTrac

		



		Invite HMAC and MDH EPR Supervisor to coordination center room

		



		Identify and invite additional SME’s and resource members necessary for response

		



		Complete and distribute incident briefing (ICS form 201)

		



		HMAC Member Actions

		Check



		Provide the following information to participants in the coordination center room:

		



		Current situation (discipline perspective) whether actively involved or monitoring

		



		Current external (community) situation

		



		Are other partner disciplines activated, EMS-MACC, Strike team, etc.

		



		Anticipated or actual support needs (supplies, equipment, personnel, facility support)

		



		Agency point of contact (name) and contact information to allow for follow up

		



		Continue providing discipline informational updates and essential information as requested

		





[bookmark: _Toc7085106][bookmark: _Toc99650097][bookmark: _Toc103713107][bookmark: _Toc167447307]HMAC Activation Request by Public Health

		Coalition Member Activation of HMAC

		Check



		Prior to contacting the RHPC to discuss support activities, identify the following:

		



		Incident location

		



		Incident type

		



		Designated point of contact

		



		What support you need (examples):

Supply equipment support

Information sharing support

Monitoring

		



		Contact the Central Region RHPC 24/7 at 320-654-2720 and provide the following information:

“This is [Your agency name] requesting RHPC or HMAC assistance”

Your callback information if calling by phone and backup notification method

		



		[bookmark: _Toc99650098]HMAC Member Actions

		[bookmark: _Toc99650099]Check



		Provide the following information to participants in the coordination center room:

		



		Current situation (discipline perspective) whether actively involved or monitoring

		



		Current external (community) situation

		



		Anticipated or actual support needs (supplies, equipment, personnel, facility support)

		



		Agency point of contact (name) and contact information to allow for follow up
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[bookmark: _Toc103713108][bookmark: _Toc167447308]HMAC Activation Request by Emergency Manager

		Coalition Member Activation of HMAC

		Check



		Prior to contacting the RHPC to discuss support activities, identify the following:

		



		Person calling:

		



		Agency/Facility:

		



		Incident location:

		



		Incident type:

		



		Designated point of contact:

		



		Support available or needed:

Supplies, Assets, information sharing, etc.

		



		Contact the RHPC 24/7 at 320-654-2720 and provide the following information:

“This is [Your county/city name] providing/requesting RHPC or HMAC assistance”

Your callback information if calling by phone and backup notification method

		



		HMAC Member Actions

		Check



		Provide the following information to participants in the coordination center room:

		



		Current situation (discipline perspective) whether actively involved or monitoring

		



		Current external (community) situation

		



		Are other partner disciplines activated, EMS-MACC, Strike team, etc.

		



		Anticipated or actual support needs (supplies, equipment, personnel, facility support)

		



		Agency point of contact (name) and contact information to allow for follow up

		



		Continue providing discipline informational updates and essential information as requested
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[bookmark: _Toc103713109][bookmark: _Toc167447309]HMAC Activation Request by other Coalition Member or Regional Partner

		Coalition Member Activation of HMAC

		Check



		Prior to contacting the RHPC to discuss support activities identify the following:

		



		Incident location

		



		Incident type

		



		Designated point of contact

		



		What support you need (supply, equipment, support, information sharing support, monitoring)

		



		Contact the RHPC 24/7 at 320-654-2720 and provide the following information:

“This is [Your organization name] requesting RHPC or HMAC assistance”

Your callback information if calling by phone and backup notification method

		



		HMAC Member Actions

		Check



		Provide the following information to participants in the coordination center room:

		



		Current situation (discipline perspective) whether actively involved or monitoring

		



		Current external (community) situation

		



		Anticipated or actual support needs (supplies, equipment, personnel, facility support)

		



		Agency point of contact (name) and contact information to allow for follow up
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		The RHPC on-call is a 24/7 staffed position that serves as an initial point of contact for the Coalition. The major responsibility of this individual is to assist with the identification of an incident for the CMHPC participants and to assist with initial notifications.

Purpose:  Provide guidance for addressing the responsibilities of the RHPC On-Call staff during day to day activities and during initial response to an incident.



		RHPC Responsibilities:

		Check



		Remain available with communication devices on a 24/7 basis while on call.

		



		Receive initial notification of potential incident parameters and document findings on Form 201 if appropriate

		



		Gather additional information if needed on incident parameters (refer to communications annex for numbers):

· EMS through the EMS MACC

· Local Public health or MDH

· Healthcare facilities

· Primarily affected facility(s) 

· Other organizations as needed

		



		Assess incident parameters for potential impact of one or more coalition members to:

· Safety of personnel, patients, residents at the facility(s)

· Continuity of operations for the facility(s)

· Potential for surge operations at the facility(s)

· Requirement for support (information or resources) at the facility(s)

· Make determination if this is an incident for a coalition response based upon the above parameters.

		



		Activate the HMAC, if necessary, utilizing MNTrac, email, or other communication platform as appropriate.  

		



		Send notification to all coalition participants (MNTrac, WebEx, Email, or other platforms as appropriate)

· Include brief description and notification category in message title

· Include brief description of incident parameters as known.

· Include desired response from recipients (participate in conf call, update bed availability, etc.)

· Provide information on next expected update if known.

Note: Almost all initial notifications should be accompanied by a request for coalition members to provide a designated POC for MNTrac and to update their situation and resource status in MNTrac as appropriate.

		



		The RHPC on-call personnel should consider carrying at all times, hard copies of the following forms for rapid access:

· Form 201

· HMAC member phone numbers

· MNTrac Alert template

· Situation Update Teleconference Template

· Communications Plan or contact list

· Coalition Response Plan

		










[bookmark: _Toc103713111][bookmark: _Toc167447311]HICS Forms Table:

		ICS Form

		Title:

		Purpose:



		

		The Planning P

		The Planning Process



		

		IAP Quick Start Guide

		IAP Quick Start Guide 



		

		HICS Forms

		HICS Forms 



		HICS 201

		Incident Briefing

		Provides establishment of current ICS organization; map of area affected; resources identified, ordered and assigned, and summary of current actions. Also included in the IAP Quick Start guide.

HICS 201 



		HICS 202

		Incident Objectives

		Provides establishment of incident objectives for operational period. Also included in the IAP Quick Start guide.

HICS 202 



		HICS 203

		Organization Assignment List

		Provides establishment of staff assigned to various positions within the ICS for the incident. Also included in the IAP Quick Start guide.

HICS 203 



		HICS 205

		Communication Plan

		Provides information on all radio frequency or trunked radio system talk group assignments for each operational period.

HICS 205A 



		HICS 213

		General Message

		Provides a standard template to be used for communication between ICS staff at various locations.

HICS 213 



		HICS 214

		Activity Log

		Provides a record of personnel roster and activities undertaken during the operational period.

HICS 214 



		HICS 221

		Demobilization Checkout

		Provides an official record of section and unit personnel demobilized.

HICS 221 
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[bookmark: _Toc103713114]HMAC Manager Job Action Sheet

Responsibilities:

· Coordination of agencies within the HMAC to ensure that all other HMAC representatives are provided with situation and resource status information from each discipline’s prospective. 

· Coordinate and identify future health-related resource requirements.

· Coordinate and resolve differing health-related policy issues that may exist between agencies or facilities within a region or between regions.

· Work within unified command to provide strategic coordination of health-related resources.

· Coordinate with hospital staff and MN Responds volunteers (jointly with unified command). 

· Coordinate and support Minnesota Mobile Medical Teams (MMMT).

· Communication with local, regional and state agencies as to the overall operations of the region.



		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Determine appropriate level of HMAC activation based on the situation as known

		

		



		Assess available healthcare assets/obtain hospital Essential Elements of Information and the impact to public health in the community.  

		

		



		Determine if the HMAC is to be virtual or require a specific site location.

· Send MNTrac alert with conference call info and/or MNTrac coordination room. 

· If in person is needed:

· Send MNTrac alert with the location of the HMAC.

· Ensure that telephone, internet and/or radio communications with EOC’s, other HMAC’s, MDH, hospitals, clinics, EMS and other partners is established and functioning. 

		

		



		Notify MDH and all partners (county EOC, LPH, hospitals, clinics, EMS, Red Cross, etc.) that a HMAC is being activated and for what event.   This can be done via email, MNTrac alert or telephone.

		

		



		Determine staffing requirements and 

· Mobilize appropriate personnel.  

· Establish check-in procedure.  

· Fill in and post HMAC organization chart.  

		

		



		Schedule the initial briefing and a briefing schedule.  

Briefing agenda:

· Situation Report 

· Health & Medical Status

· Current needs – patient, staff, stuff

· Barriers, and EEIs; should at least include affected organization status)

· Public health impacts to affected communities

· Other Coalition Member/Partner Status (as applicable)

· Public Information Status

· Safety & Security Status

· Logistics Status

· Personnel Status

· Identify Operational Concerns

· Q&A

· Next Brief: ___________________

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Monitor general activities to ensure that all appropriate actions are being taken

		

		



		Maintain situational awareness of healthcare status

		

		



		Maintain situational awareness of public health impact on affected communities.  

		

		



		Assess and coordinate available supplies and resources. Facilitate deployment of regional cache if needed.  

		

		



		Conduct periodic briefings to ensure strategic objectives are current and appropriate

		

		



		Support common operating picture by providing healthcare system situation/status, bed availability, and patient tracking status to hospitals, local Emergency Operations Center(s) and MDH as appropriate

		

		



		Brief your relief at shift change, ensuring that ongoing activities are identified and follow-up requirements are known

		

		



		Ensure that all required documentation is complete

		

		







		Demobilization Phase 

		Time 

		Initial 



		All agencies previously notified of the opening of the WCHMAC, will be notified of the WCHMAC closure.

		

		



		The WCHMAC Logs, sign-in roster and other materials are collected.

		

		



		Advise County EOC’s, MDH and other community partners that WCHMAC is being deactivated.

		

		



		Equipment is cleaned and returned to appropriate storage area.

		

		



		Facilitate a debriefing/hotwash to gather information for the AAR/IP
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[bookmark: _Toc445887287][bookmark: _Toc103713115]Liaison Officer Job Action Sheet

Responsibility: 

· Function as the incident contact person in the HMAC for representatives from other agencies.

		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the HMAC Manager.

		

		



		Read this entire Job Action Sheet and review incident management response chart (HICS Form 207).  Put on position identification.

		

		



		Establish contact with local, county and/or state emergency organization agencies to ascertain current status, appropriate contacts and message routing.  

		

		



		Communicate information obtained and coordinate with Information Officer.

		

		



		Establish communication with other hospitals, local Emergency Operations Center (EOC), and/or local response agencies (e.g., public health).  

		

		



		Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Attend all command briefings and Incident Action Planning meetings to gather and share incident and hospital/facility information.  Contribute inter-hospital information and community response activities and provide Liaison goals to the Incident Action Plan.

		

		



		Request assistance and information as needed through the inter-hospital emergency communication network or from the local and/or regional EOC.

		

		



		Communicate with Logistics Section Chief on status of supplies, equipment and other resources that could be mobilized to other facilities, if needed or requested.  

		

		







		Demobilization Phase 

		Time 

		Initial 



		Upon deactivation of your position, brief the HMAC Manager on current problems, outstanding issues, and follow-up requirements.

		

		



		Upon deactivation of your position, submit Operational Logs (HICS Form 214) and all completed documentation to the Planning Section Chief.

		

		



		Participate in after-action debriefings and document observations and recommendations for improvements for possible inclusion in the After-Action Report.  Topics include:

· Accomplishments and issues

· Review of pertinent position descriptions and operational checklists

· Recommendations for procedure changes

		

		





[bookmark: _Toc445887288][bookmark: _Toc103713116]Information Officer Job Action Sheet

Responsibilities:

· Serve as the conduit for information to and from external partners.

· Work with the Incoming Communications Monitor to disseminate information to the appropriate department or individual.

· The HMAC Information Officer does not create messages or communicate with the media. That is the responsibility of the affected agencies.

		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		











		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the HMAC Manager

		

		



		Read this entire Job Action Sheet and review incident management team chart (HICS Form 207).  

		

		



		Attend all command briefings and incident action planning meetings to gather and share incident and hospital information.

		

		



		Coordinate the roles and responsibilities of the Incoming Communications Monitor.

		

		



		Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  Provide a copy of the Incident Message Form to the Documentation Unit.

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Continue to attend all Command briefings and incident action planning meetings to gather and share incident and hospital information.  Contribute media and public information activities and goals to the Incident Action Plan.

		

		



		Determine whether a local, regional or State Joint Information Center (JIC) is activated, provide support as needed, and coordinate information dissemination

		

		



		Continue to document all actions and observations on the Operational Log (HICS Form 214) on a continual basis.

		

		







		Demobilization Phase

		Time 

		Initial 



		Prepare and maintain records and reports as indicated or requested

		

		



		Upon deactivation of your position, submit Operational Logs (HICS Form 214) and all completed documentation to the Planning Section Chief.

		

		



		Participate in after-action debriefings and document observations and recommendations for improvements for possible inclusion in the After-Action Report.  Topics include:

· Accomplishments and issues

· Review of pertinent position descriptions and operational checklists 

· Recommendations for procedure changes

		

		











[bookmark: _Toc445887289][bookmark: _Toc103713117]Operations Job Action Sheet

Responsibilities:

· Develop and implement strategy and tactics to carry out the objectives established by the HMAC Manager. 

· Organize, assign, and supervise staff assigned to bed data/availability, patient tracking/data, identification of needs of coalition partners, and staffing.



		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the HMAC Manager

		

		



		Read this entire Job Action Sheet and review incident management team chart (HICS Form 207).  

		

		



		Determine need to appoint staff to assist with bed data/availability, patient tracking/data, identification of needs of coalition partners, and staffing.  Complete the Branch Assignment List (HICS Form 204).

		

		



		Brief Operations staff on current situation and incident objectives; develop response strategy and tactics; outline Section action plan and designate time for next briefing.

		

		



		Participate in Incident Action Plan preparation, briefings, and meetings as needed; assist in identifying strategies; determine tactics, work assignments, and resource requirements.

		

		



		Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213). 

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Communicate regularly with the HMAC Manager, Information Officer and Liaison Officer; brief regularly on the status of the Operations Section.

		

		



		Designate time(s) for briefings and updates with Operations staff to develop or update the Section action plan.

		

		



		Ensure the following are being addressed:

· Patient tracking

· Bed tracking

· Facility Situational report summarization

· Interfacility transfers (into and from facility)

· Fatality management

· Information sharing with local EOC, public health, and law enforcement in coordination with the Liaison Officer

· Staffing needs and requests of regional partners

· Documentation

		

		



		Initiate the Resource Accounting Record (HICS Form 257) to track equipment used.

		

		







		Demobilization Phase 

		Time 

		Initial 



		Debrief staff on lessons learned and procedural/equipment changes needed.

		

		



		Upon deactivation of your position, ensure all documentation and Operational Logs (HICS Form 214) are completed

		

		



		Submit comments to the Incident Commander for discussion and possible inclusion in an after-action report; topics include:

· Review of pertinent position descriptions and operational checklists

· Recommendations for procedure changes

· Section accomplishments and issues

		

		









[bookmark: _Toc445887290][bookmark: _Toc103713118]Planning Job Action Sheet

Responsibilities:

· Oversee all incident-related data gathering and analysis regarding incident operations and assigned resources, develop alternatives for operations, and conduct planning meetings.

· Prepare the Incident Action Plan (IAP) for each operational period.



		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the HMAC Manager

		

		



		Read this entire Job Action Sheet and review incident management team chart (HICS Form 207).  

		

		



		Determine need to appoint staff to assist with documentation, situational awareness and planning for needs of the coalition.

Complete the Branch Assignment List (HICS Form 204).

		

		



		Distribute the Section Personnel Time Sheet (HICS Form 252) to Planning Section personnel and ensure time is recorded appropriately

		

		



		In consultation with the HMAC Manager, establish the incident objectives and operational period. Initiate the Incident Objectives Form (HICS Form 202) and distribute to all activated HCC positions.

		

		



		Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Facilitate and conduct incident action planning meetings with Command Staff, Section Chiefs and other key positions to plan for the next operational period.  Coordinate preparation and documentation of the Incident Action Plan and distribute copies to the HMAC Manager and all Section Chiefs

		

		



		Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  

		

		



		Meet regularly with the HMAC Manager to brief on the status of the Planning Section and the Incident Action Plan.

		

		



		Initiate the Resource Accounting Record (HICS Form 257) to track equipment used during the response

		

		



		Attend command briefings and meetings.  

		

		



		Conduct regular situation briefings with Planning Section.

		

		







		Demobilization Phase 

		Time 

		Initial 



		Ensure collection of all HCC documentation and Operational logs from Command and Sections as positions are deactivated and sections demobilized.  

		

		



		Upon deactivation, brief the Incident Commander on current problems, outstanding issues, and follow-up requirements.

		

		



		Submit comments to the Incident Commander for discussion and possible inclusion in an after-action report; topics include:

· Review of pertinent position descriptions and operational checklists

· Recommendations for procedure changes

· Section accomplishments and issues

		

		













[bookmark: _Toc445887291][bookmark: _Toc103713119]Logistics Job Action Sheet

Responsibilities:

· Organize and direct those operations associated with maintenance of the physical environment and with the provision of human resources, materiel, and services to support the incident activities.  

· Participate in Incident Action Planning.

		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the HMAC Manager

		

		



		Read this entire Job Action Sheet and review incident management team chart (HICS Form 207).  

		

		



		Determine need to appoint staff to assist with HMAC Support, materiel assignment and allocations according to the regional resource allocation plan.

Complete the Branch Assignment List (HICS Form 204).

		

		



		Participate in Incident Action Plan preparation, briefings, and meetings as needed; assist in identifying strategies; determine tactics, work assignments, and resource requirements.

		

		



		Ensure resource ordering procedures are communicated to appropriate Sections and requests are timely and accurately processed.  

		

		



		Document all key activities, actions, and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  Provide a copy of the Incident Message Form to the Documentation Unit.

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Meet regularly with the HMAC Manager, Command Staff and other Section Chiefs to update status of the response and relay important information to Logistics Section’s Staff.  

		

		



		Ensure the following are being addressed:

· Communications

· Information technology/information services

· Provision of food and water for staff

· Provision of supplies

· Facility maintenance 

· Transportation services

· Establishment of Labor Pool

· Credentialing of staff and volunteers

· Documentation

		

		



		Initiate the Resource Accounting Record (HICS Form 257) to track equipment used during the response.

		

		



		Obtain needed materiel and fulfill resource requests with the assistance of the Liaison Officer.

		

		



		Continue to document actions and decisions on an Operational Log (HICS Form 214) and on an Incident Message Form (HICS Form 213).  

		

		







		Demobilization Phase 

		Time 

		Initial 



		Coordinate return of all assigned equipment to appropriate locations and restock HCC supplies.

		

		



		Ensure return/retrieval of equipment and supplies and return all assigned incident command equipment.

		

		



		Coordinate replacement of broken or misplaced items.

		

		



		Debrief Section staff on lessons learned and procedural/equipment changes needed.

		

		



		Upon deactivation of your position, brief the HMAC Manager on current problems, outstanding issues, and follow-up requirements.

		

		



		Submit comments to the Planning Section Chief for discussion and possible inclusion in an after-action report; topics include:

· Review of pertinent position descriptions and operational checklists

· Recommendations for procedure changes

· Section accomplishments and issues
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Responsibilities:

· Maintain and record all activity occurring within the section assigned under the direction of the section leader.

		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the Planning section. This will include assignment to specific section to be assisting.

		

		



		Document all key activities, actions and decisions in an Operational Log (HICS Form 214) on a continual basis

		

		



		Maintain a notepad with chronological documentation of activities.

		

		



		When available, utilize the white boards, paper boards to share pertinent information under the direction of your section leader.

		

		



		Maintain the organizational chart – ensuring that any changes are recorded both on the chart and in the chronological documentation of activities.

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Document all key activities, actions and decisions in an Operational Log (HICS Form 214) on a continual basis

		

		



		Maintain a notepad with chronological documentation of activities.

		

		



		When available, utilize the white boards, paper boards to share pertinent information under the direction of your section leader.

		

		



		Maintain the organizational chart – ensuring that any changes are recorded both on the chart and in the chronological documentation of activities.

		

		







		Demobilization Phase 

		Time 

		Initial 



		Compile all data and turn into the planning section chief
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Responsibilities:

· Monitor incoming communication from assigned phone bank.

· Monitor incoming communication from assigned email.

· Monitor incoming communication from 800 MHz radio if applicable.

· Maintain situational awareness.

· Share incoming messages with the appropriate HMAC personnel.

		Position Assigned to:

		Date:       /          /

		Start: ____:____ hrs.



		Signature:

		Initials:

		End:  ____:____ hrs.







		Position Contact Information:  Phone:                                                        Radio Channel: 



		







		Activation Phase (0-2 hours)

		Time 

		Initial 



		Receive appointment and briefing from the Information officer

		

		



		Document all key activities, actions and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Initiate the Incident Communications Log (HICS Form 205) and distribute to all HCC positions.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  

		

		



		Monitor assigned email and telephones.

		

		







		Operational Phase (2-12 hours)

		Time 

		Initial 



		Document all key activities, actions and decisions in an Operational Log (HICS Form 214) on a continual basis.

		

		



		Initiate the Incident Communications Log (HICS Form 205) and distribute to all HCC positions.

		

		



		Document all communications (internal and external) on an Incident Message Form (HICS Form 213).  

		

		



		Monitor assigned email and telephones.

		

		







		Demobilization Phase 

		Time 

		Initial 



		Compile all forms and organize in chronological order and submit to the Information Officer.
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[bookmark: _Toc103713123][bookmark: _Toc167447315]ICS Smart Objectives:

All Hazards Objectives

1. Provide for the safety of responders and the public/citizens for the duration of the incident.

2. Provide for responder safety through the adherence to agency policies and SOP’s during incident operations.

3. Evaluate safety concerns for incident personnel and public thru utilization of risk management principles.

4. Ensure proper PPE is worn and appropriate safety procedures are followed at all times.

5. Evacuate all residents between _____ and _____ streets by _____hours.

6. Facilitate orderly evacuation of the affected area/scene/endangered persons.

7. Continue to evaluate the effectiveness of the evacuation boundary.

8. Construct sandbag diversion away from ___ by ___ hours.

9. Monitor activities and respond to maintain peace, order and life safety.

10. Maintain a functional emergency response system.

11. Return all public facilities used for the response to at least minimal operational condition within ___ hours.

12. Maintain/Provide/Establish normal public safety operations/services

13. Provide for immediate and on-going life, health, and safety needs.

14. Return all public facilities used for the response to at least minimal operational conditions by ___ hours

15. Maintain facility isolation

16. Access and document damagers of the impacted areas

17. Complete a damage survey within 12/24 or ___ hours

18. Complete preparations for all aspects of _____ operations

19. Continue reconnaissance at ______ by ___hours

20. Create appropriate documentation to support response (S & R) efforts 

21. Continue on-site assessment of critical infrastructure

22. Complete an “areas of risk” assessment/size up.

23. Continue to coordinate operations between agencies

24. Manage a coordinated response effort

25. Provide and control support to the incident/event command

26. Keep costs commensurate with values at risk

27. Utilize best practices relative to cost and time management

28. Ensure a positive work environment for all personnel

29. Maintain high visibility throughout the community

30. Support the physical needs of staff and rescue workers

31. Evaluate requests for assistance as received from external entities

32. Protect private property, improvements and other commercial endeavors

33. Maximize/continue/monitor protection of environmentally sensitive areas

34. Minimize economic impact of the affected area/community

35. Provide resource support for the community

36. Continue volunteer management efforts 

37. Provide ‘just in time’ training for responders that arrive to assist

38. Assure basic needs services of affected residents

39. Communicate with Unified Command to ensure compliance with _____

40. Keep stakeholders, responders and public informed of response activities

41. Provide the ability to interface with media

42. Ensure an effective communications system is established

43. Maintain communications within the incident at all times

44. Ensure interoperability of communications

45. Establish communication protocols with public safety, municipalities, schools, general public, medical facilities

46. Foster communications between ___ and ___

47. Establish means to educate the public and responders

48. Keep the public informed on the status of the incident

49. Continue information exchange with media, active personnel and incident command

50. Provide for the media information management to the public, responders and family members

51. Provide accurate and timely information to the public, stakeholders, and cooperating agencies

52. Continue to issue emergency public service information concerning the situation

53. Establish a joint information system center

54. Maximize protection of environmentally sensitive areas

55. Begin the recovery mission/operations

56. Continue personnel and asset tracking

57. Utilize unified command structure

58. Project an approximate and appropriate number of patients/injuries/causalities

59. Activate and maintain critical stress management team

60. Establish a reunification center/point for affected persons

61. Establish a welcome center by ____ hours

62. Continue mass care and sheltering

63. Establish severe weather shelter(s)

64. Reduce resources as necessary to meet the needs of the incident

65. Monitor weather conditions of the present operational period

66. Provide necessary transportation by ____ hours

67. Continue academic support for students/staff/responders



Law Enforcement

1. Establish perimeter control/establish secure site perimeter

2. Isolate terrorists to ____ area by ___ hours

3. Establish an isolation zone to evacuate hostages/casualties/victims to immediately

4. Immediately stop movement into and out of the facility

5. Continue/establish traffic control/pattern

6. Provide access control

7. Establish safe ingress and egress patterns for all vehicle/pedestrian traffic

8. Establish investigative efforts/initiate field investigations

9. Prevent any further threat to the public

10. Isolate and eliminate active threat

11. Preserve crime scene for investigation

12. Maintain confidentiality of all sensitive data

13. Establish appropriate intelligence functions and intelligence fusion

14. Coordinate information with law enforcement authorities

15. Provide protection for increased gang activity



Coroner

1. Provide mortuary services

2. Establish the ability to interface with the coroners office

3. Manage incident casualties



Fire/EMS/HazMat

1. Provide hazardous materials mitigation to include decontamination

2. Identify all hazardous materials carried on the ______

3. Mitigate life safety/environmental hazards caused by leaking hazardous materials

4. Conduct hazmat operations in accordance with the site safety plan

5. Identify current and potential hazardous materials releases with potential impacts to the public and environment including human exposure, municipal water supplies, air quality, etc…..

6. Establish HAZMAT clean up activities with a target completion time of ____ hours

7. Continuously monitor waterways/air quality for possible contamination from hazardous materials

8. Provide the community with fire and emergency services

9. Establish emergency medical services to the impacted areas

10. Provide care for the injured

11. Continue fire suppression efforts in effected area

12. Protect private property, other improvements and identified areas of risk by utilizing the appropriate firefighting strategies

13. Apply recognized firefighting tactics and principles to control the fire area

14. Keep abreast of changing fire conditions

15. Provide support for fire suppression activities

16. Continue search and rescue efforts/operations

17. Initiate fire investigation efforts

18. Utilize best practices for smoke management



Public Works

1. Establish debris removal efforts in the affected areas

2. Maintain all routine public works services

3. Coordinate public utility service issues (gas, electric, water) 

4. Secure all utilities before ____ hours to prevent gas leakage and electrical shock



Public Health

1. Continue public health efforts/special need services

2. Maintain facility isolation

3. Depopulate then dispose of ____ at entire facility

4. Implement rapid testing for _____ on humans

5. Establish temporary testing site near facility

6. Establish biosecurity measures on site 

7. Establish the ability to identify the source of a public health outbreak

8. Continue to define the scope of the outbreak

9. Provide the ability to process and analyze pertinent information about the evolving disease outbreak

10. Continue surveillance of medical needs

11. Continue surveillance of efforts of the outbreak

12. Characterize the organism including antibiotics resistance

13. Implement mass fatality plan

14. Initiate investigation efforts/establish field investigations with law enforcement

15. Continue investigative efforts to identify source of outbreak

16. Continue to coordinate public health activities between agencies and partners

17. Fulfill SNS mission

18. Ensure adequate medical supplies are available

	

Wildlife Maintenance Objectives

1. Continue detoxification operations

2. Continue sentinel organism monitoring of chemical operations 

3. Communicate with unified command members to ensure compliance with waterway security and maintenance

4. Complete preparations for all aspects of ____ application and detoxification

5. Protect threatened, endangered and sensitive species

6. Recover and rehabilitate injured wildlife



Training objectives

1. Provide for the safety of students, staff, the general public and infrastructure

2. Ensure the safe conduct of training with the greatest amount of participation possible

3. Establish a safe and learning conducive environment for students

4. Provide an environment that facilitates student learning

5. Provide comprehensive instruction regarding _____

6. Provide a forum for interaction between those responsible for ______

7. Assist in the development of profession credentials for those involved in the field of ____

8. Teach the highest standards of profession ethics

9. Complete all instructional objectives

10. Return all facilities to the previous state of readiness

11. Complete all course related documentation incompliance with the class check list

12. Represent the ____ agency in a professional manner, both on and off site

13. Assist the ____ in the planning and operation of the ____ event

14. Develop assignment lists for the instruction staff that give them proper guidance for conducting their training

15. Strength the relationship between ____ and ____

16. Contain fire to the designated training area

17. Protect identified areas of risk within the training area
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Appendix B.13.7 Infection Control Plan

Safety and Control Measures	

Controlling exposures to occupational hazards is the fundamental method of protecting workers. Traditionally, a hierarchy of controls has been used as a means of determining how to implement feasible and effective control solutions.

[image: ]

Source: https://www.cdc.gov/niosh/topics/hierarchy/default.html

Standard precautions include a group of infection prevention practices that apply to all patients, regardless of suspected or confirmed infection status, in any setting in which healthcare is delivered. 

Standard precautions include:

· Hand hygiene

· PPE use

· Safe injection practices

· Safe handling/cleaning of equipment and environmental surfaces

· Respiratory hygiene and cough etiquette

Administrative controls:

· Workplace safety programs

· Vaccination of healthcare personnel

· Infection control and prevention protocols

· Plans, procedures, algorithms, checklists

For health care, the appropriate PPE is determined by the role of the individual; either first responder or first receiver.  

First Responders

First responders are responsible for protecting and preserving:

· Life (e.g., paramedics, emergency medical technicians, ambulance service personnel)

· Property (e.g., firefighters)

· Evidence (e.g., law enforcement)

· Environment (e.g., HAZMAT teams)

First responder activities generally occur at the site of an incident. First responders must have access to PPE that provides the highest levels of skin and respiratory protection. 
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Inter-Regional Communications Recommendations

Purpose and Scope

The Inter-Regional Communications Guidelines aims to establish a communication framework for all eight Minnesota Health Care Coalitions (HCC) to implement when resources exceed capacity or incident exceeds HCC boundaries.  The plan provides guidance on communication flow among Regional Health Care Preparedness Coordinators (RHPCs).  This guideline is framed as a Response-Peer system where peers may be asked to collect, vet or disseminate information as instructed by the impacted HCC.

Assumptions

Each HCC will include Response-Peer(s) in situational awareness communications, as appropriate.

Impacted HCC will follow “formal communication” process with respective response partners based on chain of command. See Attachment 2: Communication Pathway Diagram.  

These recommendations are meant to be agile.  

These recommendations may be implemented at any stage of an incident and therefore are not tied to a specific response timeframe.

HCC Response Peer Framework

Response peer pairing: At the discretion of the impacted HCC, one or more HCCs may be asked to serve in the Response Peer capacity.  

Roles and Responsibilities

Impacted HCC 

Determine if Response Peer assistance is required (Reference Attachment 1: Activating Response Peer Decision Tree)

Include HCC Response Peer in notification communications when in incident occurs that may require a regional response.

Provide situational awareness to Response Peer and response needs to be covered. 

Keep HCC Response Peer updated regarding the situation and any changes that would impact the tasks assigned to the peer.  (It is recommended that the Response Peer be included in situation update briefings held within the HCC.  This may be by conference call.)

HCC Response-Peer (will vary based on incident needs):

Assist in compiling, vetting and/or disseminating information, including but not limited to: 

· Situational Awareness

· Resource requests

Available resources (Note: This will normally be focused on communication with partners outside the impacted HCC such as MDH, other HCCs, etc.)

· Provide MNTrac support (e.g. requesting/compiling bed availability, creating/disseminating reports, managing/supporting command center, etc.) 

Serve as a support partner as directed by impacted HCC

Notification Procedures

Impacted HCC will follow normal communication practices with MDH-CEPR (Reference Attachment 2: Communication Pathway Diagram).

Impacted HCC may lean forward to initiate communications with a peer for assistance.  That peer will then notify the rest of the RHPC’s of the situation, point of contact, and/or needs.

Note: HCC Initial Notification Processes are listed in Attachment 3: Key Information for Initial Communication Process.

Essential Elements of Information

The following are types of essential elements of information that may be shared or gathered during an incident.

		EEI Category

		Specific Information 

		Data Source

		Information Sharing Mechanism

		Information Validation Mechanism



		Facility Status

		Availability of offered services, Status of infrastructure/ facility systems.

		Coalition

		MNTrac, Survey, Phone, Fax, Email, ARMER

		Phone, ARMER



		Resource Status

		 Needs and availability

		Coalition

		MNTrac, Survey, Phone, Fax, Email, ARMER

		Phone, ARMER



		Patient Movement

		Patient health status, location, disposition, transfer and transportation status.

		Hospitals, EMS agencies

		MNTrac, Phone, Fax, ARMER

		Phone, Fax, ARMER, MNTrac CC



		Bed availability

		Availability of rooms: 
Operating, Critical Care, General Medical 
Specialty (e.g., Peds, Psych)

		Hospitals, LTC

		MNTrac, Survey, Phone, Fax, Email, ARMER

		Phone, Fax, Email, ARMER





Attachment 1: Activating Response Peer Decision Tree



Inter-regional communication guidelines

collaboration between mdh-hpp and minnesota health care Coalitions

Inter-regional communication guidelines

collaboration between mdh-hpp and minnesota health care CoalitionS
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This plan is reviewed annually and updated as necessary.  All changes will be voted upon by the Advisory Committee.  Any revisions will be noted within this table.

		Purpose/Changes

		Date



		Update to change RHPC contact information NW and Central

		June 2023



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		



		

		










Attachment 2: Communication Pathway Diagram










Attachment 3: Key Information for Initial Communication Process



Description of Table

HCC 24/7 Phone Number:   This is the HCC 24/7 call-in information.  

Initial HCC Connection:  This information outlines how HCC leaders are initially contacted regarding a response request from local partners. 

Who: This column outlines what partner is responsible to connect with the HCC response leaders (e.g. HMAC, MAC, etc.).

Method: Primary/Secondary – This outlines the communication platform used in communicating with HCC decision-making response leaders, upon request of activating HCC.































		HCC

		HCC 24/7 Phone Number

		Initial HCC Connection 





		

		Who

		Method:

Primary/ secondary



		C

		Katrina Hennen:

(320) 654-2720

		RHPC

		Phone, MNTrac



		M

		612-873-9911

		RHPC 

		Phone, MNTrac



		NE

		Jo Thompson: 218.269.7781

Adam Shadiow:  218.428.3610

		RHPC

		Phone, MNTrac



		NW

		Amy Card: 

218-556-7989

		RHPC

		Phone, MNTrac



		SC

		Eric Weller: 

507-381-6337

Lavida Gingrich: 515-341-0570



		RHPC

		Phone



		SE

		855-606-5458

(Emergency # - ask HMAC)



		ECC

		Phone: 855-606-5458

Armer Radio: SE Hospital Talk Group



		SW

		1-800-259-0195 (24/7) 

320-769-4470 Office 

		RHPC

		Email

Phone



		WC

		(320) 654-2720

Shawn Stoen: 

(320) 760-3513

		RHPC

PHPC 

		Phone, MNTrac
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[bookmark: _Toc250959817][bookmark: _Toc79416324][bookmark: _Toc80194322]Introduction

The U.S. Department of Health and Human Services (HHS) Office of the Assistant Secretary for Preparedness and Response (ASPR) leads the country in preparing for, responding to, and recovering from the adverse health effects of emergencies and disasters. ASPR developed the Health Care Preparedness and Response Capabilities guidance to describe what the health care delivery system, including Health Care Coalitions (HCCs), hospitals, and emergency medical services (EMS) as well as States do to effectively prepare for and respond to emergencies that impact the public’s health. The State of Minnesota has eight (8) health care Coalitions that work independently as well as collaboratively based upon need.  This group is the Minnesota Healthcare Coalition Collaborative (MNHCC).  This collaborative can work together on non-emergent projects as well as during a response.



In an emergent situation the National Incident Management System (NIMS) is utilized to respond to the incident.  Incidents are initially handled at the local level.  When the situation requires further assistance the request can go up the chain:



Healthcare Coalitions work during all phases of comprehensive emergency management, but the primary mission is to help members prepare for disaster through providing tools, training, and collaboration opportunities as well as supporting healthcare organizations during emergency response and recovery.

[bookmark: _Toc235845297][bookmark: _Toc250959818][bookmark: _Toc79416325][bookmark: _Toc80194323] Purpose

The MNHCC All-Hazards CONOPS provides, to all stakeholders, a description of the organization and outlines the functions, roles and responsibilities of the MNHCC under normal and disaster situations.

[bookmark: _Toc80194324] Scope

The MNHCC will help with healthcare coordination and information sharing related to and/or impacting Coalition members. 

The CONOPS is intended to be flexible and used as a guideline for project planning and decision making. It is written in common-user language, without requiring the provision of quantified, testable specifications.  It does not have any authority to bind its members to any action.

[bookmark: _Toc80194325] Normal Operations.

The MNHCC operates on the voluntary endorsement and support of its stakeholder organizations, the MN Healthcare coalitions. It is primarily responsive to the needs of the Healthcare Coalitions members and represents these needs when working with other agencies. 

The MNHCC may convene representatives from its member organizations and other pertinent partners to discuss issues. Decisions made by the MNHCC are made on a consensus basis or are recommendations only.  The MNHCC runs under a non-binding charter agreement that guides its routine operations.  (See attachment 1.)

The MNHCC will create work groups to address current taskings and other actions the coalitions would like to address as a group.  Work groups can be established or inactivated as needed. Below is an example of the types of work groups that could be established to create/review MNHCC documents/templates, to coordinate use of resources/tools and discuss ideas to improve preparedness.  

Sample Chart



[bookmark: _Toc80194326] Disaster Operations

Response/recovery organization will be determined based on the needs of the incident. It can work independently as a stand alone organization or in conjunction with the activation of the Minnesota Department of Health Department Operations Center (DOC) or the State of Minnesota State Emergency Operations Center (SEOC).

The Statewide Healthcare Coordination Center (SHCC) can be activated when an incident or event occurs in one or more regions that requires collaboration/assistance/support/assets beyond what can be accomplished by routine operations.  When activated, the response arm of the MNHCC, the SHCC, will represent all members of the eight Minnesota regional Coalitions and will facilitate coordination among the Coalitions and other responding Coalition partner agencies (e.g. EMS, PH, EM, LTC) to enhance healthcare response/recovery.

During a response, the SHCC does not serve a command and control function, but rather a coordination/liaison function.  All Coalitions are treated equally and are provided with a common operating picture of the incident. This promotes consistency in decision-making across the Coalitions. The primary response functions include:

· Providing an information “clearing house” to promote enhanced situational awareness. 

· Monitoring bed and resource availability as needed.

· Support incident management priorities, guidelines and policies as identified by the SHCC Incident Action plan. 

· Collaborate with local, State and federal partners to ensure effective, consistent and efficient response coordination

· Advocate for equity and equality for all coalitions in the response.

Each response should be guided by Incident Action Plans (IAPs) which will identify incident specific roles/responsibilities, goals/objectives, resources and needs.  If the SHCC is part of another response organization, the SHCC should still have its own organizational chart, objectives, and communication plan.

[bookmark: _Toc80194327] Partner Agencies

The MNHCC/SHCC partners may include but are not limited to:

· State and Private Sector Partners

· MDH Center for Emergency Preparedness and Response (CEPR)

· SEOC 

· State Medical Advisor

· Minnesota Emergency Medical Services Regulatory Board (EMSRB)

· MDH Infectious Disease, Epidemiology, Prevention and Control (IDEPC) 

· MDH Health Regulation Division (HRD)

· MDH Local Public Health

· Healthcare Associations

· Minnesota Hospital Association (MHA)

· Care Providers of Minnesota

· Leading Age

· Others as appropriate

· Regional Partners 

· EMS Regional Director

· EMSRB Regional staff

· HSEM Regional Program Coordinator

· MDH Regional Public Health Preparedness Consultant

· Public Health Nurse Consultant

· Regional Epidemiologist

· Local Government Officials

· Emergency Management

· Local/Tribal Public Health

· Emergency Medical Services

· Hospitals, Skilled Nursing Facilities, Assisted Living

· Other Healthcare agencies/organizations

· Volunteer Organizations Active in Disaster (VOADs)

[bookmark: _Toc79416328][bookmark: _Toc80194328]Assumptions

The disaster response is based on the following assumptions:

· Coalitions are authorized by, and operate in support of, their member organizations and relevant jurisdictional agencies.

· Coalitions and their participating organizations maintain their respective decision-making sovereignty during incident response, except in unusual circumstances that warrant the implementation of local or state health authorities, e.g. enactment of isolation or quarantine.

· Coalitions and their participating organizations determine how they will respond to an incident and whether they will activate any emergency response procedures.

· Communications and information technology should be available 24/7. 

· The response will operate virtually to the greatest extent possible.

[bookmark: _Toc79416329][bookmark: _Toc80194329] Initial Response

If members of a coalition need assistance they can reach out to the coalition for assistance. This may be as far as the request needs to go if the coalition or its members can provide the assistance needed. When an incident or event occurs within a region that requires a larger response, a coalition can reach out to neighboring coalitions for assistance.  There may be instances where all the coalitions need to work together such as a pandemic.  The below chart gives an overview of the process.





[bookmark: _Toc235845305][bookmark: _Toc250959826][bookmark: _Toc80194330] SHCC Operations

[bookmark: _Toc80194331][bookmark: _Toc79416327][bookmark: _Toc79416331]SHCC Response Activation Triggers

[bookmark: _Toc235845307][bookmark: _Toc250959828]The SHCC may be activated for a natural or man-made disaster or large-scale event requiring support that exceeds the ability of the Coalition(s).  A request from State, Federal and/or Private Sector(s) Partners may also lead to an activation.  Examples of incidents that may need SHCC support include, but are not limited to:

· A coalition is impacted where response/recovery is expected to be greater than 12 hours.

· Resource bottlenecks/shortage might negatively impact delivery of patient care.

· Confirmed impaired support infrastructure (such as phones, information technology, power)

· Communication outside normal pathways is needed for effective response.

· Any substantive community incident that might impact operations such as:

· A natural disaster (e.g. widespread tornados or flooding)

· A biological disease outbreak/attack (e.g. pandemic influenza/anthrax dispersion)

· A chemical spill (e.g. train derailment) or attack

[bookmark: _Toc79416332][bookmark: _Toc80194332]Activation

When a request is received from any coalition or partner, the Regional Healthcare Preparedness Coordinator (RHPC) for that Coalition will immediately request a meeting with all MNHCC members to discuss next steps. When agreed by consensus, the Statewide Healthcare Coordination Center (SHCC) will be activated. MNHCC will also appoint, at a minimum, a SHCC Manager and set the initial incident objectives.  See Annex B for the Job Action Sheet (JAS).  The Manager will review the needs of the incident, identify what organizational structure is needed, develop the Incident Action Plan. The Manager may request additional support from the coalitions.

[bookmark: _Toc80194333]Activities

When the SHCC is activated, an Incident Action Plan will be developed to identify the incident objectives.  The SHCC may conduct a variety of activites based upon the needs of the objectives – these activies include but are not limited to the following: 

· Provide a mechanism to rapidly disseminate information to, from, and through Coalitions to effectively and safely help coordinate emergency response

· Provide personnel, from Coalitions, at the request of response authorities to discuss strategic issues or make policy recommendations related to the incident/event

· Provide Coalitions with State and Federal level incident-related information

· Support Coalitions by matching resource needs to assisting organizations or agencies

· Facilitate the coordination of response actions among Coalitions when requested by the Coalitions responding members and/or by jurisdictional authorities

· Gather Coalition feedback on SEOC/DOC decision options and activities that impact Coalitions 

· Ensure SHCC operations to remain within the defined scope of the MNHCC and its stakeholder organizations

· Collaborate with and provide representation to Health Care Associations including but not limited to MHA, Leading Age/Care Providers of MN, and MN Home Care

· Facilitate sharing lessons learned/best practices among the Coalitions

· Track objectives, tasks, information requests, goals and outcomes

· Manage data collection and analysis related to healthcare response/recovery efforts

· Leverage response/recovery efforts to align with grant deliverables whenever possible

· Develop best practices and lessons learned to improve future response

· Assess future response/recovery needs and develop plans (forward-thinking)

[bookmark: _Toc80194334][bookmark: _Toc53570567][bookmark: _Toc79416333]Composition of the SHCC

The SHCC is composed of representatives from the eight Healthcare Coalitions.  Additional partners will be brought in as necessary dependent upon the needs of the incident/event. Those additional partners are outlined in the Partners Section. 

[bookmark: _Toc80194335]Staffing

The staffing arrangement for the SHCC will vary based the needs of a specific incident and available personnel. The SHCC Manager will determine the roles and the staffing that is needed for each activation. Personnel staffing the SHCC are still employed by their home organization and often are responsible for some element of their home organization’s response. 

Staffing must be as lean and efficient as possible to ensure the sending organizations maintain local response capacity. In some organizations, this may mean enabling staff to conduct response tasks remotely rather than from one centralized location. In addition, personnel from the most affected areas should be able to rapidly transition duties to other qualified personnel.

As organizations are impacted by a hazard, candidates for the SHCC should be identified from as many organizations as possible and focus should be on streamlining the staffing of the SHCC during emergency response and recovery. The SHCC Manager will determine the minimum time commitment for staff that join the SHCC.

If at any time, the MNHCC no longer has confidence in the ability of the SHCC Manager to continue in that role, they can choose a new SHCC Manager.

[bookmark: _Toc80194336] Incident Action Plan

After obtaining situational awareness the SHCC Manager will identify the incident objectives, the needed response structure and the tasking for all roles withing the response structure.  This as well as the other details of the Incident Action Plan will be presented to all the coalitions for their endorsement.

[bookmark: _Toc79416334]Please see Annex A for Incident Action Plan Template.

[bookmark: _Toc80194337] Communications

Communications in response is essential.  Knowing who to communicate with and when to communicate will go a long way towards a successful response.  The SHCC Manager will oversee the development of a communications plan. The SHCC Manager in coordination with the MNHCC will determine the appropriate cadence for updates to all MNHCC members.  The updates may be in the form of email, meetings or other agreed to method such as posting to a web-based chat room.  When initial activation occurs and the IAP is developed, this information shall be shared with the MNHCC members as soon as possible.

[bookmark: _Toc80194338]Revisions and Approvals

[bookmark: _Toc80194339]Revisions

		Date

		Version

		Description

		Author



		August 2021

		1

		Creation of conops

		Listed in 4.3



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		







[bookmark: _Toc80194340] Approvals

Each Coalition is required to vote on the approval of the MNHCC CONOPS.  Any additions and changes/revisions noted in Section B.1 Revision History will require a consensus vote. Record of approval process will be maintained in the table below.



		Date of Vote

		Description of change

		Votes of approval/ Coalition names

		Votes of denial/ Coalition names

		Date Finalized



		08/23/21

		Voted to approve Conops

		All approved

		No denials

		08/23/21



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		







[bookmark: _Toc235845333][bookmark: _Toc250959856][bookmark: _Toc79416340][bookmark: _Toc80194341] CONOPS Development Team

· John Maatz, RHPC
Southwest Regional Healthcare Preparedness Coalition

· Lavida Gingrich, RHPC
Southcentral Regional Healthcare Coalition

· Eric Weller, RHPC
Southcentral Regional Healthcare Coalition

· Geri Maki/Deb Teske, RHPC
Southeast MN Heathcare Coalition

· Amy Card/Kali Tougas, RHPC 
Northwest Health Services Coalition

· Don Sheldrew, RHPC
Central MN Healthcare Preparedness Coalition

· Shawn Stoen, RHPC
West Central MN Healthcare Preparedness Coalition

[bookmark: _Annex_A_–][bookmark: _Toc79416341][bookmark: _Toc80194342]
Annex A – Incident Action Plan Template

[bookmark: _Toc79416342][bookmark: _Toc80194343]Incident Action Plan Template

		1. Incident Name:

		2. Operational Period:

Date: From:_________  To:_________



		3. Situational Update:





















		4. Response Management Team:











		5. Response objectives:



		5a: Objectives

		5b: Tactics

		5c: Resource required

		5d: Assigned to:





		



		

		

		



		



		

		

		



		



		

		

		



		6. SHCC Position Hand off:



		7a: Position

		7b:  Name

		7c:  Date/Time

		7d:  



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Next operational period:

		Date/Time:

		









[bookmark: _Toc80194344]Incident Response 

		List of Incident/Events Response in Annex



		Date: Initial Activation

		Name of Incident/Event

		Description of incident/event

		Date: End of Activation



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		







[bookmark: _Annex_B_–][bookmark: _Toc80194345]Annex B – Job Action Sheets

SHCC Manager

Mission:	Organize and direct the Statewide Healthcare Coordination Center (SHCC). Give overall strategic direction for statewide coalition incident management and support activities, including response and recovery. Approve the Incident Action Plan (IAP) for each operational period.



		Reports to: 	MNHCC	SHCC Location (should be virtual when practical): 



		Contact Information: Phone: 

		Alternate Phone:



		Email: 

		Alternate Email:







		Initial Response

		Time

		Initial



		Receive appointment 

· Assume the role of SHCC Manager.

· Review this Job Action Sheet.

· Notify your usual supervisor of the incident and your assignment.

· Gather intelligence, information and likely impact from the sources providing incident notification.

		

		



		Assess the operational situation

· Activate the MNHCC ConOps and applicable Incident Specific Plans or Annexes.

· Determine the impact of the incident on affected coalitions and coalition members and gather additional information from the coalitions, as needed.

· Identify other positions that will be needed for this response and identify individuals to fill these roles.

· Ensure that there is at least one person who can fill this position as backup.

· Ensure Job Action Sheets (JAS) are created/updated for any positions that are established.

		

		







		Each Operational Period

		

		



		Determine objectives, tactics, and assignments

· Determine the length of the operational period.

· Determine incident objectives for the operational period.

· Ensure an Incident Action Plan (IAP) is developed/revised or the SHCC input to an overarching IAP if the SHCC if part of another incident response structure.

· Brief SHCC Staff on objectives and issues, including:

· Size and complexity of the incident

· Expectations

· Involvement of outside agencies, Partners, and organizations

· Incident activities, and any special concerns

· Conduct a briefing with SHCC staff to receive status reports to determine appropriate response and recovery levels.

· Make assignments based on tactics for implementing the objectives. 

· Approve the Communication Plan developed by the Communication Coordinator.

· Ensure MNHCC is provided a copy of the organizational structure, Communication plan, new JASs and any additional documents created.

· Provide to all MNHCC members copies of briefing notes.

· Identify any planned staff shift changes.

· Set the time for the next briefing.

		

		



		Activities

· Ensure all activated positions and objectives are documented in the IAP.

· Determine the data and information needs of the Coalitions and the frequency of that need.  Determine the source of this information.

· Advocate for equity and equality for all coalitions in the response.

· Assess other ongoing operational response and work to establish liaisons to any response/recovery group that are dealing with issues related to healthcare.

· Enhance relationships across state agencies and health care associations.

· Advocate for SHCC input in decisions at the state-level that result in operational impacts to Coalitions.

· Connect coalitions with other state agencies involved in the response.

· Ensure Coalition representation in response meetings and workgroups.

· Connect with leadership in other state and federal agencies as needed or appropriate.

· Ensure connection to public and private partnerships and resources.

· Facilitate the review of healthcare-related response products by the coalitions prior to being made public or widely shared with response agencies.

· Approve the SHCC portion of the Incident Action Plan (IAP) for each operational period.

· Make IAP available to all SHCC staff.

· Ensure this is forwarded to MNHCC membership.

· Assess any new potential issues or any new tasks that affect coalitions. If new organizational positions are needed to manage those issues, add new positions, and identify the position’s mission and tasks.

		

		







		Extended Response

		Time

		Initial



		Activities (in addition to those listed above)

· Transfer the SHCC Manager role, if appropriate (if approved by the MNHCC).

· Conduct a transition meeting to brief your replacement on the current situation, response actions, available resources and the role of external agencies in support of the SHCC. 

· Address any health, medical, or safety concerns.

· Address political sensitivities, when appropriate.

· Maintain a listing of all staff that served in the SHCC and their contact information.

· Schedule regular briefings with SHCC staff to:

· Review current response and identify opportunities for improvement.

· Ensure that safety measures and risk reduction activities are ongoing and re-evaluate if necessary.

· Assess the mental health of staff and the need for respite or stress debriefing.

		

		







		Documentation

· Document all key activities, actions, and decisions in an Activity Log on a continual basis.

· Maintain a staff listing and contact information.

· IAP for each operational period.

		

		



		Communication

There will be a SHCC Communication Plan developed to coordinate SHCC information sharing with all MNHCC members and partners.

		

		



		Safety and security

· Observe all staff and volunteers for signs of stress and inappropriate. 

· Provide for personnel rest periods and relief.

· Ensure your physical readiness through proper nutrition, water intake, rest, and stress management techniques.

		

		







		Demobilization/System Recovery

		Time

		Initial



		Activities 

· Transfer the SHCC Manager role, if appropriate (if approved by the MNHCC).

· Conduct a transition meeting to brief your replacement on the current situation, response actions, available resources and the role of external agencies in support of the SHCC. 

· Address any health, medical, or safety concerns.

· Address political sensitivities, when appropriate.

· Complete the appropriate documentation and ensure that appropriate personnel are briefed on recovery issues and objectives.

· Identify what activities are still needed and who will assume those actions once the SHCC is deactivated.

· Oversee the development of a plan for the gradual demobilization of the SHCC according to the progression of the incident.

· Identify which roles will deactivate and the timing for that deactivation. The SHCC Manager will be the last role deactivated.

· Request permission from the MNHCC of deactivation.

· Send of a listing of all SHCC staff that were activated throughout the response/recovery to the MNHCC so that they can conduct an After-Action Review.

· Approve notification of demobilization to:

· SHCC staff 

· Other response agencies still activated of the SHCC deactivation

· Participate in post-incident discussion and after-action activities.

· Ensure implementation of stress management activities and services for staff.

· Ensure that staff debriefings are scheduled to identify accomplishments, response, and improvement issues.

		

		



		
Documents and Tools



		Documentation

· Incident Action Plan (IAP)

· Assignment List 

· Communications List 

· Organizational Chart

· MNHCC Concept of Operations (ConOps)

· Incident Specific Plans or Annexes

· Document all key activities, actions, and decisions including but not limited to:

· all communications 

· incident briefing minutes

· created plans, guidelines, templates etc.

· Resource Directory











[bookmark: _Annex_C_–][bookmark: _Toc80194346]Communication Coordinator 

Mission:	Serve as the conduit for information to internal and external partners as approved by the SHCC Manager.



		[bookmark: _Hlk80197476]Reports to: 	SHCC Manager 	SHCC Location (should be virtual when practical): 



		Contact Information:  Phone: 

		Alternate Phone:



		Email: 

		Alternate Email:







		Initial Response

		Time

		Initial



		Receive appointment 

· Obtain briefing from the SHCC Manager on:

· Size and complexity of incident

· Expectations of the SHCC Manager

· Incident objectives

· Involvement of outside agencies, partners, and organizations

· The situation, incident activities, and any special concerns

· Review this Job Action Sheet.

· Notify your usual supervisor of your assignment.

		

		



		Activities

· Establish a communication plan.  This plan should include the frequency and type of information that is shared with MNHCC members as well as other partners.

· In collaboration with the SHCC Manager, connect with any established Joint Information Center(s)(JIC), if activated. 

· Monitor, or assign personnel to monitor and report to you, incident and response information from sources.

		

		







		Each Operational Period

		Time

		Initial



		Activities

· Attend all briefings and Incident Action Plan (IAP) meetings to gather and share incident information.

· Implement and update the Communication Plan. 

· Develop regular information and status update messages to keep MNHCC and partners informed of incident status and actions taken by the SHCC.

· Maintain contact lists for MNHCC and partners.

		

		







		Extended Response

		Time

		Initial



		Activities

· Transfer the Communication Coordinator role, if appropriate.

· Conduct a transition meeting to brief your replacement on the current situation, response actions, available resources, and the role of external agencies in support of the MNHCC.

· Address any health, medical, and safety concerns.

· Address political sensitivities, when appropriate.

· Instruct your replacement on the Communication Plan Continue to receive regular progress reports from the SHCC Manager, Section Chiefs, and others, as appropriate.

· Ensure ongoing information coordination with other agencies, Emergency Operations Centers and JICs.

		

		







		Demobilization/System Recovery

		Time

		Initial



		Activities 

· Transfer the Communication Coordinator role, if appropriate

· Conduct a transition meeting to brief your replacement on the current situation, response actions, available resources, and the role of external agencies in support of the MNHCC

· Address any health, medical, and safety concerns

· Address political sensitivities, when appropriate

· Instruct your replacement on the Communication Plan Continue to receive regular progress reports from the SHCC Manager, Section Chiefs, and others, as appropriate.

· Brief the SHCC Manager on current problems, outstanding issues, and follow up requirements

· Submit comments to the SHCC Manager for discussion and possible inclusion in an After-Action Report and Corrective Action and Improvement Plan. Topics include:

· Review of pertinent position activities and operational checklists

· Recommendations for procedure changes

· Accomplishments and issues

· Participate in stress management and after action debriefings

· Participate in other briefings and meetings as required

· Coordinate the release of the closure of the SHCC messaging for release by the SHCC Manager.

		

		







[bookmark: _Hlk80199262]Documentation

· Document all key activities, actions, and decisions including but not limited to:

· all communications

· incident briefing minutes

· Maintain a staff listing and contact information

· Create an IAP for each operational period

· Maintain a Communication Plan 

· Maintain an Assignment List 

Safety and security

· Observe all staff and volunteers for signs of stress and inappropriate 

· Provide for personnel rest periods and relief

· Ensure your physical readiness through proper nutrition, water intake, rest, and stress management techniques

Documents

· Incident Response Plan (IAP)Template

· Communications List 

· Organizational Chart

· Job Action Sheets

· MNHCC Concept of Operations (ConOps)

· Incident Specific Plans or Annexes

· created plans, guidelines, templates etc.

· Resource Directory





Planning

Mission:	Oversee all incident related data gathering and analysis regarding incident operations and resource management; develop alternatives for tactical operations; initiate long range planning; conduct planning meetings; and prepare the Incident Action Plan (IAP) for each operational period.

		Reports to: 	SHCC Manager 	SHCC Location (should be virtual when practical): 



		Contact Information:  Phone: 

		Alternate Phone:



		Email: 

		Alternate Email:







		Initial Response

		Time

		Initial



		Receive appointment

· Obtain briefing from the SHCC Manager on:

· Size and complexity of the incident

· Expectations of the SHCC Manager

· Incident objectives

· Involvement of outside agencies, partners, and organizations

· The situation, incident activities, and any special concerns

· Assume the role of Planning.

· Review this Job Action Sheet.

· Notify your usual supervisor of your assignment.

		

		



		Determine the incident objectives, tactics, and assignments 

· Work with SHCC Manager to develop incident objectives.

· Coordinate with other SHCC staff to determine strategies and how the tactics will be accomplished.

		

		



		Activities

· Ensure requested situation and status reports are prepared for the SHCC Manager.

· Prepare and conduct a planning meeting to develop and validate the incident objectives for the next operational period. 

· Coordinate the preparation, documentation, and approval of the Incident Action Plan (IAP) and distribute copies to the SHCC Manager and staff.

· Develop the Incident Action Plan for SHCC Manager approval.

		

		







		Each Operational Period

		Time

		Initial



		Activities

· Ensure the following are being addressed:

· Section personnel health and safety

· Update the Incident Action Plan (IAP) with each operational period

· Short and long term planning

· Ensure that the Planning Section is adequately staffed and supplied.

· Work with the SHCC Manager and other Sections to identify short and long term issues; establish needed guidelines and procedures.

· Designate a time for briefing to update the IAP.

		

		







		Extended Response

		Time

		Initial



		Activities

· Transfer the Planning Section Chief role, if appropriate.

· Conduct a transition meeting to brief your replacement on the current situation, response actions, available resources, and the role of external agencies in support of the SHCC.

· Address any health, medical, and safety concerns.

· Address political sensitivities, when appropriate.

· Instruct your replacement to complete the appropriate documentation and ensure that appropriate personnel are properly briefed on response issues and objectives.

· Continue to monitor the ability of Planning Section personnel to meet workload demands, personnel health and safety, resource needs, and documentation practices.

· Continue to receive projected activity reports from SHCC staff to prepare status reports and update the Incident Action Plan (IAP).

· Assesses the ability to deactivate positions, as appropriate, in collaboration the SHCC Manager and develops and implements a Demobilization Plan. 

		

		







		Demobilization/System Recovery

		Time

		Initial



		Activities

· Transfer the Planning role, if appropriate

· Conduct a transition meeting to brief your replacement on the current situation, demobilization actions, available resources, and the role of external agencies in support of the SHCC

· Address any health, medical, and safety concerns.

· Address political sensitivities, when appropriate.

· Instruct your replacement to complete the appropriate documentation and ensure that appropriate personnel are properly briefed on response issues and objectives.

· As objectives are met and needs decrease, return Planning Section personnel to their usual jobs and combine or deactivate positions in a phased manner, coordinated with the SHCC Manager.

· Debrief section personnel on lessons learned and procedural or equipment changes needed

· Participate in other briefings and meetings as required

· Begin the development of the After Action Report and Corrective Action and Improvement Plan and assign staff to complete sections of the report. 

· Participate in stress management and after-action debriefings

		

		





Documentation

· Document all key activities, actions, and decisions including but not limited to:

· all communications

· incident briefing minutes

· Maintain a staff listing and contact information

· Create an IAP for each operational period

· Maintain a Communication Plan 

· Maintain an Assignment List 

Safety and security

· Observe all staff and volunteers for signs of stress and inappropriate 

· Provide for personnel rest periods and relief

· Ensure your physical readiness through proper nutrition, water intake, rest, and stress management techniques

Documents

· Incident Response Plan (IAP)Template

· Communications List 

· Organizational Chart

· Job Action Sheets

· MNHCC Concept of Operations (ConOps)

· Incident Specific Plans or Annexes

· Resource Directory



Annex C – Communication Plan Template

Crisis Communications Plan

When an emergency occurs, the need to communicate is immediate.  A communication plan ensures that the right information is shared with the right agencies at the right time through the right method to maximize information sharing and a common operating picture.

[bookmark: _Toc80194347]Audience

The first task for developing a communication plan is to identify who needs to be communicated with and where information can be gathered from.

		Member/Partner

		Info Needed

		Source of Data

		How often?

		Method of Distribution
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		Member/Partner

		Primary Contact Name

		Primary Contact Info

		Secondary Contact Name

		Primary Contact Info
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· Telephone

· Electronic mail (with access to “info@” inbox and ability to send messages)

· Fax machine (one for receiving and one for sending)

· State and Coalition websites

· Social media accounts

· MNTrac

· MS Teams

· SharePoint
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Federal
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Response Planning Workgroup





MNTrac Work Group





Budget /Finance Work Group





Infectious Disease Plan Work group





RedCap/HPP Deliverable Workgroup





Burn Plan Work Group





Pediatric Surge Work Group





Chemical Response Work Group





Radiation Response Work Group





ConOps Work Group







SHCC Manager





Liaison(s)





Planning











Communication
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Appendix B.13.11 

Organization Level Continuity Planning Resources

The following standards provide organizations frameworks for establishing a process and standards-based continuity and recovery program. The standards are applicable to any type of organization. 

· ASIS SPC.1-2009 Organizational Resilience: Security, Preparedness, and Continuity Management Systems-Requirements with Guidance for Use

· NFPA 1600: Standard on Disaster/Emergency Management and Business Continuity Programs

Community Level Continuity Planning Resources for Pandemics

The following resources provide communities frameworks for understanding essential services during an event that will affect the community’s ability to maintain healthcare system services and for establishing pandemic continuity plans for the healthcare system.

· Centers for Disease Control and Prevention - Influenza (Flu)

· Ready.gov - Pandemics 



Fiscal Considerations

Disaster Declaration the Robert T. Stafford Disaster Relief and Emergency Assistance Act

At the request of the Governor of an affected State, or a Chief Executive of an affected Indian Tribe, the President may declare a major disaster or emergency if an event is beyond the combined response capabilities of the State, Tribal, and jurisdictional governments. Among other things, this declaration allows Federal assistance to be mobilized and directed in support of State, Tribal, and jurisdictional response efforts. Under the Stafford Act (42 USC Chapter 68), the President can also declare an emergency without a Gubernatorial request if primary responsibility for response rests with the Federal Government because the emergency involves a subject area for which the United States exercises exclusive responsibility and authority. 



In addition, in the absence of a specific request, the President may provide accelerated Federal assistance and Federal support where necessary to save lives, prevent human suffering, or mitigate severe damage, and notify the State of that activity. 



FEMA administers disaster relief funding allowed under the Stafford Act. Reimbursement eligibility rules apply for certain aspects of emergency medical care including: 

· Treatment and monitoring of disaster victims requiring medical care. 

· Vaccinations for disaster victims, emergency workers and medical staff.

· Only private nonprofit healthcare facilities may directly apply for FEMA assistance grants. 

· For-Profit entities may be indirectly eligible through established mutual aid agreements, EOP, or memorandums of understanding with other nonprofit entities. 

· FEMA’s role as “payer of last resort” requires individuals, as well as entities like hospitals and other medical facilities, to exhaust all other forms of insurance and reimbursement before seeking assistance FEMA 

· Access to the FEMA forms:  https://www.fema.gov/forms

Medicare Claims Submission

Healthcare organizations may experience operational circumstances that may impede their ability to meet many of the Medicare requirements, including conditions of participation, certification, and proper claims submission procedures. Activities that will assist healthcare organizations in meeting federal and state requirements include developing and implementing processes to: 

· Monitor and report staffing issues that may affect claims submission

· Alert local, state, and federal authorities on medical surge conditions that may overwhelm the healthcare system and create a backlog of claims submissions for both Medicaid/Medicare and private payer submissions. The WCMHPC HMAC will work with the MDH to assist in this process.

· Monitor and document volunteer and out-of-state personnel who are working with the healthcare organization and assess if they will affect the organization’s ability to be reimbursed by Medicare. 

· Monitor the impact of any declaration emergency/disaster or implementation of Crisis Standards of Care as it relates to claims submission and reimbursement. 

· Monitor and report issues relating to the healthcare organization’s ability to maintain records, submit electronic claims and process checks to pay employees, contractors, and vendors.

· Sign up for CMS updates via the CMS website. https://www.cms.gov/

Accelerated/Advanced Payment from Medicare

The Medicare accelerated payment provisions allows Part A healthcare providers to receive payment for services after the services have been provided but before the healthcare provider submits a claim to CMS. 



Three situations that may justify accelerated payment are: 

1. A delay in payment from the Fiscal Intermediary (FI) for covered services rendered to beneficiaries whereby the delay had caused financial difficulties for the healthcare provider,

2. Highly exceptional situations where a healthcare provider has incurred a temporary delay in its bill processing beyond the healthcare providers normal billing cycle, or 

3. Highly exceptional situations where CHS deems an accelerated payment is appropriate. 



Federal Regulation Waivers

Section 1135 Waiver

The Social Security Act authorizes Medicare, Medicaid, the Children’s Health Insurance Program (CHIP), and social services programs of the Department. It authorizes the Secretary, among other things, to temporarily modify or waive certain Medicare, Medicaid, CHIP, and HIPAA requirements when the Secretary has declared a public health emergency and the President has declared an emergency or a major disaster under the Stafford Act or a national emergency under the National Emergencies Act.

The 1135 waiver authority applies only to Federal requirements and does not apply to State requirements for licensure or conditions of participation. 



Sanctions may be waived under Section 1135 for the following requirements:

· Conditions of Participation

· Licensure Requirements

· EMTALA

· Physician Self-referrals

· HIPAA Regulations

· Out-of-network payments



Examples of requirements waived/modified under section 1135 waivers:

· Hospitals- recordkeeping requirements, certification for organ transplants

· Inpatient beds- modifications to expand the number of beds

· Critical Access Hospitals- waiver of classification requirements for critical access hospitals, inpatient rehabilitation facilities, long term care facilities, psychiatric units

· EMTALA - waiving EMTALA sanctions for transferring patients to other facilities for assessment, if the original facility is in the area where a public health emergency has been declared. (other provisions of EMTALA remain in full effect)

· HIPAA - waiving certain HIPAA privacy requirements so that healthcare providers can talk to family members (other provisions of HIPAA remain in full effect) 



Waivers for EMTALA (for public health emergencies that do not involve a pandemic disease) and HIPAA requirements are limited to a 72-hour period beginning upon implementation of a hospital disaster protocol. Waiver of EMTALA requirements for emergencies that involve a pandemic disease last until the termination of the pandemic-related public health emergency. 



Section 1115 Medicaid Waivers 

Section 1115 the HHS Secretary to conduct demonstration projects that further the goals of Medicaid, Medicare, and CHIP. This waiver has been used to ease some of the statutory requirements during a disaster for persons eligible for Medicaid, Medicare, and CHIP.



Social Security Act, Section 1812(f) Medicaid Waivers 

The Act authorizes the Secretary to provide for skilled nursing facility (SNF) coverage in the absence of a qualifying hospital stay, as long as this action does not increase overall program payments and does not alter the SNF benefit’s “acute care nature” (that is, its orientation toward relatively short-term and intensive care).



Insurance Strategies

Insurance is one strategy for healthcare organizations to transfer risk and better assure organizational sustainability and continuity of operations.  Healthcare organizations should maintain relevant insurance products to protect against losses from a disaster. Options might include:

· Accounts Receivable Insurance – protects healthcare organizations against their inability to collect their accounts receivable because of the loss of supporting records that have been destroyed by a covered cost cause of loss. This type of insurance also covers “the extra collection expenses that are incurred because of such loss or damage and other reasonable expenses incurred to re-establish records of accounts receivable after loss or damage.

· Business Interruption Insurance - compensates the healthcare organization for lost income if the HCO has to vacate the premises due to disaster related damage that is covered under its property insurance policy. Policies typically cover profits the HCO would have earned based on financial records, had the disaster not occurred. The policy will cover operating expenses that are continuous through the disaster event. 

· Civil Authority Insurance – is an extension of business interruption coverage, compensates an healthcare organization for lost income and additional expenses arising out of suspension of the insured’s operations necessitated by an order of civil authority (“closure order”) which prevents access to the insured’s property.

· Contingent or Dependent Business Interruption Insurance – protects the earnings of the insured following physical loss or damage to the property of the insured’s suppliers or customers, as opposed to its own property. Dependent property is frequently defined as “property operated by others upon whom you depend to: 

· Deliver materials or services to you or to others for your account (not including utilities).

· Accept your products or services. 

· Manufacture products for delivery to your customers under contact for sale. 

· Attracts customers to your business. 

· Cyber Insurance - An insurance product used to protect businesses and individual users from Internet-based risks, and more generally from risks relating to information technology infrastructure and activities.

· Ingress/Egress Insurance - similar to CAI coverage except that closure order from a civil authority is not necessary. To trigger coverage, many ingress/egress polices require, because of the damage to the property, that the property be completely inaccessible. 

· Pandemic Disease Business Interruption Insurance - compensates the healthcare organization for lost income if the HCO has to vacate the premises due to disaster related damage that is covered under its property insurance policy. Policies typically cover profits the HCO would have earned based on financial records, had the disaster not occurred. The policy will cover operating expenses that are continuous through the disaster event.



Pandemic Disaster Assistance Policy

In March, 2020, as a result of the COVID-19 Pandemic funding opportunities were made available through both State and Federal governments to support activities during the response.  In March 2007, FEMA issued a new Disaster Assistance Policy (DAP) that establishes the types of “emergency protective measures that are eligible under the Public Assistance Program during a Federal response to an outbreak of human influenza pandemic in the U.S. and its territories.” The Pandemic DAP may cover additional reimbursement costs related to the management, control, and reduction of immediate threats to public health and safety. Specific health and social service expenditures that may be reimbursable include:

· Purchase and distribution of food, water, ice, medicine, and other consumable supplies.

· The movement of supplies and personnel.

· [bookmark: _Toc453058281]Emergency medical care in a shelter or temporary medical facility.

· Temporary medical facilities when existing facilities are overloaded. 

· Sheltering for safe refuge of patients when existing facilities are overloaded.

· Communicating health and safety information to the public. 

· Storage and internment of unidentified human remains. 

· Mass mortuary services. 



Payment for care at Hospital ACSs: https://www.cms.gov/files/document/covid-state-local-government-fact-sheet-hospital-alternate-care-sites.pdf 



Federal Recovery Support Functions

Overview

The Recovery Support Functions were created within the National Disaster Recovery Framework (NDRF) to bring together the core recovery capabilities of Federal departments and agencies and other supporting organizations- including those not active in emergency response-to focus on community recovery needs.



The Recovery Support Functions (RSF’s) comprise the NDRF coordinating structure for key functional areas of assistance. Their purpose is to support local governments by facilitating problem solving, improving access to resources and by fostering coordination among State and Federal Agencies, nongovernmental partners, and stakeholders.



The objective of RSFs is to facilitate the identification, coordination, and delivery of Federal assistance needed to supplement recovery resources and efforts by local, State and Tribal governments, as well as private and nonprofit sectors. The RSFs also encourages and complements investments and contributions by the business community, individuals, and voluntary, faith-based and community organizations. These RSF activities assist communities with accelerating the process of recovery, redevelopment, and revitalization.



Health & Social Services Recovery Support Function

The Health and Social Services RSF mission is for the Federal Government to assist locally led recovery efforts in the restoration of the public health, healthcare and social services networks to promote the resilience, health and well-being of affected individuals and communities. When the Health & Social Services RSF is activated, both primary agencies and supporting organizations are expected to be responsive to the function related communication and coordination needs.



Activation is generally considered when one or more of the following factors apply:

· When the President declares a major disaster under the Robert T. Stafford Disaster Relief and Emergency Assistance Act and Federal assistance is requested by the appropriate state authorities to assist with their health and social services recovery efforts. 

· When there is a Public Health Emergency declaration by the HHS Secretary.

· When there is an activation of ESF #6 (Mass Care) and /or ESF #8 (Health & Medical).

· When a jurisdiction is designated for both FEMA Public Assistance and Individual Assistance. 

· When recovery activities involve more than one H&SS RSF primary agency. 



Outcomes for the Health and Social Services Recovery Support Function include:

· Restore the capacity and resilience of essential health and social services to meet ongoing and emerging post-disaster community needs. 

· Encourage mental/behavioral health systems to meet the mental/behavioral health needs of affected individuals, response and recovery workers, and the community. 

· Promote self-sufficiency and continuity of the health and well-being of affected individuals; particularly the needs of children, seniors, people living with disabilities whose members may have additional functional needs, people from diverse origins, people with limited English proficiency, and underserved populations. 

· Assist in the continuity of essential health and social services, including schools. 

· Reconnect displaced populations with essential health and social services. 

· Protect the health of the population and response and recovery from the long-term effects of a post-disaster environment. 

· Promote clear communications and public health messaging to provide accurate, appropriate, and accessible information; ensure information is developed and disseminated in multiple mediums, multi-lingual formats, and alternate formats, is age-appropriate and user-friendly and is accessible to underserved populations. 

Supporting Reference Documents

· EMTALA Requirements and Options for Hospitals in a Disaster

· FEMA Reimbursement Quick Guide for Acute Care Hospitals

· CMS Information on Section 1135 Waivers

· CMS Medicare Financial Management Manual Chapter 3 - Overpayments

· FEMA Human Influenza Pandemic Disaster Assistance Policy (DAP)

· 1135 Waiver at a Glance (cms.gov) 
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Appendix B.13.12 Master Patient Tracking Form Instructions
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Appendix B.13.13 Resident Transfer Form for Long Term Care, Home Health, Assisted Living and Hospice



Facility Name: ________________________________

Date: _______________    Time:  _________________Patient First Name:_____________________

Patient Last Name:______________________

Date of Birth:__________________________

Primary physicians name: ________________



May Place Resident Identification Sticker here 



Vitals prior to transfer:

		Temp:

		Pulse:

		Resp:

		BP:



		O2 sat:

		Blood glucose:

		Weight:

		





Code Status ______________________

Main reason for transferring to ER/Hospital __________________________________________________________________________________________________________________________________________________________________________________________________________

LOC (circle one):  Alert / Confused / Unresponsive                 Behaviors (circle one):  Pleasant / Combative / Agitated

Precautions (circle one): Standard / Contact / C. Diff / Droplet

Primary family member to contact (Name/Phone Number):  ____________________________________________

Has family been notified of transfer? Yes ____ No _____ Msg Left ______

Normal transportation used (MediVan, People’s, Family, etc) ____________________



ACTIVITIES OF DAILY LIVING (circle appropriate – special notes in last column

		Transfer Ability

		Independent

Assist of one with gait belt

		EZ Stand/EZ lift

Bed bound

		



		Wheelchair

		Yes, all the time

Yes, for long distances only

		No

		



		Walker

		Yes, all the time

Yes for transfers only

		No

		



		Bed Mobility

		Independent

Assist of one

		Assist of two

		



		Walking

		Independent

Supervision

Assist of one

		Assist of two

Does not walk

		



		Dressing

		Independent

Supervision

		Assist of one

		



		Grooming

		Independent

Supervision

		Assist of one

		



		Eating

		Independent

Supervision

Tray Set Up

		Partially Fed

Fully Fed

Tube Fed

		



		Bathing

		Independent

Participates with Assist

		Fully bathed

		



		Bowel

		Continent

Incontinent

		Colostomy

Iliostomy

		

Last Bowel Movement:_________



		Bladder

		Continent

Incontinent

		Foley Catheter

Suprapubic Catheter

		







Skin (circle all that apply): Clear/Bruising/Rash/Skin Tear/Pressure Ulcer/Other

Describe skin issues/location of skin issues: ________________________________________________________________________________________________________________________________________________________________________________________________________



Vaccination information (provide month/year)

Influenza Vaccine __________          Pneumovax (PPV-23) __________          Prevnar-13 ___________



Valuables: Glasses/Hearing Aid/Dentures Upper or Lower/Partial Upper or Lower/Ring/Watch



Transferring facilities’ Nurse’s full name and phone number if more information is needed ____________________________________________________________________________________________________



Documents Included with patient (check items sent with patient): 

POLST ___ Med/Treatment List ___ Living Will ___ Bed Hold ___ 3 days Prog Notes ___ Face Sheet ___



		Upon arrival at your facility, please complete the following and fax back to the sending/transferring facility:



Name of Facility: ______________________________________________

Arrival Time:       ______________________________________________

Patient admitted to room: ________________________________________

Patient under the care of (physician name): __________________________



Please fax this entire form to:  

Transferring Facility: ___________________________________________

Fax number:               ___________________________________________
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Appendix B.13.14 Resource Request, Receipt, 

and Promissory Agreement



		Borrower’s Information



		Date: 

 

		Time: 

		

		



		Facility/Agency Name: 



		Street Address:  

		City: 

		State: 

		Zip: 



		Representative: 

		Title: 



		Phone Number: 

		E-Mail: 





 

		Lender’s Information



		Name: West Central MN HealthCare Coalition

		

		

		



		Street Address:  1555 Northway

		City: St. Cloud

		State: 

MN 

		Zip: 

56303



		Representative:  Shawn E Stoen

		Title: Regional Coordinator



		Phone Number: 320-760-3513

		E-Mail: shawn.stoen@centracare.com





 

		Resource Requested



		Type: 

		Manufacturer: 

		Model Number: 





		Amount Requested: 



Amount Received: 

(to be completed by

Borrower)

		Reimbursement (invoice to be provided by lender) 



		Return (borrower will return the resource to the lender or send an identical replacement – date identified on page 2). 

 












A. Promise to Replace Supplies 

For the supplies received from the Lender, the Borrower promises to replace and/or return to the Lender the identical supplies listed.

B. Time for Replacement 

Borrower agrees to replace and/or return said supplies on or before ____as able__ (Date). 

C. Transportation

The borrower and lender shall agree to the following means of transporting the resources: 







D. Agreement 

a. The undersigned parties agree, whether as borrower or lender, to remain fully bound by this agreement until return, replacement, or reimbursement of the above listed supplies.  

b. Any modification or change in terms of this agreement must be requested in writing by the borrower and shall be valid and binding only after the lender has responded in writing to the borrower, notwithstanding the refusal of the modification or change in terms by the lender. 

c. It will be the responsibility of the borrower to have any appropriate training, policies and procedures in place for the requested items at their facilities. 

d. The borrower will hold harmless the West Central and Central Minnesota Healthcare Coalitions and CentraCare for any discrepancies, injuries, product failures, including, but not limited to, all liabilities associated with storage, distribution, or usage of the supplies received by borrower, including any products received that are expired or past the manufacturers recommended parameters.

e. Pursuant to page 4, paragraphs C and D of the “Resources Request and Allocation Process” document, as of 3/12/20, all supplies after this date should be presumed to be expired or past the manufacturers recommended parameters.  The borrower is hereby on-notice of these circumstances and chooses to request and accept these supplies.

E. Effective Date 

This agreement shall take effect as a binding instrument only when signed by all parties and shall be construed, governed, and enforced in accordance with the laws of the State of Minnesota. 

F. Signatures 

Borrower 

Name____________________________________________ Title __________________ 

Signature _________________________________________ Date _________________ 



Lender 

Name____________________________________________ Title __________________ 

Signature _________________________________________ Date _________________ 
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Appendix A.5.1 Bylaws

Name

West Central (WC) Minnesota Health Care Preparedness Coalition

Mission

The WC Health Care coalition is a multi-disciplinary partnership of Health care and supporting and responding agencies; that collaborate to coordinate preparedness, response, and recovery activities as it pertains to routine and emergent events that could impact the region. 

Purpose

Provide oversight and guidance for planning, implementation of strategies, guidance of     financial resources and the execution of respective roles and responsibilities of the West Central Minnesota Health Care Preparedness Coalition. The West Central geographic boundaries are outlined in the Regional Preparedness Plan.

During times of disaster that may have regional implications, determine a strategy for ongoing coordination of planning, response, and recovery.

Monitor, review, and implement improvements consistent with national and statewide capabilities and performance measures.

Promote strategies to strengthen and sustain the Health Care coalition including:

· Develop and maintain guidelines, participation rules and responsibilities of partner members within the Health Care Preparedness Coalition. 

· Plan for the sustainment of the Health Care Preparedness Coalition.

Promote preparedness in the health care community through standardized practices and integration with other response partners. 

Foster communication, information, and resource sharing between local, regional, and state entities during emergency planning and response. 

Identify health care assets needed and available during a response.

Recognize gaps in the health care community’s ability to effectively respond to an incident through exercises and training.

Membership/Participation

Healthcare Preparedness Coalition Membership

Primary coalition members shall consist of a representative, from each of the following entities:

· Hospitals 

· Local Emergency Management (EM)

· Emergency Medical Services (EMS) Regional Coordinator

· Local Public Health 

Other Coalition members may consist of partners from:  (Note:  ** Indicates that there is currently representation within the coalition from this area)

· Behavioral Health **

· Clinics **

· Colleges

· Community based Health care i.e. Home health **

· Community health centers **

· Faith communities 

· Funeral homes/coroner

· Homeland Security Emergency Management **

· Laboratory services **

· Law Enforcement/Fire Departments (awareness) 

· Medical Advisor**

· Mental health agencies **

· Minnesota Department of Health – Epidemiologist **

· Minnesota Department of Health – Public Health Preparedness Consultant **

· Minnesota Mobile Medical Team **

· Other volunteer organizations

· Outpatient facilities**

· Private entities such as hospital associations

· Private organizations active in disasters and other relevant partners

· Public works

· Public works/utilities (awareness)

· Skilled Nursing Facilities/Long Term Care Facilities **

· Specialty service providers such as dialysis units **

· Stand-alone surgery centers and urgent care

· Tribal Governments

· Volunteer Organizations Active in Disasters (VOADS) and other volunteer organizations

· West Central Minnesota Responds Medical Reserve Corp **

Active membership in the coalition is evidenced by written acknowledgement of the coalition bylaws and memorandums of understanding (MOU). See Appendix 5.2.2 – Membership Signature Form.

· Once Appendix 5.2.2 is signed the agreement will be considered effective in perpetuity.

· Members are required to update the coalition if there are any changes to facility representation. 

See www.cwchealthcarecoalitions.org for a list of participating agencies.  

Meetings and Structure

[bookmark: _Toc501376728]Health Care Preparedness Coalition Membership

Members of the Health Care Preparedness Coalition will work towards implementing emergency preparedness activities recommended by the Hospital Preparedness Program grant and the West Central Health Care Preparedness Coalition.

Provide feedback to the Advisory Committee.  

Participate in education, training, and exercise opportunities.

Share emergency preparedness information with the regional health care community.

Respond to requests from regional staff. i.e. Surveys, MNTrac alerts, questions, etc.

Serve on committees, workgroups, and other ad hoc groups.

Attend meetings.

Prepare for active participation in discussions and decision making by reviewing meeting materials.

Review and provide feedback to coalition plans and appendixes.

Healthcare facilities will sign and retain a current copy of the coalition’s Mutual Aid MOU.

[bookmark: _Toc501376729]Coalition Meeting Attendance and Frequency

The Health Care Preparedness Coalition meets monthly.  There will be two face-to-face meetings for all coalition members (April and October) at a central location.  The coalition will also have monthly meetings which are targeted specifically for Hospitals and Long-Term Care.  All coalition members are invited to participate in all meetings. 

[bookmark: _Toc501376730]Health care Preparedness Coalition Advisory Committee

The mission of the Advisory Committee shall be to assist in making decisions regarding regional Health care preparedness.

The Advisory Committee is composed of a member of each of the coalition hospitals. Members such as public health, EMS, EM, and LTC can select one person from each entity to represent other similar entities in the coalition.  

The Advisory Committee may provide regional disaster response and support regional multi-agency coordination when activated.

Will ensure that the grant duties are in accordance with the timelines established for completion.

Provide recommendation on allocation of grant funds.

Will work with the coalition to develop,  review & update, and approve coalition plans. Such plans will be emailed out to the Advisory Committee for final approval before presentation to all coalition members via the Website. 

May vote when decisions regarding asset management and distribution, programmatic processes, etc. are needed.

[bookmark: _Toc501376731]Advisory Meeting Attendance and Frequency

[bookmark: _Toc501376732]The Advisory Committee will as-needed – to meet the needs of the coalition.  Meetings can be face to face, prior to the coalition meetings as well as by conference call or virtual.

Resignation

Members will submit a resignation to the RHPC who will communicate the resignation to the Advisory Committee. 

[bookmark: _Toc501376733]Voting

· Advisory committee members shall have voting rights.

· They must be signatory members of the coalition

· Each hospital will have one vote. Members such as public health, EMS, EM and LTC with representation on the advisory committee will have one vote per like entity. 

· Voting membership:

· Each of the 8 hospitals (8)

· LPH (1)

· Emergency Manager (1)

· Emergency Medical Services (1)

· Long Term Care (1)

· Clinic (1)

· Members such as public health, EMS, EM, and others can select one person from each entity to represent similar entities on the advisory committee and have voting rights. 

· If the primary Advisory Committee member cannot be present to vote, their pre-determined alternate can vote.

· Voting members shall abstain on any vote that presents a conflict of interest.

· The RHPC will not vote, excluding a tiebreaker when the RHPC or his or her designee may cast a vote. 

· Voting procedures:

· A simple majority voting method is used.

· The coalition RHPC or designee will tally and report the vote results.

· All voting results will be included in meeting minutes distributed by the RHPC(s) or designee.

· Motions pertaining to the general business of the coalition including resolutions, statements of agreements and other business may be approved by quorum of the Advisory Committee.

· Voting may be conducted in “Face to Face” meetings, virtual meetings or by email.

· Failure to acknowledge an email which includes an item requiring a vote, by the identified date, will indicate agreement with the item. 

· The presence of 51% of Advisory Committee members constitutes a quorum.

[bookmark: _Toc501376734]Leadership

[bookmark: _Toc501376735]Regional Health Care Preparedness Coordinators (RHPC)

The RHPC(s) shall serve the coalition Advisory Committee and the coalition in the following capacities:

· Convene and facilitate meetings.

· Act as a Liaison between the coalition and the Minnesota Department of Health, Emergency Preparedness and Response.

· Coordinate and support work groups and sub committees as needed.

· Record and distribute meeting minutes.

· Serve as a representative to other regional emergency preparedness sub committees such as Public Health Emergency Preparedness (PHEP), Long Term Care (LTC), WESTAC, and Emergency Management (EM), and Cross border/cross regional collaboration meetings.

· Will serve as a resource for guidance related to emergency preparedness topics.

· Fulfill other duties as determined by the coalition and the grant.

· Maintain financial records in accordance with the grant and with the fiscal agent.

[bookmark: _Toc501376736]Public Health Preparedness Coordinators (PHPC)

The PHPC shall serve the coalition Advisory Committee in the following capacities:

· Act as a Liaison between the coalition and Local Public Health departments.

· Act as an additional Liaison between the coalition and the Minnesota Department of Health, Emergency Preparedness and Response.

· Share the PHEP grant deliverables and collaborate with the Advisory Committee on strategies to meet PHEP and Health Care Preparedness Program (HPP) grant deliverables when they intersect.

[bookmark: _Toc501376737]Terms and Conditions of the Bylaws 

This agreement will be reviewed annually. Any changes to this document will be agreed upon by the coalition advisory committee.

[bookmark: _Appendix_A_–][bookmark: _Toc501376739]Signed Organizational Members 

Lists of signed members are maintained on the coalition website.  (www.cwchealthcarecoalitions.org)

Signed documents are maintained on SharePoint as well as on the coalition staff shared drive.  Copies are available upon request.




[bookmark: _Toc164260285]Record of Changes
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		Updated to correct grammar and reflect current meeting practices.
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Appendix A.5.2

Regional Hazard Vulnerability Assessment

Recognizing that hazards and vulnerabilities are subject to change, the coalition conducts a hazard assessment annually. The coalition members provide insight into what they perceive to be areas of concern locally as well as regionally. The coalition then identifies areas of priority so that the coalition can focus future trainings/exercises on these areas. The assessment process utilizes surveys as well as face-to-face discussions. The final document is created by the RHPC and approved by coalition members. The 2024-2025 HVA was discussed during the January 25, 2024 Coalition meeting. The advisory committee identified that the hazards and vulnerabilities remain the same however the recommended steps necessary to address those hazards have changed as we develop tools and resources to ensure a response to those hazards are mitigated. During the HVA discussion it was noted that when responding to large scale disaster/events the coalition and its' membership will need to work with governmental agencies where the communications and situation may be out of the control of the membership and the coalition will have to adapt accordingly however when dealing with events that are limited to within the region or even cross regional boundaries the relationships bridged by the coalition have greatly increased the success of the response. All membership agree and support that the coalitions' primary responsibility during any response is to advocate for the local/regional/state process as well as to advocate for the needs of the coalition members.

		West Central Regional Healthcare Vulnerability



		Natural

		Manmade

		Facility/ Operations



		· Weather (hot and cold)

		· Communications

· Lack of coordination between ALL health care and LPH/EM/State partners

· Chronic illness/Pandemic

· Power outages

· Resource acquisition/sharing

· Coalition Funding/Staffing shortage

		· Staffing (numbers and skill)

· Transportation (non-emergent, off-hours, between facilities)

· Distance to hospitals/higher level of care

· Staff wearing multiple hats

· Evacuation destination

· Space for influx of patients

· Viability/Success of the organization



		West Central Regional Threats to Healthcare Delivery



		Natural

· Tornado

· Winter Weather

· Flood (overland - limiting access to patients and limiting access of staff and patients to healthcare )

		Manmade

· Loss of Power

· Long-Term Loss of Utilities

· Security Incidents (Active Shooter; Workplace Violence)

· Pandemics/Epidemics

· Fire

· External HazMat Spill/Leak

· Staffing shortage

· Cybersecurity/Attack

· Chemical/Biological exposure

		Facility/Operations

· Communications

· Transportation

· Destruction of building/Structural/ Damage/Access



		The chart below identifies the impact and strategies for mitigation and response. It is assumed that some of the impacts will be related to more than one of the previously identified hazards. The conditions listed are considered Regional vs. local. All local partners are to have their own facility/agency based HVA. Mitigation strategies listed below are for the regional level.



		West Central Region Conditions that Impact Regional Capability



		Staffing

		Emergency Coordination

		Transportation/Patient Movement



		Supplies/Resource allocation

		Technology (communications)

		Funding



		Impact/Conditions:

		Coalition Mitigation and Response Activities



		

















Staffing

		Educate and recruit staff to participate in Minnesota Responds. Train the Long Term Care

workgroup on the roles/responsibilities of Minnesota Responds. Promote in weekly update.



		

		Review and update coalition MOU annually. Coaltion membership requires signatures for the MOU. The MOU identifies resources for staff sharing in a response.



		

		Encourage/promote vaccination of staff as well as the family members of staff. Follow current guidance from CDC regarding quarantine process.



		

		Support healthcare facilities in development of facility Continuity of Operations planning to include steps necessary when staffing is an issue.



		

		Coalition staffing issues are addressed in the coalition Continuity of Operations plan - the COOP plan will be maintained and posted on the coalition website.



		



















Supplies

		Invite facilities materials management / purchasing departments to discuss issues related to supply chain management. Share the resources and sharing policy of the coalition with the managers so there is awareness. Identify areas/gaps where the coalition can support the facilities.



		

		Develop a deeper understanding of the assets that exist within the region. Update the health care resource assessment database as well as include assets that may be available from long term care and assisted living facilities such as transportation. Rebuild coalition cache when able - during the

COVID response the cache has been extensively used. Review and update the coalition resource



		

		Continue the engagement of facility based pharmacy representatives to discuss issues in the pharmaceutical supply areas Discuss the role of the coalition in resource sharing. Identify potential gaps and discuss steps to mitigate those gaps.



		

		Maintain coalition cache and recirculate existing PPE to maintain expiration standards.



		





















Emergency Coordination

		Support the continued utilization of MNTrac. Provide the necessary training to ensure that hospitals, long term care, assisted living, home health, local public health, emergency medical services, and emergency management have the awareness and capability to utilize the program. This allows for bed tracking, command center - situational awareness, and patient tracking and family reunification.



		

		Share algorithms that identify the coordination process and ensure the coalition members understand the process (facility to city to county to region to state). Include formal and informal processes.



		

		Ensure that facilities and agencies possess and operational depth of knowledge of regional processes. This includes the ability to manage an emergency at a facility but also to coordinate with regional partner and to complete sufficient documentation for information sharing.



		





Technology

		Cybersecurity continues to impact health care facilities. The coalition will provide awareness training and support health care facilities by sharing lessons learned related to cybersecurity.



		

		800MHz communications is tested twice a year by conducting a regional communications exercise.

Facility emergency preparedness representatives use this test to train additional users at the



		













Transportation

		The coalition will continue to explore options available within MNTrac including patient tracking and the survey for situational awareness. The coalition will be engaged in the Statewide Medical Operations Coordination Center Planning.



		

		Review plans for managing transport assets and coordinating patient resource when the medical transport assets are stressed. Encourage facilities to work with their local emergency manager to identify additional transportation assets available in an emergency.



		

		Examine the engagement of EMS providers within the efforts to coordinate healthcare in the



		

		Review SNF transportation assets - buses/vans
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		Mission Statement

The WCMHPC is a multi-disciplinary partnership of healthcare and supporting and responding agencies; that collaborate to coordinate preparedness, response and recovery activities as it pertains to routine and emergent events that could impact the region.





Partnering to Plan, Prepare and Respond.

[image: ]



		

		

		[image: Sunburst chart

Description automatically generated]West Central Minnesota Healthcare Preparedness Coalition

(WCMHPC)

















The West Central Minnesota Healthcare Preparedness Program is a coalition made up of members from Clinics, Hospitals, and Long-Term-Care facilities, Emergency Management, Emergency Medical Services, Local Public Health Departments, and many other agencies/organizations. Working collaboratively the partners plan, prepare, and respond to the needs of victims of natural or man-made disasters, bio-terrorism, and other health emergencies. Together we have and always will, provide care to the citizens of the West Central Region as well as the State of Minnesota with the quality and expertise that is second to none!











		Purpose:

· Assist health care agencies in the pre-disaster planning efforts, and be a resource for emergency preparedness planning and response in health care. 

· Promote preparedness in the health care community through standardized practices and integration with other response partners. 

· Foster communication, information and resource sharing between local, regional, and state entities during emergency planning and response. 

· [image: ]Enhance the health care community’s ability to effectively respond to an incident through exercises and training.



		Coalition Resources:

· Access to a cache of supplies that are deployable during a disaster

· Contacts and relationships with other health care entities in the county, region and state

· MNTrac – an online database that supports real time bed tracking as well as a command center chat room to be used during a disaster

· Access to the Coalition Exercise kit (guides/vests)

· Access 24/7 to disaster and emergency preparedness specialists:  320-240-3115 

[image: ]







Fee Based Services include but are not limited to:

· Plan/documentation support

· Facility Based Exercise planning

· Hazard Vulnerability Analysis review

· Decon/First Receiver training

· Fit testing – train the trainer

· Facility based Incident Command training

(contact coalition staff to discuss fee based items)

		[image: ][image: ]Supported by the United States, Assistant Secretary of Preparedness and Response Health Care Preparedness Grant.

Contact Us

West Central MN Healthcare Preparedness Coalition



Shawn Stoen

Regional Healthcare Preparedness Coordinator

Shawn.stoen@centracare.com

320-760-3513

www.cwchealthcarecoalitions.org
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Appendix A.5.4 Health Equity and Access and Functional Needs Plan

Purpose

The purpose of this plan is to outline the role of the WCMHPC in response to an event that includes communities most impacted by disasters. This plan also provides guidance to the WCMHPC members and partners for their planning purposes.  

In healthcare it is essential that health equity is also considered when decisions are made. Health equity is the state in which everyone has a fair and just opportunity to attain their highest level of health. 

Definitions

· Communities Most Impacted by Disasters:

· This term is inclusive of:

· At-risk individuals, including children, pregnant individuals, older adults, individuals with disabilities, or others who have access and functional needs in the event of an emergency. 

· Individuals experiencing certain geographic characteristics, such as living in a rural area.

· Populations facing structural inequities, which include historically or currently marginalized communities, may also be considered at-risk.

· Other populations disproportionately impacted by disasters in the Central region, as determined through data collection and assessments. 

· Examples of at-risk populations may include but are not limited to those having geographical hardships (island and rural); those with lower economic status, less education; women and children; the elderly; ethnic and gender-based minorities; migrants and refugees; and people living with diseases and health conditions.

· Access and Functional Needs (AFN)

· People with access and functional needs that may interfere with their ability to access or receive medical care before, during, or after a disaster or emergency. Irrespective of specific diagnosis, status, or label, the term “access and functional needs” is a broad set of common, crosscutting, access, and function-based needs. 

· Access-based needs require ensuring that resources are accessible to all individuals, such as social services, accommodations, information, transportation, medications to maintain health, etc.

· Function-based needs refer to restrictions or limitations an individual may have that requires assistance before, during, and/or after a disaster or public health emergency.

· Health Equity

· The Centers for Disease Control and Prevention (CDC) defines Health Equity as the state in which everyone has a fair and just opportunity to attain their highest level of health. Achieving this requires focused and ongoing societal efforts to address historical and contemporary injustices; overcome economic, social, and other obstacles to health and healthcare; and eliminate preventable disparities.



Roles of WCMHPC in Planning for Diverse Populations

· Local EM and Public Health are primarily responsible for Mass Sheltering plans, which include At-Risk Individuals, AFN, and Special Medical Needs. Healthcare facilities may be asked to assist with certain medical needs that may not be available in a shelter environment.  

· Mass Sheltering Operations will occur in accordance with local EOPs. Refer to local EOPs for reference.  

· The WCMHPC will assist in providing information and resources in the pre-planning, response, and recovery as needed in order to help lessen the impact especially during response and recovery. 

· In all planning, preparedness, training and education events held by the WCMHPC, the coalition will reinforce the definition of health equity and encourage that all coalition members consider health equity in their day-to-day operations as well as during response events.

· The WCMHPC may engage and develop relationships with members and representatives of communities most impacted by disasters to more comprehensively plan for these populations and their specific needs before, during, and after an event.

Planning Considerations

· Planning at a healthcare level may include working with entities within the healthcare agency who interact with people who have a healthcare need that extends outside the agency. Examples may include those who are on or need oxygen, dialysis, infusions, or other medical device, medication, or assistance routinely causing them to interact with a healthcare entity.

· This planning could take the form of asking individual sections within a healthcare organization to discuss with patients how to manage during a crisis if access to a healthcare agency may be in jeopardy. 

· The planning could also cause the specific section within a healthcare organization to do planning in order to pre-identify patients considered at risk, if access to healthcare or services are in jeopardy. This planning could take the form of prioritizing patients that need more immediate access than others. Working with other local disaster personnel could assure persons who are considered more in need are accounted for in a timelier manner during crisis settings.

· Healthcare agencies should be prepared to accept patients during crisis that would otherwise be consider outpatients due to a lack of items such as oxygen, electricity, and other medical items needed to deliver medications or functions that were curtailed at home due to the crisis variables.

· Medical surge should also be accounted for during crisis events not only for those directly injured, but also for patients who have exacerbations of medical conditions or who are in need of medical supplies, medicines, or device otherwise not planned on but created by the crisis event.

· Increases in staffing, supplies, and entropy are all impacts during crisis and disaster settings.

Health Equity Resources

The following are resources that may assist in the planning for diverse populations and implementation of health equity into Coalition and member/partner processes and structures.

· [bookmark: _Hlk170128731]Minnesota Department of health

· Center for Health Equity

· This center was created to help improve health equity statewide. Coalition members are strongly encouraged to participate in health equity training and programs. 

· Health Equity Networks

· These networks connect different professionals and agencies to collaborate on health equity efforts and community issues.

· There are various networks throughout the state. These networks meet regularly and allow anyone to join their meetings. Coalition members are encouraged to engage with these networks through attendance of regular meetings, or subscription to the networks’ newsletter.

· ASPR TRACIE

· HHS/ASPR Access and Functional Needs

· Web-based training to define AFN and provide tools and resources to help professionals plan for these populations

· Centers for Disease Control and Prevention

· Paving the Road to Health Equity

· Webpage with various resources to further health equity activities and improve health among diverse populations
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[bookmark: _Toc114499091]Assumption: 

In this document, the term “coalitions” refers only to CMHPC and WCMHPC, not other coalitions in Minnesota. This document provides basic information and a series of links and resources. 

[bookmark: _Toc114499092]FAQs

Q: What does it cost to be a coalition member?

A: Membership is free and comes with a variety of free services. We also offer some fee-based services. See page 6 for details.

Q: How are coalitions funded?

A: Minnesota’s coalitions are funded through federal grants that are administered and distributed through the Minnesota Department of Health. CentraCare – St. Cloud Hospital is considered the Grantee for the Central and West Central Coalitions. They are responsible for management and accountability of funds, human resources functions, facilities, communications infrastructure and more. An indirect fee is included in the budgets which goes towards Human resources, Information System support, and accounting support.  This indirect fee is between 5% - 15%.

Q: How do I contact the coalitions?

A: For routine communication, email cwchealthcarecoalitions@centracare.com. For urgent needs, call 320-654-2720 (answered 24/7). The call will go to the St. Cloud Hospital/CentraCare call center – please advise them that you wish to speak to the healthcare coalition point of contact on call. 

[bookmark: _Toc114499093]About this Document 

The purpose of the Central Minnesota Healthcare Preparedness Coalition (CMHPC) and West Central Minnesota Healthcare Preparedness Coalition (WCMHPC) New Member Toolkit is to provide a standard resource for new coalition members. This document is broken into three sections:

· Chapter I – The Central & West Central Minnesota Healthcare Preparedness Coalitions 

This chapter describes the coalitions, their resources, and their role in response. New Coalition members can use this information to understand the mission of the coalition, membership requirements, and services that the coalitions can provide to an agency. 

· Chapter II - Best Practices for New Healthcare Emergency Management Coordinators 

This chapter describes resources available to a newly appointed Healthcare Emergency Management Coordinator for an agency in the coalition(s). Resources included in this chapter provide information on the role of the coordinator, essential elements of an emergency management program, and additional training opportunities. 

· Chapter III - Introduction to Healthcare Coalitions  

This chapter provides historical information about the development of the Hospital Preparedness Program (HPP) and Healthcare Coalitions (HCC) from the federal and state levels. 





[bookmark: _Toc114499094]Acronyms



		Acronyms

		Definition



		ASPR

		Administration for Strategic Preparedness and Response 



		ASPR TRACIE 

		Administration for Strategic Preparedness and Response Technical Resources, Assistance Center, and Information Exchange



		CDC

		Centers for Disease Control and Prevention 



		CMHPC

		Central Minnesota Healthcare Preparedness Coalition



		CMS

		Center for Medicare and Medicaid 



		DNV GL

		Det Norske Veritas Germanischer Lloyd



		EOC

		Emergency Operations Center



		EOP

		Emergency Operations Plan 



		EMC

		Emergency Management Coordinator 



		EMI

		Emergency Management Institute 



		EMS

		Emergency Medical Services 



		FEMA

		Federal Emergency Management Association 



		HCC

		Healthcare Coalition



		HHS

		US Department of Health and Human Services 



		HICS 

		Hospital Incident Command System



		HPP

		Hospital Preparedness Program 



		HSEEP

		Homeland Security Exercise and Evaluation Program 



		HVA

		Hazard Vulnerability Analysis



		ICS

		Incident Command System 



		MN-MMT

		Minnesota Mobile Medical Team 



		MOU

		Memorandum of Understanding 



		NDMS

		National Disaster Medical System 



		NIMS

		National Incident Management System 



		PHEP

		Public Health Emergency Preparedness 



		PHPC

		Public Health Preparedness Consultant 



		RHPC

		Regional Healthcare Preparedness Coordinator



		WCMHPC

		West Central Minnesota Healthcare Preparedness Coalition



		WC

		West Central 















I. [bookmark: _Toc114499095]The Central and West Central Minnesota Healthcare Preparedness Coalitions (CMHPC & WCMHPC)



The CMHPC serves Aitkin, Benton, Cass, Chisago, Crow Wing, Isanti, Kanabec, Mille Lacs, Morrison, Pine, Sherburne, Stearns, Todd, Wadena and Wright counties, and the Mille Lacs Band of Ojibwe tribal government. 



The WCMHPC serves Clay, Douglas, Grant, Otter Tail, Pope, Stevens, Traverse, and Wilkin Counties. 



New members will need to register for full coalition website access. Upon approval by coalition staff, you will gain access to protected tools/resources/documents, etc. You can register for website access at: Register – Central and West Central Healthcare Preparedness Coalition (cwchealthcarecoalitions.org)



A. [bookmark: _Toc114499096]Mission Statements 

The CMHPC serves our communities in collaboration with other partners to coordinate emergency preparedness, response, and recovery activities.



The WCMHPC is a multi-disciplinary partnership of healthcare and supporting and responding agencies; that collaborate to coordinate preparedness, response, and recovery activities as it pertains to routine and emergent events that could impact the region.  



B. [bookmark: _Toc114499097]Relationships between our coalitions

[bookmark: _Toc114146586][bookmark: _Toc114207222][bookmark: _Toc114478996]The CMHPC and WCMHPC have a collaborative relationship with one another and with CentraCare - St. Cloud Hospital. CentraCare - St. Cloud Hospital as the Grantee for both coalitions and therefore supports both coalitions. Natural transfer patterns from both regions to CentraCare - St. Cloud Hospital further underscore this relationship. The Central and West Central Coalition Coordinators and the Coalition Educator report to the Healthcare Preparedness Program - Program Manager. 


This leadership structure provides for natural collaboration between the coalitions and shared resources (office space, storage space and communications infrastructure) and personnel that can support both regions in an event. 

	

C. [bookmark: _Toc114499098]Role of the Coalitions

1. Services Provided by the Coalitions at no cost to membership:

The primary role of the coalitions is coordination, collaboration, and facilitation of programs that support the region. Using federal grant funds, the coalitions will arrange for trainings, tools, resources, and project management that all members can use. The coalitions provide: 

a. Collaborative planning, preparedness, and response efforts 

b. Standardized preparedness and integration efforts across the region

c. A centralized communication and information sharing system between local, regional, and state entities 

d. Support for the regions’ coordinated response through training and exercises 

e. Access to a cache of supplies that are deployable during an emergency 

f. Contacts and relationships with other Healthcare entities in the region, state, and across the US 

g. Support for MNTrac (an online database that provides real-time bed tracking as well as command center chat room for use during a response/emergency). 

h. 24/7 access to emergency preparedness and response specialists for coalition members

2. Fee-Based Services Provided by the Coalitions

In addition to the free services supported by the federal grant, the coalitions offer facility-specific emergency preparedness services to members for a reasonable fee. These services can include:    

a. Facility-based Hazard Vulnerability Analysis (HVA) / risk assessment review and development 

b. Environmental safety and security risk assessments

c. Physical security and environmental design assessments

d. Plan and documentation review and development

e. Emergency communications consultation 

f. Evacuation equipment training

g. First receiver decontamination training (Hospital Emergency Response Team – HERT) 

h. Incident Command System (ICS) / Hospital Incident Command System (HICS) training

i. Psychological First Aid training 

j. Respiratory protection training and fit testing train-the-trainer 

k. Self-defense techniques and verbal de-escalation training 

l. Facility-based exercise planning, facilitation, and support 

m. Professional speaking on emergency preparedness topics



D. [bookmark: _Toc114499099]Membership Requirements for the coalitions

The coalitions’ bylaws outline the membership requirements.  Active membership in the coalition is evidenced by a signed form (see table below).  



		Document to Complete

		Location

		



		Appendix 5.2.2 Healthcare Signature Form



		Membership toolkit and documents – Central and West Central Healthcare Preparedness Coalition (cwchealthcarecoalitions.org)

		Healthcare partners (LTC, Assisted Living, Hospitals, Clinics, EMS, Pharmacies and more) sign once and are members until they opt out of membership.



		Appendix 5.2.3 Partner Agency Acknowledgement

		Membership toolkit and documents – Central and West Central Healthcare Preparedness Coalition (cwchealthcarecoalitions.org)

		Emergency Management and Local Public Health sign once and are members until they opt out of membership.







See the coalition bylaws and memorandum of understating (MOU) in the Coalition Operational and EOP plan – Readiness Section which is located on the coalition website. 




E. [bookmark: _Toc114499100]Coalitions Response Plans 

Each coalition has a comprehensive response plan approved by the coalition members. The response plan details the plan for regional coordination, communications, medical surge, mass fatality, and access and functional needs. See each regional response plan and appendixes in the Organizational & Emergency Operations Plan for more details – located on the coalition website.

	

F. [bookmark: _Toc114499101]Resources and Resource Requests

The coalitions have a plan to accept resource requests and allocate resources. See the Response Plan – located on the coalition website:

1. Regional Cache 

The coalitions maintain a regional cache of healthcare supplies that may be needed to supplement the resources available for Coalition members. The content of the inventory is fluid – not all requests can be fulfilled – reach out to the coalition for specific questions. The Coalition maintains, monitors, allocates, distributes, and controls the inventory items in the cache as well as the acquisition and disposal of equipment. Items in the cache can be requested through the Coalition. 

2. Minnesota Mobile Medical Team (MN-MMT)

The Minnesota Mobile Medical Team (MN-MMT) is a group of volunteer medical and support professionals who have received training and practice in providing acute medical care in a mobile field environment. The MN-MMT can be requested by a local jurisdiction through the local Emergency Manager via the Minnesota State Duty Officer (SDO). 

3. Minnesota Department of Health (MDH)

The Coalition may request resources from the MDH to aid in a response. Forms for resource requests are located on the Coalition website – within the Response section of the Organizational & Emergency Operations Plan – located on the coalition website. 



II. [bookmark: _Toc114499102]Best Practices for New Facility Healthcare Emergency Management Coordinators

Healthcare facilities and their staff play a key role in emergency preparedness and response efforts for all types of events. This section of the New Member Toolkit provides links and resources to assist a person new to the role of Facility Healthcare Emergency Management Coordinator (EMC). 



G. [bookmark: _Toc114499103]Introduction to the Role of Emergency Management Coordinator 

Emergency management is the organization and management of resources and responsibilities in response to an emergency. In healthcare, focusing on patient care, which differs from other response agencies, and can be driven by specific regulatory requirements (see below).

1. Emergency Management Basics 

See the resources and training opportunities listed below for introductory material. 

a. The Coalition website has a resource library that is available – it contains many helpful tools and resources.  (cwchealthcarecoalitions.org)

b. The US Department of Health and Human Services (HHS) Public Health Emergency (PHE) website offers a list of Technical Assistance and Tools for Health and Emergency Management Professionals.

c. The Administration for Strategic Preparedness and Response Technical Resources, Assistance Center, and Information Exchange (ASPR TRACIE). 

d. Framework for Healthcare Emergency Management is a course offered by the Center for Domestic Preparedness for personnel who are responsible for the development, implementation, maintenance, and administration of emergency management programs and plans for healthcare facilities and/or systems. 

e. Emergency Management Principles and Practices for Healthcare Systems is a program on the California Hospital Association’s website. 

f. FEMA’s Emergency Management Institute (EMI) offers self-paced, online, Independent Study Courses designed for people who have emergency management responsibilities and the general public. All are offered free-of-charge to those who qualify for enrollment. 

i. IS-100: Introduction to the Incident Command System

ii. IS-230: Fundamentals of Emergency Management 

iii. IS-235.c: Emergency Planning 

iv. IS-700.b: Introduction to the National Incident Management System

v. IS-800.c: National Response Framework 

g. The Long Term Care Preparedness Toolkit was developed by the eight healthcare coalitions in Minnesota and the Minnesota Department of Health.  Collaboration with the Leading Age and Care Providers on this project also ensured that these tools target the needs of the LTC facilities.  

2. Regulatory Requirements 

There are different emergency management or emergency preparedness requirements for the different types of healthcare facilities. Listed below are the most common. 

a. The Centers for Medicare and Medicaid (CMS)

On September 8, 2016, the Federal Register posted the final rule Emergency Preparedness Requirements for CMS Participating Providers and Suppliers. All 17 types of healthcare providers and suppliers affected by this rule were to comply and implement all regulations on November 15, 2017. See the CMS website for the complete list of requirements, interpretive guidance, and other resources. Additional resources for compliance with the CMS Rule:

i. ASPR TRACIE 

ii. Understanding the CMS Rule (CMS webinar)

iii. Central and West Central Coalitions’ website

b. The Joint Commission 

The Joint Commission accredits the full spectrum of healthcare providers – including hospitals, ambulatory care settings, home care, nursing homes, behavioral health programs and laboratories. For emergency management, many of the standards that apply to hospitals apply to other settings across the care continuum. As such, the Joint Commission’s emergency management standards provide a valuable foundation and guide for healthcare organizations to coordinate planning and response efforts and establish Healthcare coalitions. See the Joint Commission Emergency Management Portal for more information on the standards. Additional Resources for compliance with the Joint Commission:

i. The Joint Commission EM Standards

ii. The Joint Commission Emergency Management Resources

c. DNV GL (Det Norske Veritas Germanischer Lloyd)

DNV GL was authorized by CMS to begin surveying hospitals in 2008. DNV GL surveys hospitals, critical access hospitals, and ancillary providers like home health, and hospice. Additional services include pharmacy, behavioral health, and convenience care clinics. 

3. All Hazards Planning 

An all-hazards approach focuses on capacities and capabilities that are critical to preparedness for a full spectrum of emergencies or disasters, including internal emergencies, man-made emergencies (or both) and natural disaster. This approach is specific to the location of the provider or supplier and considers the hazards most likely to occur in their areas. Rather than managing planning initiatives for a multitude of threat scenarios, an all-hazards approach develops capacities and capabilities that are consistent across a full spectrum of events. Thus, All Hazards does not mean “every hazard” but ensures those hospitals and all other providers and suppliers will have the capacity to address a broad range of related emergencies. Additional Resources for All Hazards Planning:

a. Ready.Gov Planning Reference

b. FEMA Guide for All Hazards Emergency Operations Planning

4. Incident Command System and Coordination 

The Incident Command System (ICS) is a standardized approach to the command, control, and coordination of emergency response providing a common framework for responding agencies. ICS came out of the fire service and was initially developed to address problems of inter-agency responses to wildfires in California and Arizona. Since then, it has been added to the National Incident Management System (NIMS) and evolved into use in All-Hazards situations by multiple agencies. 



Healthcare leaders recognized the value and importance of using an incident management system consistent with responders in emergency situations. The Hospital Incident Command System (HICS) was initially developed as the Hospital Emergency Incident Command System (HEICS) in California in the 1990s. HEICS became HICS in 2006 as the value and importance of using an incident management system to assist with daily operations, preplanned events, and non‐emergent situations as well as emergency incidents became apparent. The Fifth Edition of the Hospital Incident Command System (HICS) was released May of 2014. 



Additional Resources for HICS:

a. IS-100.C: Introduction to the Incident Command System

b. IS-200.C: Basic Incident Command System for Initial Response

c. The Center for HICS Training and Education 

d. HICS for Nursing Homes

e. HICS for Small Hospitals

The coalitions offer facility-specific training on the Hospital Incident Command System. Contact the regional coordinator to discuss any specific fee-based facility training/exercise needs.



H. [bookmark: _Toc114499104]Hazard Vulnerability Analysis (HVA) and Risk Assessments

The Hazard Vulnerability Analysis (HVA) and/or risk assessment is the cornerstone of an emergency management program. From this assessment, an EMC can determine the highest risks to their facility and guide planning efforts, training programs, and exercises based on the highest risk events. An HVA or risk assessment is required by regulatory bodies. 



There is no required format or process for conducting an HVA / risk assessment. But it should be conducted with a multidisciplinary process with representatives from all services that could be involved in an emergency. The process includes assessing the probability of each type of event, the risk it would pose, and the organization’s current level of preparedness. This HVA should also consider nearby community resources likely to be affected or called upon for assistance. 



Tools for HVAs / Risk Assessments:

1. American Society for Healthcare Engineering (ASHE) HVA Resources  

2. ASPR TRACIE HVA Tools 

3. California Association of Healthcare Facilities (CAHF) HVA Tools

4. California Hospital Association (CHA) Kaiser Permanente HVA Tool

5. Coalitions’ Resource Library – including the Kansas Model  HVA Tools



Resources for How to Conduct an HVA / Risk Assessment: 

1. ASPR TRACIE HVA Training Resources

2. ASPR PHE Hazard Vulnerability Analysis

3. Conducting a Hazard Vulnerability Analysis and Webinar

4. Northeast Florida Regional Council Outpatient Facility HVA Webinar

5. Northeast Florida Regional Council Inpatient Facility HVA Webinar 

6. Metrolina Healthcare Coalition Overview and Integration of HVAs Webinar

7. Ready.Gov Risk Assessment



I. [bookmark: _Toc114499105]Emergency Operations Plan (EOP) Writing 

A facility Emergency Operations Plan (EOP) outlines the management structure and processes that the organization utilizes to respond to and initially recover from an event. As mentioned above, an All-Hazards approach allows the organization the ability to respond to a range of emergencies varying in scale, duration, and cause. The EOP should also include: 

1. Introduction to the organization (type, services provided, geographic coverage, patient types)

2. Activation authority and procedure

3. Termination authority and procedure 

4. Use of the Incident Command System (or similar system) and position checklists 

5. Communication plan and Emergency Communications

6. Contact list for emergency services 

7. Hazard-specific response plans

8. Recovery strategies 

9. Alternate sites for care, treatment, and services 



Tools / Templates for an EOP

1. ASPR TRACIE EOP Resources

2. California Association of Healthcare Facilities EOP Resources  

3. California Hospital Association EOP Resources

4. Coalitions’ Resource Library 

5. Kansas Department of Health Hospital EOP Template

6. Minnesota Department of Health Long Term Care Toolkit 

7. 10 Keys to Healthcare Emergency Planning  



J. [bookmark: _Toc114499106]Communications With the Coalitions

During a response, emergency communication is vital for the coalition(s) to understand the impact at each of its member facilities and to be able to share vital information. Each coalition’s Communications Plan is contained within the Regional Response section of the Organizational & Emergency Operations Plan – located on the coalition website. Also included is a plan that discusses how coalitions, the State and Cross Border partners can communicate.

The coalitions are available 24/7 to support members. 

1. Routine communications with the coalition should be conducted via email.  Please email:  cwchealthcarecoaltions@centracare.com. 

2. For urgent needs, call 320-654-2720 (answered 24/7 by CentraCare’s Customer Contact Center).

MNTRAC is vital to the coalitions to gather and share information. See the MNTRAC resources and instructional cheat sheets in the coalitions’ Resource Library. 



K. [bookmark: _Toc114499107]Exercise Design 

An emergency management program is not complete without an exercise program. Exercises of all sizes provide a learning opportunity for staff and a way to evaluate response procedures ahead of an actual response. 



FEMA has created the Homeland Security Exercise and Evaluation Program (HSEEP) to standardize the approach to the design, conduct, and evaluation of exercises. FEMA also offers exercise design training. 

1. IS-120.C: An Introduction to Exercises



Additional Training and Resources for Exercise Design: 

1. ASPR TRACIE Exercise Program Resources 

2. CIDRAP Hospital and Health Facility Emergency Exercise Guide 

3. Coalitions’ Resource Library 

4. MDH Emergency Preparedness Training and Exercises

5. NETEC Highly Infectious Disease Exercises 



L. [bookmark: _Toc114499108]Training Opportunities 

For additional training on various Healthcare preparedness topics not already mentioned in this toolkit, see the links below. 

1. CDC’s Learning Connection 

2. Coalitions’ Training and Education 

3. FEMA’s Center for Domestic Preparedness Resident Training Courses 

4. FEMA’s Center for Domestic Preparedness Independent Study Programs

5. The Joint Commission Resources Learning Events  



M. [bookmark: _Toc114499109]Professional Organizations and Certifications 

This section contains a list of professional organizations, certifications, and opportunities for continuing education. 

1. Professional Organizations

a. Association of Healthcare Emergency Preparedness Professionals (AHEPP)

b. Association of Minnesota Emergency Managers (AMEM)

c. The International Association for Preparedness and Response (DERA)

d. National Emergency Management Association (NEMA) 





[bookmark: _Toc114499110]III. Introduction to Healthcare Coalitions 

A. [bookmark: _Toc114499111]History of the Hospital Preparedness Program (HPP)

Public health and medical leaders became concerned about the preparedness level of the health and medical system after the attacks of September 11, 2001, and the subsequent anthrax letters.  In 2002, the National Bioterrorism Hospital Preparedness Program was created. Approximately $125 million was spent to provide states with funding to address gaps in hospital preparedness and emphasize decontamination, maintaining pharmaceutical caches, identifying hospital bed surge capacity, and training providers in the diagnosis of diseases caused by bioterrorism.



In 2004, emphasis of the program shifted from a capacity-based, bioterrorism-focused program to an all hazards, capabilities-based approach. The change meant that hospitals could no longer meet requirements simply by purchasing equipment and/or supplies; they needed to demonstrate the capability to perform core functions common to all responses. In 2006, the Office of the Administration for Strategic Preparedness and Response (ASPR) was created to serve as the principal advisor to the Secretary of HHS on all matters related to public health and medical preparedness and response to public health emergencies. The HPP moved under ASPR in 2007, and ASPR became the single point of coordination and integration for all public health and medical preparedness programs with medical response programs and activities for the Federal government.



Within the National Response Framework, HHS uses the HPP to help address gaps in Healthcare preparedness and the National Disaster Medical System (NDMS) to augment damaged and/or  overwhelmed local medical systems in health emergencies. 



Hurricane Katrina in 2005 and the 2009 H1N1 influenza pandemic highlighted even more the importance of hospitals and Healthcare systems being prepared for potential threats and the consequences that occur when a community is ill-prepared. In 2012, ASPR released the National Guidance for Healthcare System Preparedness defined a set of Healthcare Preparedness Capabilities to assist Healthcare systems, Healthcare Coalitions (HCCs), and Healthcare organizations with preparedness and response. These capabilities aligned with the 15 Public Health Emergency Preparedness (PHEP) Capabilities released in March 2011 and were designed to facilitate and guide joint preparedness planning and ultimately assure safer, more resilient, and better-prepared communities. The following eight capabilities (shown with their aligned HPP/PHEP Capability numeric designation) were the basis for Healthcare system, Healthcare Coalition, and Healthcare organization preparedness:

1. Healthcare System Preparedness

2. Healthcare System Recovery

3. Emergency Operations Coordination

4. Fatality Management

5. Information Sharing

10. Medical Surge

14. Responder Safety and Health

15. Volunteer Management



Changes to the HPP came again in 2017 when ASPR released the 2017-2022 Healthcare System Preparedness and Response Capabilities to describe what the Healthcare delivery system has to do to effectively prepare for and respond to emergencies that impact the public’s health. The 2017-2022 Healthcare Preparedness and Response Capabilities document outlines the high-level objectives that the nation’s Healthcare delivery system (including HCCs and individual Healthcare organizations) should undertake to prepare for, respond to, and recover from emergencies. ASPR has provided expectations, priorities, and performance measures to assess progress toward building the capabilities. There are four capabilities defined within the HPP:

1. Foundations for Healthcare and Medical Response

2. Healthcare and Medical Response Coordination 

3. Continuity of Healthcare Services Delivery 

4. Medical Surge 

 

B. [bookmark: _Toc114499112]The Development of Healthcare Coalitions

Based on the evolution of the HPP, the concept of the HCC emerged as the need for coordinated planning efforts across the entire Healthcare community and to engage the non-Healthcare community in preparedness activities became apparent. The evolution of HCCs can be broken into three phases. 

1. 2002-2011: Individual facilities purchase equipment with HPP’s support. Hospitals use HPP funding to buy tangible resources like ventilators, mobile medical units, and pharmaceutical caches.

2. 2012-2016: HPP formalizes support for regional Healthcare coalitions. HPP funding is dispersed to HCCs to promote the development of healthcare capabilities as capabilities-based planning shifted from facility-level to community-level preparedness. 

3. 2017 and beyond: HPP emphasizes the role of the HCCs as response entities. HCCs use HPP funding to operationalize for response by optimizing membership and geographic coverage. 

According to the 2017-2022 Healthcare System Preparedness and Response Capabilities, HCCs are groups of individual Healthcare and response organizations in a defined geographic location that serve as multi-agency coordinating groups and support and integrate with public health and medical services activities. HCC member composition varies by jurisdiction but should include four core members: hospitals, emergency medical services (EMS), emergency management organizations, and public health agencies. Other partners may include behavioral health, long-term care, pharmacies, tribal entities, public safety, and multiple community-based and non-governmental organizations. HCCs have functions during both preparedness and response. HCCs serve as communication hub for participating entities and coordinate the sharing of resources, policy, and practices both prior to and during an event. 

C. [bookmark: _Toc114499113]The Role of Healthcare Coalitions in Response 

Although specific response roles vary by coalition, there are commonalities. 

1. Sharing information between HCC members and with other jurisdictional partners.

2. Maintaining situational awareness.

3. Sharing and coordinating resources.

4. Analyzing public health and Healthcare data.

5. Coordinating patient movement and evacuation.

6. Conducting disease surveillance functions.

7. Assisting with coordination of mass shelter operations.

8. Tracking patients and supporting family reunification.

9. Coordinating assistance centers and call centers.

10. Coordinating psychological care services.

11. Providing staff to support emergency operations centers (EOC)



Though the HCC as an entity may conduct specific response functions, individual HCC members must also perform roles specific to their organizations to carry out an effective response. Individual response roles that support the overall HCC response can vary by organization but can include the following:

1. Provide organization-specific information to HCC leads.

2. Provide bed availability counts, disease surveillance information, and patient tracking information.

3. Conduct planning and training activities with agency staff.

4. Contribute and share agency resources to help support surge needs and alleviate resource shortages.

5. Host community response sites and/or points of dispensing.

6. Provide talking points, messaging templates, and clinical recommendations.

In addition, HCCs use a variety of strategies to organize and coordinate response operations, including the following:

1. Establishing an HCC leadership committee to make decisions and set priorities.

2. Providing representatives to sit in the local emergency operations centers (EOC).

3. Utilizing existing HCC communication channels to share and receive emergency information.



D. [bookmark: _Toc114499114]Healthcare Coalitions in Minnesota 

Minnesota’s Center for Emergency Preparedness and Response is focused on supporting the regional coalitions as they assist in preparing Healthcare systems and their partners to mitigate, respond to, and rapidly recover from a growing list of man-made and natural threats. 



Each Healthcare Coalition in Minnesota has a Regional Healthcare Preparedness Coordinator(s) (RHPC). These RHPCs work together on plans and projects that ensure coordination across regions. 




[bookmark: _Toc114499115]Appendix A:   COALITION WEBSITE USER GUIDE SHEET



LINK TO THE WEBSITE:   www.cwchealthcarecoalitions.org

· Access to the full site requires membership – click on Register to request access to the site.  Once the request is made, allow 24 hours for the approval to go through. 



COALITION RESOURCES:

· This page is open to the public

· Contains:

· New Membership Toolkit

· Resource Library

· News



MEMBERS ONLY:

· Open to those that have registered on the site

· Contains:

· Coalition Chat Room (note – this is opened and used as a tool to communicate with coalition members during a response/exercise)

· Threat Assessment tools

· Continuity Planning tools

· Incident Command Training videos



Each coalition has their own pages within the website.  If you click on the arrow next to “coalitions” at the top of the screen, you will chose a coalition and be taken directly to each coalitions specific page.  

The coalition pages include:

· Membership list (updated to include all that are signed members in the coalition)

· Regional Plans (including the coalitions Organizational Emergency Operations Plan)

· Coalition and Facility Regional Resources

· News

· Exercise Documentation
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[bookmark: _Toc98603111][bookmark: _Toc167347391]Purpose

The Integrated Preparedness Plan (IPP) is the roadmap for the WCMHPC to accomplish the priorities described in the Assistant Secretary for Preparedness and Response (ASPR) Healthcare Preparedness and Response Capabilities and the Minnesota Department of Health (MDH) Healthcare Preparedness Program work plan. The WCMHPC has pursued a coordinated strategy that combines enhanced planning, innovative training, and realistic exercises to strengthen Minnesota’s healthcare response capabilities.

The roles of regional healthcare coalition disaster planning, response and recovery have increased significantly over the last decade. An all hazards based training and exercise program improves response and recovery plans and provides responders with the knowledge and experience required to be more effective in their roles. This three-year schedule of trainings and exercises will reflect detailed information for the first year and planning assumptions for the second and third year. 

This IPP is composed of planned trainings and exercises identified and developed by the coordinated efforts of healthcare facilities and their respective healthcare coalition. It reflects previous and future progression of trainings and exercises using the Homeland Security Exercise and Evaluation Program (HSEEP) building-block approach. Assessments conducted over the last year will be used to identify the exercise needs of healthcare and public health partners and their expectations of local emergency response partners as well as private and volunteer-based organizations.

During these next three years, the WCMHPC and MDH will build on the many discussion and operational exercises completed during previous years in planning the current period’s exercise schedule. This schedule is developed to meet the identified gaps and will be updated annually at the beginning of each grant year.




[bookmark: _Toc98603112][bookmark: _Toc167347392]Healthcare Coalition Training and Exercise Priorities

The West Central Minnesota Healthcare Preparedness Coalition regional advisory committee met January 2024 and discussed the plan for the upcoming budget periods as well as plans for training and exercises for the next three years. The information identified is included in this IPP. The coalition determined its’ education, training, and exercise priorities based on past After Action Reports/Improvement Plans (AAR/IPs), education, training, and exercise participant feedback, requirements provided by the MDH HPP work plan and the coalitions annual Hazard Vulnerability Assessment (HVA) which is reviewed and updated annually in January. The coalition conducts a training and exercise workshop annually in the Spring of each year. During this workshop, the advisory committee and all coalition members and partners have the opportunity to review the workplan and discuss the exercise and education needs of the coalition. The TEP will be reviewed and revised annually or with any noteworthy events to assure alignment of HPP capabilities by the West Central Region Advisory Committee. 

The training courses and exercises chosen for WCMHPC are based on HPP guidance, coalition member feedback and annual assessment of progress. Healthcare facilities are at differing levels of emergency preparedness due to the number of resources dedicated to facility emergency preparedness and staff turnover. WCMHPC works to offer varying levels of education, training, and exercises to meet the needs of many healthcare coalition members. WCMHPC will offer education, training and exercise opportunities that maintain knowledge and challenge coalition members. WCMHPC will continue to identify improvements and test corrective actions. As WCMHPC members participate in real events and exercises lessons learned and best practices gained will be shared with coalition partners.

The participation includes hospitals, clinics, long term care facilities, emergency medical services, emergency management departments, and local public health agencies and other healthcare providing services within the following counties:

		Traverse

		Douglas



		Grant

		Otter Tail



		Wilkin

		Stevens



		Pope

		Clay







Training and exercises will also include cross border partners in North and South Dakota as well as cross regional partners – Central MN Healthcare Preparedness Coalition and the Northwest MN Healthcare Preparedness Coalition & the MN Mobile Medical Team.



WCMHPC Appendix A.5.6 Integrated Preparedness Plan – April 2023	1	

[bookmark: _Toc98603113]Training Schedule

		Name of training course

		Proposed date(s)

		Proposed location(s)

		Target audience

		HPP Capability

HPP Objective

HPP Activity

		Gaps addressed (from AAR/IPs, strategic planning, etc.)

		Funding type (HPP, PHEP, other – please specify)



		Access & Functional Needs Updates

		Annually in July TBD

		Virtual

		All coalition members

		Capability 1

Objective 4

Activity 2

		Ongoing education to ensure coalition members have plans that incorporate the AFN population.

		HPP







		[bookmark: _Hlk137031002]MNTrac Lunch-N-Learn

		July (2nd Tuesday)

12:00-13:00

		EP Virtual Academy

		All Coalition Members

		Capability 2

Objective 2

Activity 3

		This is your opportunity to gain experience the ins and outs of MNTrac and to get inexperienced users the required training to enable them to adequately utilize this resource.

		HPP



		Infectious & Emerging Disease Updates



		Annually in September TBD

		Virtual

		All Coalition

		Capability 3

Objective 5

Activity 2



Capability 4

Objective 2

Activity 9

		Due to frequent changes in identification processes, prevention, and treatment measures; this annual update allows the regional epidemiologist the opportunity to focus on current and potential infectious disease issues. 

		HPP 



		Regional HVA Workshop & Updates

		Annually in January 

		Virtual

		All Coalition Members

		Capability 1

Objective 2

Activity 1

		Assessing regional hazards is needed annually to stay current on understanding and planning for regional risks to minimize gaps in planning and exercising.

		HPP



		Executive Engagement/ Coalition Overview & Review

		Annually in October TBD

		In-Person or Virtual (TBD)

		Executive leadership

		Capability 1 

Objective 5

Activity 2

		Identified as a gap within the region, there is a lack of engagement and understanding from Executives about the coalition. This platform will be used to update executive leaders about coalition activities and to provide a continued forum to discuss sustainability of the coalition.

		HPP



		HVA – A how to…

		Oct 2024 (30th) 09:00-11:00

		EP Virtual Academy

		All Coalition Members

		Capability 1

Objective 2

Activity 1

		This course will review how a facility can conduct a hazard vulnerability analysis, the recommended requirements for follow up, and how to utilize the HVA in future emergency preparedness/continuity planning.

		HPP



		Exercise Planning/ Documentation/AAR/IP    

		Oct 2025 (29th) 13:00-15:00

		EP Virtual Academy

		All Coalition Members

		Capability 1

Objective 4

Activity 2

		This course will review how to develop an exercise and training plan to meet the requirements of CMS. It will include a review of the documents/templates that can be used to create an exercise as well as discuss the required documents necessary for follow up after completion of the exercise. Exercises can be beneficial to highlight best practices as well as to identify gaps in planning.

		HPP



		E-TAGS/ TEMPLATES/MDH TOOLKIT Review/      EOP UPDATE

		Oct 2026 (28th) 10:00-12:00

		EP Virtual Academy

		All Coalition Members

		Capability 1

Objective 2

Activity 5

		This course will review the current CMS requirements for the long-term care facility emergency operations plans – to include a review of the most frequent E-tag citations and a discussion about tools and resources available to assist facilities in maintaining their plans.

		HPP



		Burn Surge Planning Updates

		Annually in November TBD

		Virtual

		Hospitals & EMS

		Capability 4

Objective 2

Activity 6

		Managing a burn patients or multiple burn patients are identified as a substantial risk in the West Central Region. Due to the rural nature of the region, there is a lack of burn specialists and resources. In a surge event, the potential for caring for an increase in burn patients will provide a strain on the region. This training will introduce the regional burn plan and the State Burn Surge plan and identify areas and resources to assist healthcare facilities at the local level. 

		HPP





		Alternate Care Site Planning Updates

		Annually in January TBD

		Virtual

		All Coalition

		Capability 4

Objective 2

Activity 3

		Review the regional ACS plan and discuss the tools and resources available to ensure that the local healthcare partners (hospitals and long-term care) have functionable plans. Refer to COVID ACS issues in WC HPC.

		HPP



		MNTrac Lunch-N-Learn

		January (2nd Tuesday) 12:00-13:00

		EP Virtual Academy

		All Coalition Members

		Capability 2

Objective 2

Activity 3

		This is your opportunity to gain experience the ins and outs of MNTrac and to get inexperienced users the required training to enable them to adequately utilize this resource.

		HPP



		E-TAGS/ TEMPLATES/MDH TOOLKIT Review/      EOP UPDATE

		Feb 2025 (13th) 10:00-12:00

		EP Virtual Academy

		All Coalition Members

		Capability 1

Objective 2

Activity 5

		This course will review the current CMS requirements for the long-term care facility emergency operations plans – to include a review of the most frequent E-tag citations and a discussion about tools and resources available to assist facilities in maintaining their plans.

		HPP



		HVA – A how to…

		Feb 2026 (12th)

09:00-11:00

		EP Virtual Academy

		All Coalition Members

		Capability 1

Objective 2

Activity 1

		This course will review how a facility can conduct a hazard vulnerability analysis, the recommended requirements for follow up, and how to utilize the HVA in future emergency preparedness/continuity planning.

		HPP



		Exercise Planning/ Documentation/AAR/IP    

		Feb 2027 (11th) 13:00-15:00

		EP Virtual Academy

		All Coalition Members

		Capability 1

Objective 4

Activity 2

		This course will review how to develop an exercise and training plan to meet the requirements of CMS. It will include a review of the documents/templates that can be used to create an exercise as well as discuss the required documents necessary for follow up after completion of the exercise. Exercises can be beneficial to highlight best practices as well as to identify gaps in planning.

		HPP



		Integrated Preparedness Plan Strategic Planning Workshop

		Annually in March TBD

		Virtual

		All coalition

		Capability 1

Objective 2

Activity 3 & 5

Objective 4

Activity 1 - 6

		This workshop will review lessons learned in real events, and gaps identified in exercises to develop and review the IPP for the upcoming budget period in order to update the IPP to address those gaps and needs.

		HPP



		Facilitator and Controller Training

		Annually in April TBD



		In-Person

		All coalition

		Capability 1

Objective 4

Activity 3 - 5

		The success of an exercise is dependent upon the evaluators and controller’s preparation towards the exercise. This training will provide essential information that will allow them to facilitate and evaluate the exercise in alignment with the coalition’s objectives. It has been identified that without training, exercises do not meet the desired objectives or outcomes. This training is offered multiple times throughout the year – provided one month prior to all of the scheduled exercises.

		HPP 



		Hands on PPE Training 

		Annually in April TBD



		In-Person

		Hospitals & EMS

		Capability 3

Objective 5

Activity 2

Capability 4

Objective 2

Activity 5

		Facilities within the region have identified varied levels of ability to react to HCID & CBRNE events. Training will provide a baseline for inexperienced staff.

		HPP





		LTC/SNF Workshop

		May 7th. 2024

		In-Person

		All LTC, SNF, EM, & LPH

		Capability 3

Objective 6

Activities 1 & 2

		Workshop to discuss and facilitate education and exercise around shelter-in-place and evacuation.

		HPP



		TEEX PER-211

		May 5th – 8th, 2025

		In-Person

		All Coalition

		Capability 4

Objective 2

Activity 5

		TEEX training regarding the care for a CBRNE patient in the medical setting.

		HPP



		Crisis Communication with Technology & Social Media Updates



		Annually in May TBD



		Virtual

		All coalition

		Capability 2

Objective 2

Activity 1 – 3

		Best practices and lessons learned indicate that social media can be a powerful communication tool during disasters. Past exercises have identified a gap in using the public information officer role within the ICS structure. This training will identify further, the roles and responsibility of the PIO as well as other support staff in monitoring, responding to, and creating media messaging. 

		HPP



		[bookmark: _Hlk137202188]Communication Pathway & Systems Trainings

		First Wed of every month

		Virtual

		All Coalition Members

		Capability 1

Objective 4

Activity 1 – 6

Capability 2

Objective 2

Activity 1-3

		Functional exercise to evaluate the coalition members ability to use a single mode of communications available to the coalition – including MNTrac, Email, 800 MHz radio, SitRep documents, and coalition website.

Examine the notification and communication processes among local, regional, and state partners.

		HPP



		FEMA HERT Training

		TBD as Needed

		Virtual

		All Coalition Members

		Many

		It is an OSHA requirement that hospital sites educate, train, and prepare for CBRNE events.

		HPP



		MNTrac Initial Trainings & Updates

		As Needed

		Facility Specific and WebEx

		All Coalition Members

		Capability 2

Objective 2

Activity 3

		Due to adding LTC other HC organizations and staff turnover, frequent offerings need to be done

		HPP





[bookmark: _Toc98603114]Exercise Schedule

Exercise Description Template Instructions:  Please provide the following information in the corresponding section on the Exercise Description Template Name of planned training

Exercise Name (e.g., Region 1 Healthcare Coalition MCI/District 6 Public Health Region)

Exercise Type (e.g., functional, or full-scale or those that lead to FE/FSE, Tabletop exercise TTX, drills, or workshops. 

Exercise Date (e.g., specific date, date range, quarter, etc.)

Target audience: Partners who will participate in the exercise (e.g., coalition focused, hospital focused, LTC focused, etc.)

HPP Capability, Objectives and Activities: List the corresponding HPP capabilities, objectives, and activities to be evaluated (Reference Appendix A for list of HPP Capabilities)

Gaps addressed by the exercise.

Funding type that supports the planning, implementation, and analysis of the training.

		Name of exercise

		Exercise Type

		Proposed date(s)

		Target audience

		HPP Capability HPP Objectives

HPP Activity

		Gaps addressed (from AAR/IPs, strategic planning, etc.)

		Funding type (HPP, PHEP, other – please specify)



		WCMHPC 

Unknown Surge Exercise

		TTX

		

		All Coalition Partners

		Capability 4

Objective 2 

Activity 1 - 11

		Annually we will assess and provide an exercise specific to a regional concern (e.g., Peds, Burn, CBRN, Infrastructure Failure, Weather)

		HPP



		WCMHPC Biannual Communications Exercise

		Drill		Apr 2024

Oct 2024

Apr 2025

Oct 2025

Arp 2026

Oct 2026

Arp 2027

		All Coalition Partners

		Capability 2

Objective 2

Activity 1-3



Capability 1

Objective 4

Activity 1 – 6

		Functional exercise to evaluate the coalition members ability to use multiple modes of communications available to the coalition – including MNTrac, Email, 800 MHz radio, and website.

Examine the notification and communication processes among local, regional, and state partners.

		HPP



		WCMHPC Patient Movement Exercise

		FE (Functional Ex)		Annually in January

		All Coalition Partners

		Capability 1

Objective 4

Activity 1 – 6



Capability 3

Objective 6

Activity 1 & 2



Capability 4

Objective 1

Activity 1 – 3



Capability 4

Objective 2

Activity 1 - 3, 11

		This functional exercise evaluates the ability of hospital staff to utilize the Regional Patient tracking plan and track the locations of patients utilizing the MNTrac patient tracking program. Also, to look at patient movement in general.

		HPP



		WCMHPC

ASPR MRSE

		FE (Functional Ex)

		Annually in March

		All Coalition Partners

		Capability 4

Objective 2

Activity 1 & 2

		Medical surge has been identified in AAR’s as a needed item to assess and train on as required by ASPR

		HPP
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		Name of Training Course

		Training Type

		Target audience

		HPP Capability HPP Objectives

HPP Activity

		Course Overview

		Funding type (HPP, PHEP, other – please specify)



		Advanced Burn Life Support (ABLS)

		TBD

		Healthcare Members Responsible for Burn Care

		Capability 4

Objective 2

Activity 6

		Advanced Burn Life Support (ABLS) programs provide knowledge for immediate care of the burn patient up to the first 24-hours post injury. ABLS programs also support emergency preparedness and mass casualty incidents focusing on triage, burn survivability, prioritizing transport of patients, and patient treatment. ABLS is available for a wide range of burn care professionals.

		TBD (FEE)



		Comprehensive Advanced Life Support (CALS)

		TBD

		Healthcare Members Responsible for Advanced Trauma Care

		Capability 4

Objective 2

Activity 7

		CALS is an acronym for Comprehensive Advanced Life Support, our exclusive curriculum addresses the broad educational needs of doctors, advanced practitioners, nurses, and paramedics working in rural, remote, and global emergency departments.

		TBD (FEE)



		Emergency Nursing Pediatric Course (ENPC)

		TBD

		Healthcare Members Responsible for Pediatric Trauma Care

		Capability 4

Objective 2

Activity 4

		ENPC, 5th Edition, emphasizes the importance of accurately assessing a child with acute illness or injury. The course is designed to provide the core-level pediatric knowledge and skills needed to accurately assess and implement evidence-based interventions to improve outcomes for this high-risk patient population.

		TBD (FEE)



		Trauma Nursing Core Course (TNCC)

		TBD

		Healthcare Members Responsible for Trauma Care

		Capability 4

Objective 2

Activity 7

		TNCC, 8th Edition, prepares emergency nurses for life-threatening trauma cases when every second counts. The course gives you the knowledge, critical thinking skills and training needed to provide high-quality trauma nursing care.

		TBD (FEE)



		Framework for Healthcare Emergency Management (FRAME AWR-900)

		Resident In-Person (CDP)

		Healthcare Command Staff & Emergency Preparedness Leaders

		Capability 1

Objective 4

Activity 1

		Framework for Healthcare Emergency Management (FRAME) is a four-day course designed for personnel who are responsible for the development, implementation, maintenance, and administration of emergency management programs and plans for healthcare facilities and/or systems (e.g., hospitals, clinics, or community health centers). Functional areas addressed in this course include an overview of relevant standards, regulations, and organizations; integration with agencies and stakeholders; the Incident Command System (ICS) as it applies to healthcare; plans and the planning process; facility and personnel preparedness; exercises and training; and surge and related mass casualty issues (including patient care and/or ethics, evacuation, public affairs, and risk communications), recovery, and finances/reimbursement.

		DHS



		Medical Management of CBRNE Events (PER-211)

		At your own facility (TEEX)

		Coalition Members Exposed to CBRNE Events

		Capability 4

Objective 2

Activity 5

		PER 211, Medical Management of Chemical, Biological, Radiological, Nuclear and Explosives, (CBRNE) Events answers these questions and more as you learn how to distinguish between different agents of concern that could be used in a major incident. 

		DHS/ FEMA



		Respiratory Protection: Program Development and Administration (RP PER-263)

		Resident In-Person (CDP)

		Respiratory Protection Program Administrators & Fit Test Staff

		Capability 3

Objective 5

Activity 1 & 2

		Respiratory Protection: Program Development and Administration (RP) is a three-day course that provides essential information and the skills required to develop, implement, administer, and sustain a respiratory protection program that fully complies with the laws and regulations regarding emergency-response actions.

		DHS



		Instructor Training Course (ITC PER-266)

		Resident In-Person (CDP)

		All Instructors

		Capability 1

Objective 4

Activity 1 - 6

		ITC is a 4-day training course that provides instruction on adult learning, instructor competencies, classroom strategies, communication skills, instructional delivery, use of technology in a classroom, and assessment of student learning outcomes. The course utilizes current training delivery strategies, which are supported by a series of facilitated discussion and practical exercises that require the participant to demonstrate advanced instructor skills. At the conclusion of this training program, the participant will demonstrate knowledge to
provide instruction to the adult learning audience.

		DHS



		Emergency Medical Operations for CBRNE Incidents (EMO PER-267)

		Resident In-Person (CDP)

		EMS

		Capability 4

Objective 2 

Activity 5

		The Emergency Medical Operations for CBRNE Incidents (EMO) is a four-day course that prepares responders to effectively respond to a chemical, biological, radiological, nuclear, or explosive (CBRNE) or mass casualty incident. The four-day EMO course provides classroom lectures, extensive hands-on training, and culminates with a hands-on practical exercise that allows responders to implement the emergency-response knowledge and skills learned during the course.

		DHS



		Personal Protective Measures for Biological Events (PER-320)

		At your own facility (TEEX)

		Coalition Members Exposed to Biological Events

		Capability 3

Objective 5

Activity 1 & 2

		Personal Protective Measures for Biological Events provides students with an overview of personal protective equipment (PPE) and includes an experiential learning activity (ELA) practicing donning and doffing PPE Level C. Additionally, there is a review of the diverse types of decontamination and an ELA practicing technical decontamination.

		DHS/ FEMA



		Barrier Precautions and Controls for Highly Infectious Disease (HID PER-321)

		Resident In-Person (CDP)

		Infectious Disease Staff and Team Members

		Capability 3

Objective 5

Activity 1 - 2

		This course is a four-day training course designed to provide to provide emergency medical service, healthcare, and public health professionals with knowledge and practical experience in the barrier precautions and infection control guidelines and procedures for triaging, transporting, transferring, treating, and managing risk of transmission in persons with highly infectious diseases. This course provides realistic practical application in the handling and treatment of persons with a highly infectious disease, develops critical thinking ability with regard to the decisions that must be effectively made to prevent providers, other patients, and visitor infections when handling and treating persons with a highly infectious disease, and provides knowledge and experience that aids in assessing the risk and reducing the potential for infection of responders, healthcare providers, and other patients. Lastly, students conduct a series of patient management and treatment exercises in a realistic healthcare setting to include presentation at an emergency room, treatment in a hospital isolation ward, and non-clinical skills using best practice barrier precautions and infection control procedures.

		DHS



		Hospital Emergency Response Training for Mass Casualty Incidents (HERT PER-902)

		Resident In-Person (CDP)

		Hospital Staff

		Capability 4

Objective 2

Activity 5

		The Hospital Emergency Response Training for Mass Casualty Incidents (HERT) course addresses healthcare response at the operations level for the facility and its personnel. This three-day course prepares healthcare responders to utilize the Hospital Incident Command System — integrating into the community emergency response network while operating an Emergency Treatment Area as hospital first responders during a mass casualty incident involving patient contamination. The healthcare responders will determine and use appropriate personal protective equipment and conduct triage followed by decontamination of ambulatory and non-ambulatory patients as members of a Hospital Emergency Response Team.

		DHS



		Senior Officials Workshop for All-Hazards Preparedness (MGT-312)

		At your facility (TEEX)

		Senior Leaders & Elected Officials

		Capability 1

Objective 5

Activity 1 - 5

		This course provides a forum to discuss strategic and executive-level issues related to all-hazard disaster preparedness, to share proven strategies and best practices, and to enhance coordination among officials responsible for emergency response and recovery from a disaster. This workshop integrates a multimedia scenario and vignettes that highlight key issues and facilitates executive-level discussion of the United States’ National Strategy for Homeland Security. Additionally, the forum provides an opportunity to apply lessons learned from past local and national all-hazards disasters.

		DHS/ FEMA



		Enhanced All-Hazards Incident Management/ Unified Command (MGT-314)

		Resident In-Person (TEEX)

		Advanced Healthcare Command Staff & Emergency Preparedness Leaders

		Capability 1

Objective 4

Activity 1 & 2

		The Enhanced Incident Management/Unified Command for All Hazards course focuses on incident management skills, staff responsibilities, and the related situational awareness skills using a computer-driven training simulation designed to create a challenging decision-making environment in an expanding complex incident.

		DHS/ FEMA



		Public Information in an All-Hazards Event (MGT-318)

		At your facility (TEEX)

		Senior Leaders, Elected Officials, & Information Sharing Individuals

		Capability 2

Objective 2

Activity 1 – 3

		This course examines the role of public information in all-hazards incident management and provides practical training in crisis communication techniques. In a major incident, it is imperative that community leaders, incident managers, and Public Information Officers (PIOs) are prepared to communicate with the public through traditional and social media. The course consists of three modules.

		DHS/ FEMA



		Medical Countermeasures Awareness for Public Health Emergencies (MGT-319)

		Resident In-Person (CDP)

		All Coalition Partners

		Capability 4

Objective 2

Activity 10

		This course is a guide for local health officials and their partners to coordinate plans to provide mass distribution of medical countermeasures in response to a large-scale public health incident. This course focuses on planning considerations, recommendation to achieve the Centers for Disease Control and Prevention’s (CDC’s) 48-hour standard for Mass Prophylaxis, and the local community’s Mass Prophylaxis and Point of Dispensing (POD) site preparedness. The course material is applicable to pandemic influenza, bioterrorism, and other public health emergencies.

		DHS/ FEMA



		Crisis Leadership & Decision Making (MGT-340)

		At your facility (TEEX)

		Senior Leaders & Elected Officials

		Capability 1

Objective 5

Activity 1 – 5

		The Crisis Leadership and Decision-Making seminar is an executive-level presentation for the nation’s senior elected and appointed officials at the city, county, region, territory, tribal, and state levels. Seminar participants discuss the strategic and executive-level issues and challenges related to preparing for and responding to a catastrophic incident. The venue provides an excellent opportunity to share proven strategies and practices and apply lessons-learned from past natural and man-made disasters.

		DHS/ FEMA



		Incident Command System (ICS) Forms Review

		At your facility (TEEX)

		Healthcare Command Staff & Emergency Preparedness Leaders

		Capability 1

Objective 4

Activity 1

		Learn about and use the most common Incident Command System (ICS) forms. The course will prepare you to work with the ICS Forms used in the Incident Command Planning process to assist in the development of an Incident Action Plan (IAP).

		DHS/ FEMA



		Disaster Preparedness for Healthcare Organizations within the Community Infrastructure (MGT-341)

		At your facility (TEEX)

		Healthcare Command Staff & Emergency Preparedness Leaders

		Capability 1

Objective 5

Activity 2 & 4

		The Disaster Preparedness for Healthcare Organizations Within The Community Infrastructure course provides information specific to healthcare organizations vulnerability to a disaster. During this FEMA sponsored course, participants will be introduced to the various natural, technological, and civil hazards to which healthcare organizations may be vulnerable and the potential impacts of those hazards.

		



		Incident Command: Capabilities, Planning, & Response Actions for All Hazards (IC MGT-360)

		Resident In-Person (CDP)

		All Command Staff & Emergency Preparedness Leaders

		Capability 1

Objective 4

Activity 1 & 2

		Incident Command: Capabilities, Planning, and Response Actions for All Hazards (IC) is a three-day course that provides management-level responders working in supervisory positions with knowledge of how decisions made by responders from various disciplines can impact the handling of a chemical, biological, radiological, nuclear, or explosive (CBRNE) incident. The importance of planning and training for a CBRNE incident response is stressed to participants, thus the course incorporates preparedness planning considerations and incident management concepts to train participants to serve as members of an incident management team. Participants are immersed in a curriculum that will promote development of their abilities to evaluate the threat, identify and prioritize probable targets, measure required capabilities, and discuss the Incident Response Plan (IRP) and Incident Action Plan (IAP) processes. The course culminates with a real-time, scenario-driven tabletop exercise that requires participants to apply concepts learned during the course to plan for and manage emergency response resources.

		DHS



		Community Preparedness for Cyber Incidents (MGT-384)

		At your facility (TEEX)

		IS & IT Leaders and Staff

		Capability 3

Objective 4

		MGT 384, Community Preparedness for Cyber Incidents, is designed to provide organizations and communities with strategies and processes to increase cyber resilience. During this 12-hour course, participants will analyze cyber threats and initial and cascading impacts of cyber incidents, evaluate the process for developing a cyber preparedness program, examine the importance and challenges of cyber related information sharing and discover low to no-cost resources to help build cyber resilience.

		DHS/ FEMA



		Pediatric Disaster Response and Emergency Preparedness (MGT-439)

		At your facility (TEEX)

		All Coalition Partners with Pediatric Exposure

		Capability 4

Objective 2

Activity 4

		This course prepares students to effectively, appropriately, and safely plan for and respond to a disaster incident involving children, addressing the specific needs of pediatric patients in the event of a community-based incident. Pediatric specific planning considerations include mass sheltering, pediatric-triage, reunification planning and pediatric decontamination considerations. This is not a hands-on technical course, but instead a management resource course for stakeholders like pediatric physicians, emergency managers, emergency planners, and members of public emergency departments like EMS, Fire, Police, Public Health, and Hospitals in field of disaster response and preparedness work.

		DHS/ FEMA



		Physical and Cybersecurity for Critical Infrastructure (MGT-452)

		At your facility (TEEX)

		IS & IT Leaders and Staff

		Capability 3

Objective 4

		The national and economic security of the United States depends on the reliable functioning of critical infrastructure. This course encourages collaboration efforts among individuals and organizations responsible for both physical and cybersecurity toward development of integrated risk management strategies that lead to enhanced capabilities necessary for the protection of our Nation’s critical infrastructure.

		DHS/ FEMA



		Recovering from Cybersecurity Incidents (MGT-465)

		At your facility (TEEX)

		IS & IT Leaders and Staff

		Capability 3

Objective 4

		This course is designed to provide guidance for the implementation of an effective cybersecurity incident recovery program from a pre-incident and post-incident perspective. The training focuses on connecting IT with emergency management and is intended for government, critical infrastructure, and private sector personnel who have the responsibility for recovering after a cyber incident. Short term tactical and long-term strategic activities are discussed culminating in the development of an action plan.

		DHS/ FEMA



		Healthcare Leadership for Mass Casualty Incidents (HCL MGT-901)

		Resident In-Person (CDP)

		All Coalition Partners

		Capability 1

Objective 4

Activity 1 – 3

		Healthcare Leadership for Mass Casualty Incidents is a four-day course that addresses disaster preparedness at the facility and system level. Healthcare leaders must be prepared for any incident that results in multiple casualties, whether it is the result of a natural disaster; an accidental or intentional release of a chemical, biological, radiological, nuclear, or explosives (CBRNE) hazard; or a disease outbreak that results in an epidemic or pandemic. This course focuses on preparing healthcare leaders to make critical decisions in all-hazards disaster emergency preparedness activities. Responders learn essential disaster-planning response and recovery functions through lecture/ discussion format that are then applied in a tabletop exercise and a two-day functional exercise.

		DHS



		Managing Public Information for All Hazard Incidents (MPI MGT-902)

		Resident In-Person (CDP)

		Senior Leaders, Elected Officials, & Information Sharing Individuals

		Capability 2

Objective 2

Activity 1 – 3

		Managing Public Information for All-Hazards Incidents (MPI) is a four-day course that provides students with the practical knowledge of the role of the Public Information Officer, the National Incident Management System, emergency communications methods, risk communication, and interpersonal skills. Students also learn message development and delivery, legal considerations, press conferences, the operation of a Joint Information Center, stress management, and strategic communication and planning. Additionally, students conduct various public information activities and exercises, to include writing messages and conducting press conferences. The course culminates with a practical exercise designed to plan, develop, integrate, and disseminate public information for an emergency, incident, or disaster as part of a Joint Information Center.

		DHS



		Evacuation Training (Med Sled, Slyde, or another device)

		In-Person (At your own facility)

		All Coalition Partners

		Capability 3

Objective 6

Activity 1

		Patient movement can be challenging during normal business; however, during a crisis staff must be prepared and understand all of the equipment that is at their disposal. Planning, Education, and Training are essential to smooth operations during an event.

		F-F-S



		ARMER 800 MHz Radio Training & Guidance

		In-Person (At your own facility)

		Coalition Partners w/ 800 MHz portable radios

		Capability 2

Objective 2

Activity 1 & 3

		ARMER participation requires education, training, and hands-on training for all end users annually

		F-F-S



		ICS 700, 100, 200, & 800 Training and/or Refresher

		In-Person (At your own facility)

		All Coalition Partners

		Capability 1

Objective 4

Activity 1

		NIMS & ICS are the core components to successful planning, education, training, and response to an emergency or crisis. With proper preparation and training, real-life events can be managed no differently than day-to-day operations. Utilizing an ICS mindset daily, prepares the team for response to the unexpected.

		F-F-S



		Exercise, Planning, Coordination, Facilitation and/or Evaluation

		In-Person (At your own facility)

		All Coalition Partners

		Capability 1

Objective 4

Activity 1 – 6

		Often an outside perspective is beneficial in giving a non-bias opinion to plans, training, and execution. Planning, Education, and Training are essential to smooth operations during an event.

		F-F-S










WCMHPC Appendix A.5.6 Integrated Preparedness Plan – April 2023					1					

[bookmark: _Toc98603116][bookmark: _Toc167347393]HPP and Ebola Exercise Guidance

[bookmark: _Toc98603117]HPP Exercise Grant Requirements

The Healthcare Preparedness Program IPP is based on the 2017-2022 Healthcare Preparedness and Response Capabilities (HCPRCs), as well as the overarching requirements, improvement plan corrective actions and other capabilities outlined in the Minnesota FY 2017-2022 Hospital Preparedness Program (HPP)-Public Health Emergency Preparedness (PHEP) Cooperative Agreement Application.

HPP-PHEP sub-awardees may use funds to support the cost of health and medical worker participation in training centered on:  cross-cutting capability development; preparing workers with the necessary knowledge, skills, and abilities to perform/enhance the capability; and to participate in exercises on those capabilities or related systems. 

The WCMHPC will:

Show evidence in the HPP Budget work plans, budget justification, and technical assistance plans that all training is purposefully designed to close operational gaps and sustain jurisdictionally required capabilities.

Conduct a Healthcare Coalition training and exercise planning workshop (T&EPW).

Develop a Healthcare Coalition three-year IPP based on the HPP Capabilities and identified gaps.

Conduct an annual Coalition Surge Test to assess overall healthcare system response, inclusive of all HCC hospitals (low/no-notice exercise to evaluate ability of HCCs to transition quickly into “disaster mode”). Coalition Surge Test information is located at the following link: http://www.phe.gov/Preparedness/planning/hpp/Pages/coaltion-tool.aspx.

Conduct at least two HCC-level redundant communication drills annually to evaluate the effectiveness of the systems and platforms (e.g., bed/resource tracking systems, amateur and commercial radio, satellite phones, etc.).

Consider other HCC-level functional or full-scale HSEEP based exercises as able to evaluate HPP Capabilities, Performance Measures, and other identified HCC All-Hazards Plan gaps.

Consider the access and functional needs of at-risk individuals and engage these populations in healthcare coalition-based exercises.

Complete and submit after-action reports and improvement plans (AAR/IPs) for all responses to real incidents and for exercises conducted during the next three calendar years to demonstrate compliance with HPP and PHEP program requirements. HCC and PHEP awardees should provide an AAR/IPs for each qualifying exercise within 90 days.

[bookmark: _Toc98603118]HPP Capabilities, Objectives, and Activities

Capability 1: Foundation for Healthcare and Medical Readiness

Objective 1: Establish and Operationalize a Healthcare Coalition

· Activity 1: Activity 1. Define Healthcare Coalition Boundaries

· Activity 2. Identify Healthcare Coalition Members

· Activity 3. Establish Healthcare Coalition Governance

Objective 2: Identify Risk and Needs

· Activity 1. Assess Hazard Vulnerabilities and Risks

· Activity 2. Assess Regional Healthcare Resources

· Activity 3. Prioritize Resource Gaps and Mitigation Strategies

· Activity 4. Assess Community Planning for Children, Pregnant Women, Seniors, Individuals with Access and Functional Needs, Including People with Disabilities, and Others with Unique Needs 

· Activity 5. Assess and Identify Regulatory Compliance Requirements

Objective 3: Develop a Healthcare Coalition Preparedness Plan

Objective 4: Train and Prepare the Healthcare and Medical Workforce

· Activity 1. Promote Role-Appropriate National Incident Management System Implementation

· Activity 2. Educate and Train on Identified Preparedness and Response Gaps

· Activity 3. Plan and Conduct Coordinated Exercises with Healthcare Coalition Members and Other Response Organizations 

· Activity 4. Align Exercises with Federal Standards and Facility Regulatory and Accreditation Requirements

· Activity 5. Evaluate Exercises and Responses to Emergencies

· Activity 6. Share Leading Practices and Lessons Learned

Objective 5: Ensure Preparedness is Sustainable

· Activity 1. Promote the Value of Healthcare and Medical Readiness

· Activity 2. Engage Healthcare Executives

· Activity 3. Engage Clinicians

· Activity 4. Engage Community Leaders.

· Activity 5. Promote Sustainability of Healthcare Coalitions

Capability 2: Healthcare and Medical Response Coordination

Objective 1: Develop and Coordinate Healthcare Organization and Healthcare Coalition Response Plans

· Activity 1. Develop a Healthcare Organization Emergency Operations Plan

· Activity 2. Develop a Healthcare Coalition Response Plan

Objective 2: Utilize Information Sharing Procedures and Platforms

· Activity 1. Develop Information Sharing Procedures

· Activity 2. Identify Information Access and Data Protection Procedures

· Activity 3. Utilize Communications Systems and Platforms

Objective 3: Coordinate Response Strategy, Resources, and communications

· Activity 1. Identify and Coordinate Resource Needs during an Emergency

· Activity 2. Coordinate Incident Action Planning During an Emergency

· Activity 3. Communicate with Healthcare Providers, Non-Clinical Staff, Patients, and Visitors during an Emergency 

· Activity 4. Communicate with the Public during an Emergency

Capability 3: Continuity of Healthcare Service Delivery

Objective 1: Identify Essential Functions for Healthcare Delivery

Objective 2: Plan for Continuity of Operations

· Activity 1. Develop a Healthcare Organization Continuity of Operations Plan

· Activity 2. Develop a Healthcare Coalition Continuity of Operations Plan 

· Activity 3. Continue Administrative and Finance Functions

· Activity 4. Plan for Healthcare Organization Sheltering-in-Place

Objective 3: Maintain Access to Non-Personnel Resources during an Emergency

· Activity 1. Assess Supply Chain Integrity

· Activity 2. Assess and Address Equipment, Supply, and Pharmaceutical Requirements

Objective 4: Develop Strategies to Protect Healthcare Information Systems and Networks

Objective 5: Protect Responders’ Safety and Health

· Activity 1. Distribute Resources Required to Protect the Healthcare Workforce

· Activity 2. Train and Exercise to Promote Responders’ Safety and Health 

· Activity 3. Develop Healthcare Worker Resilience

Objective 6: Plan for and Coordinate Healthcare Evacuation and Relocation

· Activity 1: Develop and Implement Evacuation and Relocation Plans

· Activity 2. Develop and Implement Evacuation Transportation Plans

Objective 7: Coordinate Healthcare Delivery System Recovery

· Activity 1. Plan for Healthcare Delivery System Recovery 

· Activity 2. Assess Healthcare Delivery System Recovery after an Emergency 
Activity 3. Facilitate Recovery Assistance and Implementation

Capability 4: Medical Surge

Objective 1: Plan for a Medical Surge

· Activity 1. Incorporate Medical Surge Planning into a Healthcare Organization Emergency Operations Plan

· Activity 2. Incorporate Medical Surge into an Emergency Medical Services Emergency Operations Plan

· Activity 3. Incorporate Medical Surge into a Healthcare Coalition Response Plan

Objective 2: Respond to a Medical Surge

· Activity 1. Implement Emergency Department and Inpatient Medical Surge Response 

· Activity 2. Implement Out-of-Hospital Medical Surge Response 

· Activity 3. Develop an Alternate Care System 

· Activity 4. Provide Pediatric Care during a Medical Surge Response 

· Activity 5. Provide Surge Management during a Chemical or Radiation Emergency Event

· Activity 6. Provide Burn Care during a Medical Surge Response

· Activity 7. Provide Trauma Care during a Medical Surge Response 

· Activity 8. Respond to Behavioral Health Needs during a Medical Surge Response

· Activity 9. Enhance Infectious Disease Preparedness and Surge Response 

· Activity 10. Distribute Medical Countermeasures during Medical Surge Response 

· Activity 11. Manage Mass Fatalities.

[bookmark: _Toc98603119][bookmark: _Toc167347394]


Evaluation and Improvement Planning

Exercise Evaluation

Evaluation is a critical component of all training and exercise activities. The purpose of conducting an exercise is to validate strengths and identify gaps in planning or procedures as well as opportunities for improvement in addition to providing response experience to the participants. This can be accomplished using exercise documentation and HSEEP Exercise Evaluation Guide (EEGs) customized to the specific exercise goals and objectives. These tools are used by trained evaluators to provide their observations to the exercise design team.

After Action Reports (AARs)

Exercise and incident response information and participant observations are collected and analyzed for the After-Action Report. Participant feedback is acquired through hot washes following the exercise or incident that solicit what worked well, what did not work well and recommendations for improvement. Participant feedback forms may also be collected. Areas for improvement and corrective actions are identified. In a joint exercise with multiple disciplines and organizations, all participants contribute to an After-Action Report identifying the achievement of their exercise or real incident objectives. This is completed by a designated individual or an exercise design team member using the standard HSEEP format.

Improvement Plans (IPs)

Recommendations from the After-Action Report are entered into the Improvement Plan matrix which is an appendix to each after action report. Recommendations are reviewed by the appropriate healthcare agency. Corrective actions are identified, assignment made to the position that would accomplish the corrective action with a due date to be tracked to ensure completion. When resources are not available to take action, it is important to identify short-term and long-term goals that lead to full implementation of the corrective action. The IP provides a workable and systematic process to initiate and document improvements to plans, policies, and procedures. It also identifies training, equipment, and other resource needs. A system to track progress and completion of corrective actions is the responsibility of each healthcare agency.

The AAR/IP is shared with the governance teams and the leadership of the division, office, or program responsible for the exercise or particular response capabilities. Exercise and incident response participants are interested in learning more about the outcomes of the exercise or response and should receive feedback. The feedback needs to be generalized but can provide enough specific information to help participants identify additional training they may need or more areas for future exercises.

Lessons Learned 

Ideas, issues, and improvements that are applicable to the response activities for others in the same discipline or in other jurisdictions should be appropriately written (redacted when necessary) then shared with participating organizations and regional groups.
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Minnesota State Administrative Agent:

Erin McLachlin

Minnesota Department of Health, Emergency Preparedness & Response

Healthcare Preparedness Program Section Manager

625 North Robert Street

P.O. Box 64975

St. Paul, MN 55164-0975

Office: 651-201-5721  

Fax: 651-201-5720

WCMHPC: Regional Healthcare Preparedness Coordinator(s):

Michelle Reents, RHPC

1406 6th Ave North

St. Cloud, MN  56303

(320) 424-0177

Shawn Stoen, Central & West Central MN HPC Manager

1406 6th Ave North

St. Cloud, MN 56303

(320) 760-3513

Minnesota Department of Health: Public Health Preparedness Consultant: 

Public Health Preparedness Consultant

1505 Pebble Lake Road, Ste 300

Fergus Falls, MN 56537

[bookmark: _Toc167347396]


Acronyms

		Acronym

		Description



		AAR

		After-Action Report



		ASPR

		Assistant Secretary for Preparedness and Response



		EEG

		Exercise Evaluation Guide



		FE

		Functional Exercise



		FSE

		Full Scale Exercise



		HCC

		Healthcare Coalition



		HSEEP

		Homeland Security Exercise and Evaluation Program



		HPP

		Healthcare Preparedness Program



		HVA

		Hazard Vulnerability Analysis



		IP

		Improvement Plan



		MDH

		Minnesota Department of Health



		MMMT

		Minnesota Mobile Medical Team



		PHPC

		Public Healthcare Preparedness Coordinator



		POC

		Point of Contact



		PPE

		Personal Protective Equipment



		RHPC

		Regional Healthcare Preparedness Coordinator



		TCL

		Target Capabilities List



		IPP

		Integrated Preparedness Plan



		TTX

		Tabletop Exercise
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[bookmark: _Toc167444984]Regional Characteristics

The West Central Region is primarily an agriculture and lakes/tourist area.  During the summer, the population increases four times in Otter Tail County and three times in Douglas County.  The Red River on the western boundary has frequent flooding in the spring and has the unique characteristic of flowing north due to the Continental Divide.  

Boundaries:  

Other states:  North Dakota, very small portion of South Dakota

Other regions: Northwest, Central, Southwest

Size:  6763 square miles




[bookmark: _Toc167444985]Regional Geography/Housing Information

		

		Clay County

		Douglas County

		Grant County

		Otter Tail County

		Pope County

		Stevens County

		Traverse County

		Wilkin County



		Population per Square Mile (2020)

		62.5

		61.2

		11.1

		30.5

		16.9

		17.2

		5.9

		8.7



		Land area in square miles (2020)

		1045.18

		636.94

		547.80

		1971.63

		669.54

		563.58

		573.87

		751.04



		



		Housing Units (2021)

		27,183

		22,094

		3,152

		36,641

		6,405

		4,211

		1,879

		2,978



		Owner Occupied  (2017-2021)

		66.9%

		74.4%

		79.1%

		79.9%

		81.1%

		68.1%

		79.4%

		78.3%



		Median Value  (2017-2021)

		$215,100

		$250,400

		$146,600

		$209,100

		$195,900

		$160,800

		$92,700

		$154,000



		



		Households  (2017-2021)

		24,998

		17,030

		2,512

		24,838

		4,892

		3,794

		1,424

		2,680



		Persons per household  (2017-2021)

		2.46

		2.24

		2.37

		2.36

		2.25

		2.48

		2.3

		2.38



		



		Households with a computer  (2017-2021)

		92.8%

		92.9%

		91.7%

		90.5%

		89.8%

		93.2%

		85.4%

		84.4%



		Households with internet  (2017-2021)

		86.2%

		83.6%

		82.9%

		82.2%

		82.1%

		87%

		76.9%

		76.6%



		



		Median household income   (2017-2021)

		$67,984

		$69,069

		$60,781

		$63,587

		$67,040

		$65,750

		$56,667

		$57,907



		Persons in poverty (2021 SAIPE)

		12.9%

		9.2%

		10%

		9.5%

		8.6%

		11.9%

		12.6%

		10%
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		Clay County

		Douglas County

		Grant County

		Otter Tail County

		Pope County

		Stevens County

		Traverse County

		Wilkin County



		Population (2022)

		65,665

		39,305

		6,161

		60,222

		11,418

		9,704

		3,275

		6,350



		Persons under 5 (2022)

		6.8%

		5.7%

		5.3%

		5.4%

		5.4%

		6.3%

		5.8%

		5.3%



		Persons under 18  (2022)

		25.1%

		21.7%

		23%

		21.9%

		21.7%

		22.1%

		21%

		22.5%



		Persons 65 and over  (2022)

		13.7%

		23.3%

		23.7%

		24.8%

		24.7%

		17.4%

		26.3%

		20%



		RACE: (Source 2021 Vintage Pop Estimates Program)



		White

		88.9%

		96.8%

		96.1%

		95.3%

		97%

		91.8%

		89.6%

		95%



		Black/African American

		5.1%

		.8%

		.8%

		1.6%

		.5%

		1.4%

		.9%

		.5%



		American Indian

		1.9%

		.5%

		.8%

		.9%

		.5%

		2.1%

		6.7%

		2%



		Asian

		1.4%

		.6%

		.4%

		.6%

		.7%

		2%

		.6%

		.6%



		Islander

		.1%

		

		.1%

		.1%

		

		.1%

		.1%

		



		Hispanic

		5%

		2%

		2.4%

		3.8%

		2%

		8.5%

		5.1%

		3.9%



		



		Veterans

		2,626

		2,666

		369

		4,028

		905

		285

		258

		282



		Foreign born

		4.8%

		1.3%

		1.3%

		2.9%

		1.4%

		5.7%

		1.3%

		1%



		



		With a disability – under age 65 years  (2017-2021)

		7.6%

		6.9%

		9.7%

		8.6%

		7.6%

		8.3%

		10.9%

		10.8%



		Persons w/o health insurance – under age 65 

		6.1%

		5.2%

		6.9%

		7.3%

		5.9%

		6.8%

		6.9%

		4.9%



		



		HS graduate or higher (25+ years) (2017-2021)

		94.9%

		95.3%

		92.8%

		92.6%

		94.6%

		93.5%

		93.4%

		94.1%



		Bachelors degree or higher (25 + years)            (2017-2021)

		36%

		26.9%

		18.5%

		26.8%

		22.2%

		28.3%

		14.9%

		22.4%





[bookmark: _Toc18074843][bookmark: _Toc131570341]Referenced from: Data collected from the United States Census Bureau (www.quickfacts.census.gov) information updated April 2023.
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		Clay County

		Douglas County

		Grant County

		Otter Tail County

		Pope County

		Stevens County

		Traverse County

		Wilkin County



		Level 1 Trauma Center

		0

		0

		0

		0

		0

		0

		0

		0



		Level 2 Trauma Center

		0

		0

		0

		0

		0

		0

		0

		0



		Level 3 Trauma Center

		0

		1

		0

		1

		0

		0

		0

		0



		Critical Access Hospital

		0

		0

		1

		1

		1

		1

		1

		1



		Dialysis Unit

		1

		1

		0

		1

		0

		1

		0

		0



		Behavioral Health Unit

		0

		1

		0

		1

		0

		0

		0

		0



		Behavioral Health Clinic

		6

		1

		0

		1

		0

		1

		0

		0



		Specialty Clinics

		2

		6

		0

		2

		0

		0

		0

		0



		Long Term Care/Skilled Nursing facilities

		4

		5

		1

		7

		3

		2

		2

		1



		Assisted Living

		15

		19

		4

		30

		8

		5

		2

		2



		Hospice/Home Health agencies

		10

		10

		2

		17

		6

		3

		1

		3



		Medical clinics

		6

		3

		3

		7

		3

		3

		2

		2



		Ambulance Services (total services)

		

		

		

		

		

		

		

		



		# BLS 

		

		

		

		

		

		

		

		



		#ALS

		

		

		

		

		

		

		

		



		Paid service

		

		

		

		

		

		

		

		



		Volunteer service

		

		

		

		

		

		

		

		









Referenced from: Data collected from the Minnesota Department of Health Provider Directory Search information updated 8/30/2019
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[bookmark: _Toc167444988]West Central Educational Facilities Per County

		Educational Organization

		Grades

		City

		County



		Barnesville Elementary

		 KG-5

		Barnesville

		Clay



		Barnesville Secondary

		 6-12

		Barnesville

		Clay



		Hawley Elementary

		 EC-6

		Hawley

		Clay



		Spring Prairie Elementary

		 KG-6

		Hawley

		Clay



		Hawley Secondary

		 7-12

		Hawley

		Clay



		Probstfield Center For Education

		 EC

		Moorhead

		Clay



		Dorothy Dodds Elementary School

		 KG-4

		Moorhead

		Clay



		Robert Asp Elementary

		 KG-4

		Moorhead

		Clay



		Ellen Hopkins Elementary

		 KG-4

		Moorhead

		Clay



		S.G.Reinertsen Elementary

		 KG-4

		Moorhead

		Clay



		Horizon Middle School

		 5-8

		Moorhead

		Clay



		Moorhead High School

		 9-12

		Moorhead

		Clay



		West Central Academy-S

		 4-12

		Moorhead

		Clay



		West Central Academy-N

		 3-12

		Moorhead

		Clay



		Red River Area Learning Center

		 5-12

		Moorhead

		Clay



		Moorhead Alternative Program

		 KG-8

		Moorhead

		Clay



		Red River ALC - Barnesville 146

		 7-12

		Moorhead

		Clay



		RRALC: DGF Targeted Services 2164

		 KG-8

		Moorhead

		Clay



		Clay County Outreach Center

		 7-12

		Moorhead

		Clay



		Concordia College

		

		Moorhead

		Clay



		Minnesota State University

		

		Moorhead

		Clay



		Dilworth Elementary

		 EC+KG-4

		Dilworth

		Clay



		Glyndon-Felton Elementary

		 EC+KG-5

		Glyndon

		Clay



		Dilworth-Glyndon-Felton Middle Sch

		 6-8

		Dilworth

		Clay



		Dilworth-Glyndon-Felton Senior High

		 9-12

		Glyndon

		Clay



		Lake Agassiz Education Cooperative

		 EC

		Hawley

		Clay



		Intensive Interagency Program

		 7-12

		Hawley

		Clay



		Glacial Ridge Transitional Skills Program

		 7-12

		Hawley

		Clay



		Lakes Country Youth Educ Svcs

		 9-12

		Moorhead

		Clay



		Lakes Country Academy - MHD

		 KG-12

		Moorhead

		Clay



		Carlos Elementary

		 PK-5

		Carlos

		Douglas



		Garfield Elementary

		 KG-5

		Garfield

		Douglas



		Lincoln Elementary

		 KG-5

		Alexandria

		Douglas



		Miltona Elementary

		 KG-5

		Miltona

		Douglas



		Woodland Elementary School

		 KG-5

		Alexandria

		Douglas



		Voyager Elementary

		 KG-5

		Alexandria

		Douglas



		Early Education Center

		 EC-PK

		Alexandria

		Douglas



		Discovery Middle School

		 6-8

		Alexandria

		Douglas



		Alexandria Area High School

		 9-12

		Alexandria

		Douglas



		Osakis Elementary

		 EC-6

		Osakis

		Douglas



		Osakis Secondary

		 7-12

		Osakis

		Douglas



		West Central Area S. El.

		 KG-4

		Kensington

		Douglas



		Brandon Elementary

		 EC+KG-3

		Brandon

		Douglas



		Evansville Elementary

		 4-5

		Evansville

		Douglas



		Brandon-Evansville Middle School

		 6-8

		Evansville

		Douglas



		Brandon-Evansville High School

		 9-12

		Brandon

		Douglas



		RUNESTONE REGIONAL LEARNING CENTER

		 7-12

		Alexandria

		Douglas



		Osakis Targeted Services

		 KG-8

		Osakis

		Douglas



		Runestone Targeted Services

		 KG-8

		Alexandria

		Douglas



		SOAR

		 6-8

		Alexandria

		Douglas



		Lakes Country Academy - ALEX

		 KG-12

		Alexandria

		Douglas



		Alexandria Technical College

		

		Alexandria

		Douglas



		Ashby Elementary

		 EC-6

		Ashby

		Grant



		Ashby Secondary

		 7-12

		Ashby

		Grant



		Herman Elementary

		 EC-6

		Herman

		Grant



		Herman Secondary

		 7-12

		Herman

		Grant



		West Central Area N. El.

		 EC+KG-4

		Elbow Lake

		Grant



		WEST CENTRAL AREA SECONDARY

		 9-12

		Barrett

		Grant



		WCA Middle School

		 5-8

		Barrett

		Grant



		Battle Lake Elementary

		 KG-6

		Battle Lake

		Otter Tail



		Battle Lake Secondary

		 7-12

		Battle Lake

		Otter Tail



		Adams Elementary

		 1-2

		Fergus Falls

		Otter Tail



		Cleveland Elementary

		 2-4

		Fergus Falls

		Otter Tail



		McKinley Elementary

		 EC-1

		Fergus Falls

		Otter Tail



		Fergus Falls Targeted Services Prog

		 1-6

		Fergus Falls

		Otter Tail



		iQ Academy Minnesota

		 KG-12

		Fergus Falls

		Otter Tail



		Fergus Falls Area Learning Center

		 9-12

		Fergus Falls

		Otter Tail



		Kennedy Middle School

		 5-8

		Fergus Falls

		Otter Tail



		Kennedy High School

		 9-12

		Fergus Falls

		Otter Tail



		Henning Elementary

		 EC-6

		Henning

		Otter Tail



		Henning Secondary

		 7-12

		Henning

		Otter Tail



		Parkers Prairie Elementary

		 EC-6

		Parkers Prairie

		Otter Tail



		Parkers Prairie Secondary

		 7-12

		Parkers Prairie

		Otter Tail



		Viking Elementary School

		 EC-6

		Pelican Rapids

		Otter Tail



		Pelican Rapids Secondary

		 7-12

		Pelican Rapids

		Otter Tail



		Pelican Rapids Alt Learning Center

		 9-12

		Pelican Rapids

		Otter Tail



		Pelican Rapids Alt Center Mid-Level

		 7-8

		Pelican Rapids

		Otter Tail



		Pelican Rapids ALC K-6 Targeted Svc

		 KG-6

		Pelican Rapids

		Otter Tail



		Pelican Rapids Sch Yr Target Svc K-6

		 KG-6

		Pelican Rapids

		Otter Tail



		Pelican Rapids ALC 7-8 Targeted Svc

		 7-8

		Pelican Rapids

		Otter Tail



		Heart of The Lake Elementary

		 KG-4

		Perham

		Otter Tail



		Prairie Wind Middle

		 5-8

		Perham

		Otter Tail



		Perham Senior High

		 9-12

		Perham

		Otter Tail



		Perham Area Learning Center

		 9-12

		Perham

		Otter Tail



		Perham Area Targeted Services

		 9-12

		Perham

		Otter Tail



		Underwood Elementary

		 EC-4

		Underwood

		Otter Tail



		Underwood Secondary

		 5-12

		Underwood

		Otter Tail



		Underwood ALP

		 9-12

		Underwood

		Otter Tail



		New York Mills Elementary

		 EC-6

		New York Mills

		Otter Tail



		New York Mills Secondary

		 7-12

		New York Mills

		Otter Tail



		Fergus Falls Area Sp. Ed. Coop.

		

		Fergus Falls

		Otter Tail



		Fergus Falls Early Childhood Sp Ed

		 EC+KG-4

		Fergus Falls

		Otter Tail



		Fergus Falls EC/Elementary Sp Ed

		 EC+KG-4

		Fergus Falls

		Otter Tail



		Fergus Falls Elementary Sp Ed 5-8

		 5-8

		Fergus Falls

		Otter Tail



		White Pine Academy

		 5-12

		Wadena

		Otter Tail



		Elm Tree Academy

		 2-12

		Wadena

		Otter Tail



		Leaf River Academy

		 KG-12

		Wadena

		Otter Tail



		Parkers Prairie Targeted Services

		 KG-8

		Parkers Prairie

		Otter Tail



		Lakes Country Academy - FF

		 KG-12

		Fergus Falls

		Otter Tail



		Minnesota State Community and Technical College

		

		Fergus Falls

		Otter Tail



		Minnewaska Secondary

		 7-12

		Glenwood

		Pope



		Minnewaska Area Junior High

		 7-8

		Glenwood

		Pope



		Minnewaska Area Intermediate School

		 4-6

		Glenwood

		Pope



		Minnewaska Area Elementary

		 KG-3

		Glenwood

		Pope



		Minnewaska Area WIN Academy

		 KG-12

		Starbuck

		Pope



		Minnewaska Secondary Alternative PG

		 9-12

		Glenwood

		Pope



		Minnewaska Early Childhood Sp.Ed.

		 EC-PK

		Glenwood

		Pope



		Glacial Hills Elementary

		 PK-6

		Starbuck

		Pope



		Middle Level Learning Center

		 7-8

		Alexandria

		Pope



		Minnewaska Targeted Services

		 1-6

		Glenwood

		Pope



		Hancock Elementary

		 EC-6

		Hancock

		Stevens



		Hancock Sec.

		 7-12

		Hancock

		Stevens



		Chokio-Alberta Secondary

		 7-12

		Chokio

		Stevens



		Chokio-Alberta Elementary

		 KG-6

		Chokio

		Stevens



		Morris Area Secondary

		 7-12

		Morris

		Stevens



		Morris Area Elementary

		 EC+KG-6

		Morris

		Stevens



		Midwest Special Education Coop.

		 EC

		Morris

		Stevens



		University of Minnesota

		

		Morris

		Stevens



		Browns Valley Elementary

		 PK-4

		Browns Valley

		Traverse



		Browns Valley Middle

		 5-8

		Browns Valley

		Traverse



		Pearson Elementary

		 PK-5

		Wheaton

		Traverse



		Wheaton Secondary

		 6-12

		Wheaton

		Traverse



		Breckenridge Elementary

		 EC-6

		Breckenridge

		Wilkin



		Breckenridge Middle

		 7-8

		Breckenridge

		Wilkin



		Breckenridge Senior High

		 9-12

		Breckenridge

		Wilkin



		Breckenridge Area Learning Program

		 7-12

		Breckenridge

		Wilkin



		Rothsay Elementary

		 EC+KG-6

		Rothsay

		Wilkin



		Rothsay Secondary

		 7-12

		Rothsay

		Wilkin



		Campbell-Tintah Elementary

		 EC-6

		Campbell

		Wilkin



		Campbell-Tintah Secondary

		 7-12

		Campbell

		Wilkin
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Appendix A.5.8 MOU.docx
Appendix A.5.8 Memorandum of Understanding

[bookmark: _Toc485898506][bookmark: _Toc131567678]Purpose

The purpose of the Memorandum of Understanding (MOU) is to address the need to support each other during times of crisis or disaster. This could include, but not limited to the loan of medical personnel, pharmaceuticals, supplies, and equipment. This may also include assisting with evacuations or surge events be it sending or receiving patients / residents / tenants.  This is an agreement among the West Central Minnesota Health Care Preparedness Coalition (WCMHPC) members, for providing mutual aid, as stipulated in this agreement, at the time of a medical crisis / disaster, when able. 

For purposes of this agreement, a crisis / disaster is defined as an overwhelming incident or situation that exceeds the effective capability of the impacted health care facility(s) which, without assistance and support from outside sources, may result in patient/resident/tenant and or staff harm. An incident such as this will often involve local emergency management and local public health. The crisis/disaster may be an “external” or an “internal” event for health care facilities and assumes that each affected facility’s emergency management plans have been fully implemented. 

This document addresses the relationships between and among health care facilities and is intended to augment, not replace, each facility's disaster plan. The agreement also provides the framework for health care facilities to work with local emergency management, local public health, emergency medical services and other health care coalition / health care entities during planning and response.   Health care coalition partners include, but are not limited to, hospitals, long term care, home health, hospice, clinics, and dialysis.

This document supplements the rules and procedures governing interaction with other organizations during a disaster (e.g., law enforcement agencies, local emergency medical services, local public health, fire departments, American Red Cross, etc.). It is recognized that during an emergency, all requests for assistance must go through the local emergency management agency or local public health.  The coalition will help coordinate requests through coalition partners and will communicate the same to the local emergency operations center, if activated.

[bookmark: _Toc485898507][bookmark: _Toc131567679]General Principles of Understanding 

[bookmark: _Toc131567680]
Participating Agencies:  

· All health care facilities and coalition members, who sign the bylaws, agree to and acknowledge MOU.

[bookmark: _Toc131567681]Agency Representatives Responsibilities:

· Coordinate the MOU initiatives with the individual organization emergency management plans. 

· It is recommended that facilities that sign the MOU participate in WCMHPC training and exercises. 

[bookmark: _Toc131567682]Implementation of Mutual Aid MOU:

· During an emergency, only the authorized administrator (or designee), or health care facility command center has the authority to request assistance from the WCMHPC. 

· Communications between facilities formally requesting and volunteering assistance should occur among the senior administrators (or designee) or facility/agency command centers.

· The health care facility or public health will communicate with local emergency management and other partners when determined necessary by local guidelines or when the situation could have community implications. 

[bookmark: _Toc131567683]Activation of the Mutual Aid MOU:

· The impacted facility/agency command center is responsible for informing the WCMHPC Regional Coordinator of the situation and defining any needs that cannot be accommodated by the heath care facility itself. 

· Activation of the MOU indicates that the impacted facility/agency has reached out to local emergency management and partners for assistance and such assistance is not available or is limited. 

· The senior administrator or designee is responsible for requesting personnel, pharmaceuticals, supplies, equipment, or authorizing the evacuation of patients. 

· The senior administrator or designee will coordinate both internally, and with the donor/receiving facility/agency, all the logistics involved in implementing assistance under this MOU. 

[bookmark: _Toc131567684]Types of Requests:

[bookmark: _Toc131567685]Medical Supplies/Pharmaceuticals

· All requests for medical supplies and pharmaceuticals will specify:	

· Amount of material needed

· Size/dosage of material needed

· When the materials are needed

· Arrangements for exchange of such supplies

· Reimbursement or restocking of materials

· The requesting facility will use the requisition forms/paperwork of the agency supplying the materials.

· The recipient facility will reimburse the donor facility for all the donor facility's costs determined by the donor facility’s regular rate. 

· It is recommended that reimbursement will be made within 90 days following receipt of invoice or otherwise negotiated facility to facility. This can include replacing items or reimbursing for cost of items.

[bookmark: _Toc131567686]Loaned Equipment

· All requests for loaned equipment will specify:

· Amount/quantify of equipment being requested

· An estimate of how quickly the requested equipment is needed

· Estimated length of time the equipment will be needed

· Identify how the equipment will be picked up and returned

· Identify where the equipment will be used.

· If any equipment is damaged the receiving facility will agree to repair or replace the equipment within 30 days or as otherwise agreed to.

· Documentation should detail the items involved in the transaction, condition of the material prior to the loan (if applicable), and the party responsible for the material. 

· The donor facility is responsible for ensuring that the equipment provided is safe to use and operational.

· The recipient facility is responsible for using the equipment provided in accordance with manufacture’s guidelines. 

· If parts or all of the equipment loaned are consumable or one-time use, the recipient facility will reimburse for actual cost or replace – as agreed upon by both parties.

[bookmark: _Toc131567687]Staff

· All requests for staffing will specify:

· The type and number of requested personnel

· An estimate of how quickly the request is needed 

· The location where they are to report

· An estimate of how long the personnel will be needed 

· The recipient facility will have supervisory direction over the donor facility’s staff.

· The recipient facility will assume all legal responsibility for the personnel from the donor facility during the time the personnel are at the recipient facility.

· The recipient facility will reimburse the donor facility for the salaries of the donated personnel at the donated personnel's rate, as established by the donor facility, unless other arrangements are made between the facilities.

· The donor facility is responsible for appropriate credentialing of personnel.  

· The recipient facility is responsible for verifying the credentials of personnel being received.

· The senior administrator (or designee) and/or medical director, in conjunction with the directors of the affected services, will decide as to whether medical staff and other personnel from another facility will be required at the impacted facility to assist in patient care activities. 

[bookmark: _Toc485898509]Limitations on Loaned and Volunteer Staff instructions 

· Personnel offered by donor facility should be limited to staff that are fully accredited or credentialed in the donor institution. 

· The recipient facility's senior administrator or designee (the health care facility or public health agency command center) identifies where and to whom the donated personnel are to report to. 

· Professional staff of the recipient facility will provide supervision to the donated personnel. 

· The supervisor or designee will provide direction regarding point of entry, parking, length of shift, clothing requirements, and other pertinent information to functional perform in the assigned job. 

· The supervisor or designee will provide donated staff a briefing and orientation as pertinent to the position. 

· The recipient facility will provide all personal protective equipment (PPE) necessary to perform the duties as assigned, unless otherwise negotiated between facilities that PPE will come with.   If the receiving facility is requiring PPE that requires fit testing, the recipient facility will fit test the personal. 

[bookmark: _Toc131567688]Transfer/Evacuation of Health Care Customer

· The evacuating facility will include the following information:

· The number of patients needed to be transferred. 

· The general nature of their illness or condition 

· Any type of specialized services required, e.g., ICU bed, burn bed, trauma care, etc. 

· Patient-accepting facility assumes the legal and fiscal responsibility for transferred patients upon arrival into the patient-accepting facility.

· In the event of the evacuation of patients, the medical director of the patient-transferring facility will also notify their local emergency manager and any other local response entities necessary (i.e. Emergency medical services (EMS), fire department, law enforcement).  Documentation 

· The patient-transferring facility is responsible for providing the patient-receiving facility with the patient's medical records necessary to ensure continuity of care, insurance information and other patient information necessary for the care of the transferred patient. 

· The patient-transferring facility is responsible for tracking the destination of all patients transferred out.

· The patient transferring facility is responsible for notifying the West Central Minnesota Health Care Multi Agency Coordination Center (HMACC) (if open) of patient destination and numbers and type of patients transferred. 

· The patient transferring facility should provide a situational update to the West Central Minnesota Health Care Coalition representative.

· The receiving facility should notify the sending facility that the health care customer has arrived – to ensure confirmation.

Transportation of Patients

The type of transport will be determined by factors such as patient condition, transportation availability, weather, or other mitigating circumstances.

Receiving Facility

Agrees to identify where to off load the patients.

The transferred patient shall be admitted/accepted, pursuant to the policies and procedures of the receiving facility and situation.

If admitted, the receiving facility will accept all responsibility to provide medical care for the patients.

If accepted, the receiving facility will provide either full medical care or support as agreed to between the facilities involved. 

Financial and Legal Liability 

Upon admission, the patient-receiving facility is responsible for liability claims originating from the time the patient is admitted, to the patient accepting facility. 

Reimbursement for care will be determined by the policies/procedures pursuant to the situation. 

Notification 

· The patient-transferring facility is responsible for notifying both the patient's family/ guardian and the patient's attending/personal physician. 

· The patient-receiving facility may assist in notifying the patient's family and personal physician. 

[bookmark: _Toc485898510][bookmark: _Toc131567689]Communication of Request

The request for the transfer of personnel, pharmaceuticals, supplies, or equipment can initially be made verbally, however, must be followed up with written documentation. 

Signatures of both parties must be maintained by both the donating and receiving facility.

[bookmark: _Toc485898513][bookmark: _Toc131567690]Function of the WCMHPC Health Care Multi Agency Coordination Center (HMACC) 

The WCMHPC HMACC provides the coordination and logistical support for West Central Coalition Health Care Facilities unable to coordinate amongst themselves, and to integrate with local emergency management, local public health departments, law enforcement, fire departments, emergency medical services, Minnesota Department of Health, and HSEM during the disaster event.  Members of the HMACC include the Regional EMS Director, Public Health Preparedness Consultant, and Regional HSEM representative. Additional support personnel can be requested to ensure that response needs are addressed and may include specialty individuals such as epidemiology.

[bookmark: _Toc485898514][bookmark: _Toc131567691]Terms and Conditions of the Mutual Aid MOU

This agreement is made between members of the coalition. This understanding does not extend beyond the coalition boundaries identified in the coalition bylaws except for the Partnership4Health Community Health board – which extends into Becker County. Health care facilities are aware that they are encouraged to obtain a formalized memorandum of understanding with organizations outside of the coalition with which they may need to interact with during emergent events. 

This agreement will be reviewed annually. 


[bookmark: _Toc164260285]Record of Changes
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Minnesota Healthcare Coalition

Collaborative (MNHCC)

Charter

Mission

To collaborate on projects and develop a unified presence making a significant impact on our healthcare coalition partners. 

Purpose

A. Promote collaboration between the regional healthcare coalitions.

B. Foster communication, information, and resource sharing between the regional coalitions.

C. Establish workgroups or subcommittees.

D. Provide the opportunity for the coalitions to present a unified response to requests from outside agencies/partners.

E. Establish a coordinated, statewide response structure capable of supporting healthcare coalition partners and interfacing with the State EOC or MDH response.

Outcome

To be known as a reputable, knowledgeable, value added collaboration.

Membership

Members

Membership consists of the Regional Healthcare Preparedness Coordinators from each of the eight (8) healthcare coalitions in the State of Minnesota.

· Central MN Healthcare Preparedness Coalition

· Metro Health & Medical Preparedness Coalition

· Northeast Healthcare Preparedness Coalition

· Northwest Health Services Coalition

· South Central Healthcare Coalition

· Southeast Minnesota Disaster Health Coalition

· Southwest Healthcare Preparedness Coalition

· West Central MN Healthcare Preparedness Coalition


Roles/Responsibilities

· Each coalition will have at least one representative on the Minnesota Healthcare Coalition Collaborative (MNHCC)

· Each coalition will have representation on any work groups that are focused on funding or establishment of grant deliverables/workplans.

· Work is to be divided as fairly and equitably as possible, with each coalition actively participating in areas of interest, noting not all workgroups will require representation from all 8 coalitions.

· Each coalition will listen and communicate in good faith and consider all ideas, concerns, and requests as valid.

Organizational Structure

Meetings

Scheduling

· Meeting cadence will fluctuate based upon the needs of the MNHCC and decided based upon consensus of the MNHCC group.

· Facilitation and notes of routine meetings will be rotated amongst the coalitions. 

· When the Minnesota Department of Health – Emergency Preparedness & Response meetings are held face to face – the MNHCC will meet face to face the day prior at a location to be determined by the group.

Ad Hoc Meetings

· A request to convene the MNHCC group for an unscheduled meeting can be made by any coalition RHPC/workgroup facilitator.

· The request to meet will be emailed to all coalition RHPC’s.

· The requesting RHPC/work group facilitator will schedule and coordinate the emergency meeting.

Meeting facilitation

	See attached Facilitator Roles and Responsibilities

Venue

· The location of the venue for face-to-face meetings will be determined by the MNHCC.  One RHPC will be asked to coordinate the scheduling with the venue.

· If there are venue related expenses, every effort will be made to keep costs to a minimum. The MNHCC will work together to determine how expenses will be covered. 

Work Groups and Sub-committees

The MNHCC will develop work groups and sub-committees:

· When there is a project that would be beneficial for all to work on together. 

· When an "ask" is made of Coalitions that we want to provide a unified reply. 

· When there is an "idea" that the Coalitions want to promote to MDH or other groups/organizations.

· When there is a need for cross-regional collaboration, that may not include all eight coalitions, either due to geography, subject matter, or regional needs. 

Recommendations for work groups and sub-committees:

· At the establishment of a work group or sub-committee – the group will identify a facilitator who will be responsible for:

· Establishing and scheduling meetings

· Identifying someone to take notes

· Coordination of tasks

· Communication to the whole MNHCC group.

· Each work group or sub-committee will identify their goals and project timeline.

Work groups and sub-committees will be identified in annexes to the charter.

Decision Making

· All attempts will be to have all decisions agreed upon by consensus.  

· All participants will be provided the opportunity to express their options/opinions. 

· Consensus – means all agree to the proposal.

· When a proposal is made: 

· The facilitator will poll the coalitions to see if there is consensus to the proposal.  If the consensus fails:

· Each coalition will be provided 5 minutes to further discuss their issue/concern/recommended changes with the proposal.

· After all coalitions have completed their discussion then the facilitator will query the group, again, to see if there is a consensus.

· If it is not possible to achieve consensus the options are to put it to a vote or table, the proposal for a later time. 

· The facilitator will poll the coalitions to either vote or table to later time.

· See Annex 1.B Voting Process

Conflict Resolution

· Ignoring conflict prolongs the problem.  Everyone is expected to address conflict immediately and with respect.

· Inappropriate action such as aggressive behavior or behaving like a victim will not be tolerated or encouraged.

· Everyone is expected to maintain a level of honesty, integrity, and trust.

· All members should be safe in expressing opinions and are encouraged to do so.

· Any conflict needing resolution will be taken to a neutral third party.

Amending the Charter

· Any amendments will be agreed upon by the group.

· Storage of documents:

· MNTrac Document Library in a folder titled:  MNHCC 

· Access to the folder is by invitation only



Charter amendments/agreements:

Recognizing that the Charter is a fluid document and that there may be frequent changes the following table will reflect any changes to the Charter.   

		Change/Update

		Date of Change/update

		Approval/Vote



		Original Creation of Charter

		19 July 2021

		All approved /unanimous



		Establishment of Name

		23 July 2021

		All approved/unanimous



		

		

		



		

		

		







Annexes and Supporting Documents

Annex 1. A Organization Chart

Annex 1.B  Voting Process

Workgroups:

	MNTrac Workgroup

	Budget/Finance Workgroup

	Response Arm/SHCC Workgroup

	Infectious Disease Plan Development Workgroup
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West Central Health Care System Preparedness Coalition 
R E G I O N A L  P R O F I L E  


Demographics 
▪ The West Central region has a 


population of 201,829, making up 3.5% 
of Minnesota (MN State Demographic 
Center). 


▪ 20% of residents are 65 or older. 23% 
are 18 or younger (U.S. Census Bureau, 
2023). Among children 18 or younger, 
16% live in single-parent households 
and 12% live in poverty. 


Race/Ethnicity in West Central 


Race/Ethnicity N % 


American Indian or Alaska Native 1,472 0.7% 


Asian 1,798 0.9% 


Black or African American 3,960 2% 


Hispanic (all races) 7,436 4% 


Native Hawaiian or Pacific Islander 2691 0.1% 


White (Non-Hispanic) 180,989 90% 


Some other race (Non-Hispanic) 2542 0.1% 


Two or more races (Non-Hispanic) 4,054 2% 


Source: U.S. Census Bureau, 20233 


▪ An estimated 4.1% of Minnesotans 
(approximately 237,873 people 
statewide) identify as LGBTQ+ (UCLA 
School of Law, 2023). 38% of LGBTQ+ 
Minnesotans (roughly 90,000 people) 
live in Greater Minnesota (Rainbow 
Health, 2023). 


Tribal Nations 
The state of Minnesota exists on the 
ancestral lands of the Dakota and 
Anishinaabe people and shares borders 


with 11 federally recognized Tribal Nations, 
each with their own sovereign Tribal 
government. The West Central region does 
not border the Tribal territorial jurisdictions 
of any Tribal Nations. However, American 
Indian people and communities live 
throughout all parts of the West Central 
region. 


Disability 
Statewide, over 1 million adults (23%) not 
living in institutions4 are estimated to have 
a disability (Centers for Disease Control and 
Prevention). This rate is higher among 
adults 65 and older (40%). Individuals may 
report having more than one disability so 
there may be overlap between categories. 


Disability by type in West Central 


Disability Type % 


Ambulatory difficulty 5.4% 


Hearing difficulty 4.3% 


Independent living 
difficulty 3.8% 


Self-care difficulty 1.9% 


Vision difficulty 1.7% 


Cognitive difficulty 4.7% 


Source: U.S. Census Bureau, 20235 


ln the West Central region, 4,001 people 
(primarily people with disabilities and older 
adults) received long-term services and 
supports6 using Medical Assistance in 
January 2021 (Minnesota Department of 
Human Services, 2023).  Of these, 578 
people received services in institutional 
settings7 and 3,423 received home and 
community-based services. 


Clay 
Douglas 
Grant 
Otter Tail 


Pope 
Stevens 
Traverse 
Wilkin 


More 
common 
among 
adults 
65+ 


More 
common 
among 
people 
<65 
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Among West Central residents who are 
eligible for home and community-based 
service waivers8, 1,737 (54%) receive 
services in group home settings; the 
remaining 1,479 receive services at home. 


Limited data are available on the number of 
people who have difficulty leaving their 
homes.9 


Immigrant/Refugee Status 
▪ Approximately 6,196 West Central 


region residents (3.1%) were born 
outside of the United States (U.S. 
Census Bureau, 2023). 


▪ In 2017, there were an estimated 
3,000+ migrant farm workers present 
on approximately 400 farms across 
Minnesota (United States Department 
of Agriculture, 2019). 


40 primary refugees10 arrived in the West 
Central region from 2020-2022 and settled 
in Clay, Otter Tail, and Douglas Counties 
(Minnesota Department of Health Refugee 
and International Health Program, 2023). 8 
arrived from Ukraine in 2022.11 


Language 
▪ Approximately 9,914 West Central 


residents aged 5+ (5.3%) primarily speak 
a language other than English at home 
(U.S. Census Bureau, 2023). 


▪ In the U.S., 24% of Deaf people and 2-
4% of people with a little, moderate, or 
a lot of trouble hearing use sign 
language (Mitchell, R. E., & Young, T. A., 
2023). This equates to an estimated 
96412 West Central region residents. 


 


Residence and Access 
▪ 53% of West Central region residents 


live in a rural setting (U.S. Census 
Bureau, 2023). 


▪ At least 1,109 people experienced 
homelessness and received emergency 
shelter, street outreach, and transitional 
housing services in the West Central 
region in 2022 (ICA Minnesota, 2023). 
This estimate does not include people 
who experienced homelessness and did 
not seek services. 


16% of households have no broadband 
internet access (U.S. Census Bureau, 
2023). 


▪ 6% of households have no vehicle (U.S. 
Census Bureau, 2023). 


Health and Health Care 
▪ 6.3% of West Central residents under 


age 65 (9,624 individuals) have no 
health insurance, which is higher than 
the statewide rate (5.9%) (Behavioral 
Risk Factor Surveillance System, 2023). 


▪ 7.9% of adults 20 or older have been 
diagnosed with diabetes, which is 
similar to the statewide average (7.8%) 
(U.S. Census Bureau, 2023). 


▪ Among female Medicare enrollees ages 
65-74, 55% received an annual 
mammogram, which is above the 
statewide rate (45%) (University of 
Wisconsin Population Health Institute, 
2023). 


▪ Among fee-for-service (FFS) Medicare 
enrollees, 56% received an annual flu 
vaccination, which is similar to the 
statewide rate (57%) (University of 
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Wisconsin Population Health Institute, 
2023). 


▪ In 2020, there were 1,994 preventable 
hospitable stays per 100,000 Medicare 
enrollees for conditions usually 
treatable in outpatient settings, which is 
lower than the statewide average 
(2,323) (University of Wisconsin 
Population Health Institute, 2023). 


Health Care Providers 
There are fewer health care providers 
available to residents in the West Central 
region compared to the statewide average 
(University of Wisconsin Population Health 
Institute, 2023). A green checkmark means 
there are more providers available to care 
for residents. 


1 Primary Care 
Physician for 
every… 


2,707 West 
Central 
residents 


1,110 
Minnesota 
residents 


1 Dentist for 
every… 


1,824 West 
Central 
residents 


1,307 
Minnesota 
residents 


1 Mental Health 
Provider for 
every… 


702 West 
Central 
residents  


322 
Minnesota 
residents 


Wilkin County has the fewest primary care 
physicians (1 for every 6,161 residents), 
Pope County has the fewest dentists (1 for 
every 3,801 residents), and Grant County 
has the fewest mental health providers (1 
for every 6,153 residents). 


Health Facilities 
Health care facilities may not meet the 
needs of everyone in the region equally 
depending on travel distance, income, or 
language or accessibility needs. Tribal 
Nations operate their own public health and 
health care systems, which should be taken 
into consideration during emergency 
planning. 


The West Central region includes: 


 60 Assisted Living Facilities 


 
5 Community Mental Health Centers and 
2 Psychiatric Hospitals 


 8 Hospitals 


 
0 Indian Health Service, Tribal, & Urban 
Indian Health Facilities 


 
1 Intermediate Care Facility for individuals 
with intellectual disabilities 


 22 Nursing Homes/Skilled Nursing Facilities 


Source: MDH Health Care Provider Director, 2022; 
Minnesota Department of Human Services, 2023; 
Indian Health Service, 2023 


 


 


Minnesota Department of Health 
Division for Emergency Preparedness and Response 
625 Robert St. N 
PO Box 64975 
St. Paul, MN 55164-0975 
651-201-5700 
health.epr@state.mn.us 
www.health.state.mn.us 


05/30/2024 


To obtain this information in a different format, call: 
651-201-5700. 


 



mailto:health.epr@state.mn.us

http://www.health.state.mn.us/
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1 These figures are estimates based on small sample sizes and may not reflect the actual count in the population. 
They are meant to be used as rough guides to population proportions rather than precise estimates of counts. 
2 These figures are estimates based on small sample sizes and may not reflect the actual count in the population. 
They are meant to be used as rough guides to population proportions rather than precise estimates of counts. 
3 The U.S. Census Bureau asks individuals for their ethnicity (Hispanic or non-Hispanic) and race (American Indian 
or Alaska Native, Asian, Black or African American, Native Hawaiian or Pacific Islander, White, Some other race, or 
Two or more races). All individuals who selected Hispanic ethnicity are categorized as Hispanic regardless of the 
race they selected. Most people who identified as Hispanic ethnicity identified their race as White (42%), Some 
other race (32%), or Two or more races (21%). All other race categories in the chart above do not include people 
who identified as Hispanic. 
4 These figures do not include individuals who are incarcerated or living in congregate care settings. 
5 The labels in this column reflect the exact wording of the survey questions used to collect these data. However, 
members of the disability community may not prefer or feel represented by the term “difficulty”, which implies 
deficit; more descriptive and objective language (for example, “Blind or low vision” instead of “Vision difficulty”) is 
recommended for future data collection. Please refer to the Department’s updated data standards for more 
guidance. 
6 Long-term supports and services are defined as services likely needed by a person on an ongoing or continuous 
basis. This includes the following populations: people with non-developmental disabilities, including physical and 
psychiatric disabilities (48%), older adults (30%), and people with developmental disabilities (24%). Statewide, 
123,158 received long-term supports and services using Medical Assistance in January 2021. 
7 Institutional settings include nursing homes, intermediate-care facilities, regional treatment centers, and 
neurobehavioral hospitals. 
8 Minnesotans are considered eligible for home and community-based waivers if they live with a disability, chronic 
illness, or are elderly and need a certain level of care. Statewide, 80% of individuals receiving long-term supports 
and services are waiver-eligible. Waiver eligibility criteria (https://mn.gov/dhs/people-we-serve/people-with-
disabilities/services/home-community/programs-and-services/hcbs-waivers.jsp) varies by disability, illness, or age. 
9 Data on people who have previously requested emergency services (i.e., calling 911) due to in-home care 
emergencies or inadequate care support may be available at the local level. 
10 Primary refugees are people with refugee status who initially settled in Minnesota when they arrived in the US. 
This number includes Primary refugees, Asylees, Parolees, SIV’s, Amerasians, and Victims of Trafficking.  
11 Estimate of Ukrainian Humanitarian Parolees (UHPs) does not reflect all 2022 UHP arrivals since there is no 
requirement to report to MDH. 
12 These figures are estimates based on small sample sizes and may not reflect the actual count in the population. 
They are meant to be used as rough guides to population proportions rather than precise estimates of counts. 



https://mn.gov/dhs/people-we-serve/people-with-disabilities/services/home-community/programs-and-services/hcbs-waivers.jsp

https://mn.gov/dhs/people-we-serve/people-with-disabilities/services/home-community/programs-and-services/hcbs-waivers.jsp
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Regional and North Dakota Partner
MNTrac Communications

MNTrac Activity Occurs:
Statewide Bed Capacity Alert
Statewide Burn Surge activation
Regional advisory/alert
Diversion of a health care facility
that can direct impact North
Dakota partners

RHPC:
« Receives alert

+ Assesses alert to identify if there is
a potential impact or need for
North Dakota partners to be
involved

Regional alert sent to Sanford Fargo - One Call to
advise of activity requested by the regional point
of contacts
+ Will ensure that regional alert has the text to talk

feature engaged in the message
+ iie. Update bed county or go to the command
center

Sanford Fargo - One Call

+ Acknowledges the alert and notifies appropriate
staff to respond accordingly

+ One Call will keep MNTrac open on computers
atall times to receive pop-up notifications.

Effective May 2022 - to be reviewed annually and updated as necessary.




image2.jpeg




image18.png
Facility receives
initial notification of
Surge Event

Facility based steps

« Actiate raciy ncdent command

« Aciate raciy ecial surge Flan

« Noty Healt careCoaition o inccent

it nciden atent racking by ssging somecne o
il e el patin:racking form

A o ay fcity based e and e cident
Command and th Coston of neecs

2 patints e fomth ncdens - et s mich
information 3 possleinth Pt acing orm

« Asign somoneto i MNTRc/respond o AT
Command conte requess

«Provid stuation updtes nthe AT Command Cerer

* Respond o request fornformatonesources wiin
Command Cener

+ O the MITac atet racing oom s made aaiable-
uplad e paint rckig form o the Pt acing

+Entrany stiionl ptient formation/ et o th Faers
racing room.

« Actate the Helth it Agency Commrand roup

« Send T notficationtoall coaon sl pdaing
e stustin
= Nty nefghboring coaons o th stuation and rcuest

support asnecasary

« Send outa 5 salabity request ol fcites

+ Open p = Command Centerin MTaz nd e spproseiste
parnes

« nitta 3 acpatinsracking oo f ncessary (mulipe
patnes e s




image19.png
EMS initiates patient tracking with a
wristband or triage tag.
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EMS information is entered into database
by healthcare facility OR Healthcare

facility initiates patient tracking

Patient tracking

information flow

Information output to stakeholders

*Detailed Information for the purposes of patient care
(Hospitals/healthcare facilities/ACF, Blood Center)
*Share Roll-up Reports (Law Enforcement, American
Red Cross, Local Emergency Management, MN State
Department of Health, EMS, Public)

*Provide Detailed information, for the purposes of
family reunification/identification
(Hospitals/healthcare/ACF, Law Enforcement, America
Red Cross, Family Assistance Center, Call center,
Medical Examiner, Family/loved ones)

A

Data consolidated in a Web-based Patient
Tracking System (MNTrac) or through a
manual process which managed by the
WCMHPC staff.
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