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Executive Summary

     The events of 9/11 on the United States in the fall of 2001, part of which played itself out in the Washington D.C. area, resulted in limited demands being placed on the health care systems, public and private, to respond to large number of casualties.  It did however demonstrate the critical need for coordination between local, regional, state and federal agencies to respond to a surge in demand for health care services. This plan is the product of that identified need in the National Capital planning region.

For the purposes of this document, the term state shall also apply to the District of Columbia, as well as, Maryland and Virginia.

     This document is not meant to replace, supercede, or dictate the state or regional response plans of the District of Columbia, Maryland, or Virginia. Rather it recognizes the sovereignty of those political entities and the roles of the states' elected officials, Chief Medical Officers, and health care providers in responding to an emergency in a manner deemed most appropriate to protect the citizens of that jurisdiction.  In fact, this document relies on the states and regions developing those essential response procedures, including interstate coordination and communication..

This plan's role is to enhance inter-agency and inter-jurisdictional response coordination and communication, during a naturally occurring or man-made event that results in large numbers of casualties requiring acute inpatient care.

To this end, several key elements have been adopted:

1.
Principle to this plan is the adaptation of the HHS surge levels to four  levels of surge activation:

· LEVEL I -
Health care facilities utilize all immediately available capacity

· LEVEL II -
Health care facilities expand to utilize all available capacity within    facility or campus

· LEVEL III -
Community Response activating resources available within a jurisdiction or NCR

· LEVEL IV - 
Federal Response activating federal resources

(Note:  these are not threat levels; they are response levels and, as a result, do not correspond to the federal threat warning system)

The identification of the agency roles, activities, and communication links at the various levels permits the effective and supportive deployment of resources.

2.
Identified medical triggers or events are used to determine progress from Level One to Level Four. These triggers are the actual number of casualties and types of casualties that may overwhelm the capability of health care facilities.  These triggers could also include the appearance of rare disease, unusual presentation of symptoms, or uncharacteristic seasonal episodes of illness resulting in large numbers presenting for care.

3.
The reliance upon the Unified Command structure to provide a framework for communication and coordination.

     Emergency response consists of many varied and essential tasks, not the least of which is Command and Control (Emergency Coordination) and Communication. Also included are the critical functions of augmentation of health care facilities, staffing, supplies and equipment, pharmaceuticals, isolation and quarantine, mass fatality management, behavioral health, public health, EMS, special needs populations, security and law enforcement and communications/public information.

     Each of the aforementioned elements is addressed in a series of matrices to be found in the appendices. These matrices identify principle response agencies (local, state, federal) and identify activities which those entities have determined as being relevant for a particular response level. By charts, all agencies may easily relate the identified activities to their own response procedures and emergency plans.

This NCR Surge plan does not stand alone. It has direct and indirect relationships with many other response plans, in particular:

1.
Health and Human Services Surge Plan

2.
Federal Concept of Operations Plan

3.
FEMA: NCR WMD Response Plan

4.
Washington D.C. Surge Response Plan

5.
Maryland Surge Response plan

6.
Northern Virginia Surge Capacity Plan 

                 Contributing Organizations and Agencies

National Capital Coordinating Organization

Metropolitan Washington Council of Governments

Federal Government Health and Medical Services Organizations

District of Columbia Health and Medical Services Organizations

District of Columbia Department of Health


DC Fire and EMS

Maryland Health and Medical Services Organizations

Maryland Department of Health and Mental Hygiene


Maryland Institute for Emergency Medical Services Systems


Maryland Emergency Management Agency

Virginia Health and Medical Services Organizations

Northern Virginia EMS Council

Virginia Department of Health

Inova Health System

Private Sector Health and Medical Services Organizations

Numerous private sector  organizations and entities contributed comments to this 

document. These entities, while too numerous to list,  are hereby acknowledged.
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1.

INTRODUCTION

This Surge Plan has been developed to provide a concept of operations in response to a large scale mass casualty event in the National Capital Region requiring coordination of plans developed by the District of Columbia, the Commonwealth of Virginia and the State of Maryland.  In many respects it is a codification on a regional basis of the procedures, policies and statutes already in place and routinely followed in the three jurisdictions, with elaboration where additional coordination and communication are necessitated by the nature of a regional event.


Medical surge has two components:  surge capacity is the ability to respond to a markedly increased number of patients; surge capability is the ability to address unusual or very specialized medical needs.  The increased demand could be the result of a natural disaster, terrorism event or other public health emergency, or could result from collapse of a critical system element.  [would a couple case examples be helpful here?]
In the context of this plan, healthcare surge capacity is defined as the ability of a healthcare system to expand capabilities beyond normal services to meet sudden and/or sustained increased demand for medical care and public health resources.  The expanded capacity must not only be able to accommodate an immediate short term surge, but must also be able to sustain response capability for an extended period (e.g., four to six weeks).

Healthcare Facility Capacity

Hospitals operate on a routine basis with available resources matching demand as closely as possible.  Hospitals are required to have in place (and in fact do have) plans to respond immediately to large increases in demand due to natural or other disasters resulting in a large number of injured or ill persons.  

When reporting their capacity, hospitals may report licensed beds, staffed beds, or both.  Licensed beds are those beds licensed by the Virginia Department of Health, the Maryland Department of Health and Mental Hygiene and the DC Department of Health.  Many hospitals do not operate all their licensed beds: staffed beds are those beds that are routinely in operation with personnel available to provide immediate patient care services.  

Regional data are not uniform in regard to staffed vs. licensed beds, as will be shown in the appendices.  Precise determination may be difficult to establish.  For the purpose of this plan, 
surge capacity will be based on staffed beds.  [Is there a good way to resolve this?]
Public Health Capacity

Public Health surge capacity is defined as “the overall capacity of the public health system to increase capacity not only for patient care, but for epidemiologic investigation, risk communication, mass prophylaxis or vaccination, mass fatality management, and other activities”.

Public Health services are staffed to respond to a relatively constant volume of public health needs with seasonal or demographic variations causing short term spikes in service demand.  Local and state public health services are limited in their ability to expand to massive surge demands anticipated by a large biological incident.  The plan will define the limitations and role of local public health agencies during a hospital or public health surge incident and prescribe actions to be taken to activate volunteer and federal support.

Community Surge Capacity
The community must also anticipate the provision of support and augmentation of the local healthcare system for a minimum of 72 hours following an event.  Community support will include but not be limited to volunteer corps, auxiliary facilities for the provision of shelter and health care, transportation, security, food, water, electricity, supplemental supplies and equipment prior to the arrival of federal resources.

Surge Capability

Surge capability, or the ability of the healthcare system to respond to very unusual or specialized medical needs, must also be addressed in this paper.  Surge capability requirements include specialized medical and health services not normally available at the particular location and patient problems that require special intervention to protect medical providers, other patients and the integrity of the medical care facility.  Addressing capability issues requires extensive coordination among public health, emergency management and others.
Regional Issues
Coordinated planning is particularly challenging in this region. The Metropolitan Washington Council of Governments' planning region includes the District of Columbia, the states of Maryland and Virginia, as well as 17 cities and counties. Most of these jurisdictions have developed their own general emergency response plans of varying complexity. Some have also developed local bioterrorism response annexes to their general plans. In addition, a significant federal presence in this region must be considered in any planning efforts. 

As a way of formalizing the collaborative process, Congress established the National Capital Region [jurisdictions to be named here] which is slightly different from the MWCOG planning districts.  The differences are minimized by development of consensus among committee members and do not interfere with the functionality.

The NCR Director appointed by the Department of Homeland Security, establishes a “Senior Policy Group” which established polices associated with NCR as it relates to Maryland, Virginia and the District of Columbia.  The Chief Administrative Officers of the COG region interact with the Senior Policy Group to assure local concurrence on suggested policy, or recommend policies and procedures to the NCR group.  The collaborative processes in place serve to reconcile any unique cross-jurisdictional issues.  

Consequently, this document is intended to provide a platform of consistency during an event, so that every locality across the region recognizes the same response activities suitable for any particular stage of a situation. Furthermore, it is the intent of this document to encourage the establishment of appropriate and effective lines of communication for all of the various planning and response partners. Only with timely exchange of information may an effective regional response effort be implemented.

Maryland and Virginia have established State plans that incorporate the unique jurisdictional plans.   DC serves as a jurisdiction and a state for the purpose of this effort.  The process established by MWCOG several years ago is organized to continually review and update the concept of operations.  

The region will not have one physical command center, but will stand-up a virtual “incident command system” via established MOUs, Mutual Aid Agreements, and communication systems that include the NCR jurisdictions, the states, and the city of DC.  

However, this plan will not meet required regional needs without one additional, critical component. This necessary component is the region's interface with federal agencies. In recognition of the difficulty of coordinating these numerous local, state, and federal resources, it is strongly recommended that consideration be given to appointing a Federal Response Plan coordinator at the point when the region transitions from Activation Level II  (hospitals operating at full capacity) to Activation Level III (Community Response).  An early initiation of Federal response will reduce the time gap during which limited community resources must be relied upon. 

1.1

Statement of Purpose
This NCR Surge plan has been developed to coordinate the emergency response activities of the health care systems within the various federal, state, and local jurisdictions which make up the greater National Capital Region. 

1.2

Concept of Operations

      All response activities will be carried out within the context of Activation levels as adapted from those used in the HHS Surge Plan as follows:

· LEVEL I -
Health care facilities utilize all immediately available capacity

· LEVEL II -
Health care facilities expand to utilize all available capacity within           facility or campus

· LEVEL III -
Community Response activating resources available within a jurisdiction or NCR

· LEVEL IV - 
Federal Response activating federal resources
1.3

Public Health Response Organization

     The Governors of Maryland and Virginia, and the Mayor of the City of Washington, are the Emergency Response Managers for their jurisdictions.

     The investigation and control of communicable disease outbreaks, whether natural or man-made, are assigned by statute to the State Health Commissioner (in Maryland and Virginia) and the Director of Public Health (Washington, D.C.). Operating in concert with other state and federal agencies, and through a collection of local health departments overseen by local health directors (in Maryland and Virginia), the Chief State Health Officers direct the response to public health emergencies. 

     It is anticipated that health response coordination with federal agencies and others will take place through the State Emergency Management Agencies, in accordance with EMA's emergency operations plans and their established linkages with various levels of government. If the initial assessment suggests an intrastate event, the initiating Health Officer will use the state EOC (Emergency Operations Center) to communicate with other appropriate officials, following preset policy and procedure. [Do we have agreement on this?]
      Once interstate disease involvement develops state and local health officers will determine jointly if and when the larger response community should be notified.  This will ensure that all the health officers are fully aware and knowledgeable before the press are called in. 
Notification of the greater emergency response community will not take place until the Health Officers' assessment has determined that a broader response or investigation is needed. Not only does this protect any sensitive medical information which may be involved at the outset, but it prevents incorrect, though well-meaning, reactions by other individuals or agencies which may jeopardize the course of the investigation and proper response steps.  
[Does someone have the background on this statement?]
1.4

Planning Assumptions

It is not the purpose of this plan to dictate or interpret the planning needs for a particular locality or state. Rather, this document seeks to identify and link those common regional planning steps with applicable local response activities.

It is anticipated in the design of this plan that many response tasks will be defined in local emergency plans, such as the specific steps for activating an emergency shelter. Therefore, only general reference will be made regarding these steps and the reader will be referred to the local and state procedures for details. Most important, it is critical for the reader to ensure the development of these basic procedures immediately if these do not currently exist in the local emergency plan.

However, without dictating specifics, it is essential for each locality to ensure that planning measures have been developed for:

· Ability to readily alert and activate essential response personnel

·  Designation of trained on-call personnel to activate community response and request    
 federal assistance

· Activation of community response necessary to protect and support vital healthcare  
facilities

· Receipt, storage, security and distribution of immunization, prophylaxis, and 

      treatment supplies

· Identification, equipping, supplying and staffing of prophylaxis distribution or medical    
care (i.e. existing medical facilities or designated Neighborhood Emergency Help 
Centers (NEHC) with attention to patient access, site security, staffing, 
indemnification of facility owners and medical staff).

Comprehensive emergency planning assumes a basic command structure allowing for the efficient and effective deployment of resources.  This response plan is based upon a structure derived from the Federal Concept of Operations Plan, as delineated on the last page of this document.

[Attached are two other organization charts for your consideration.  One was developed at the Aberdeen Proving Ground, and the other is on page 96 of the HHS handbook.  Consider for discussion which one to use in this paper.]    

1.5

Key Public Health Functions
Key essential public health functions applicable to this plan are as follows:

· Coordinated preparation and planning with local, regional, and state partners 

·  Continuous surveillance to detect anomalies in normal disease prevalence

· Continuous and effective communication with allied response agencies to assess and  explain abnormal disease events

· Request and coordination of the RSS and distribution of the SNS.

·  Conduct Epidemiological investigation to ascertain the nature and extent of the bio-event

· Participate in joint forensic investigations with Public Safety partners when the Incident Commander deems the team process will aid in gathering evidence.

· Provide medical information and population control guidance to the PIO.  This includes assistance in development and issuance of pertinent public information bulletins, as well as technical information directed to the medical community and other agencies.  

· Provide situational information to policy staff so that critical, informed decisions may be made to control the impact on the population at large 

· Cooperate and coordinate with other responding agencies 

· Provide medical care and preventive measures as appropriate

1.6

Threat Scenarios

Weapons of mass destruction involving bio-agents, chemical, radiological, and explosives are the most commonly recognized threats.  Naturally occurring diseases or events are also likely to occur and may be more probable.  Planning should consider the possibility of multiple events in multiple locations.  Events may have either a gradual onset with small numbers of initial casualties that increase over time or a sudden massive onset resulting in immediate mass casualties.  The Threat Scenarios are provided in the appendices, and are addressed in state and jurisdictional plans.

2.

Activation Levels
Each level of activation is dependent upon the number of casualties (capacity) and/or the type of casualties (capability).  Each level of activation is briefly characterized.

[The Bio Plan matrices are attached.  See if they look useful for the appendices.]
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Activation Level I

Definition:
Health care facilities utilize all unoccupied beds and services.  [Staffing and operations of hospital beds are routine.  I did not think that we did anything with the hospitals until Level II? correct me if I’m wrong.]
General Activities:
Increased staffing levels, initiate expedited discharge to open acute care beds and services, cancel or postpone elective procedures.  [Routine staff levels.]
Command & Control:  Remains with local health care facilities operating under internal procedures, possible activation of RHCC to coordinate bed and resource availability, local health departments may activate EOC. [Not yet ]
Planning & Preparation 

[I think this is level II]
· Local planning should address response issues associated with communications, bed tracking and resource availability.

· Communication devices for essential response personnel to be used for alert notification and activation

Epidemiological Investigation

· LHD/SHD utilized NCR –node, and routine surveillance systems for continuous monitoring for Bio-events.

· Routine activities are monitored and analyzed for patterns indicative of possible Bio-event . 

· Active surveillance initiated with local/state/regional  planning partners suggest level II

· LHD/SHD notifies the medical community of possible event and actions to take discussion between epidemiologists and health directors begin. 

· LHD/SHD initiates daily surveys of local medical community for atypical case observations or diagnoses, as appropriate Level II

· LHD/SHD evaluates data to determine parameters of situation

Public Information/ Education

· Ongoing education of medical community, public health staff, and first responders

· Routine media response at LHD level.

2.2


Discussion of Level I Activation
Hospitals and health care facilities


Hospitals under level I will operate according to routine procedures outlined in the internal disaster procedures and transfer protocols.  Hospitals throughout a region will most likely reach Level I at different times depending on the number and types of casualties and transportation methods.  Careful coordination between health care facilities, EMS, and public information can help to prevent a surge at one facility while other facilities have available resources.  RCCH activation may be necessary to assist in the bed and resource allocation.
Public Health Departments


Local  and state health departments respond with available resources as necessary.  Begin terminating non-essential services as necessary.  Local and state health departments prepare to imitate activities if incident escalates. 

EMS


Emergency Medical Services operate under existing Mass Casualty Incident Plans

2.3


Activation Level II
Definition:
Health care facilities use all existing resources and supplement capacity and capabilities within facility or on campus.  This level is characterized by a general degradation of the health system’s ability to maintain standards of care.   NCR bed capacity is ------ .  

General Activities:
Limitations of staffing, space, equipment and supplies cause health care facilities to experience degradation of standards of care.  Public Health determines whether a Bio-Event occurred; referral may be made to law enforcement
Command & Control:
· Local EOCs  communicate with State EOC and selected planning partners

· Hospitals activate RCCH 

· SHD / LHD and respective EOC initiate communications with HHS EOC to assess situation.

· Hospital officials (RCCH), in consultation with LHD/SHD, determine whether to recommend decision on advancement to Activation Level III

Epidemiology:

· LHD and SHD (Local and State Health Directors) conduct full scale epidemiological investigation to identify source, agent, risk to community, treatment, prophylaxis needs, contact management, protection for health care workers, responders, and investigators

· LHD/SHD initiate plans, based on epidemiologic information, for containment processes (quarantine, isolation, prophylaxis, vaccination, vector control, environmental surety, etc)

· LHD/SHD determine whether to request activation of the SNS (Strategic National Stockpile) or VMI (Vendor Managed Inventory).  To do this, they consult with RCCH on health care resources and imminent shortages.  SHD also consults across NCR regarding SNS activation.  

Public Information

· Public information announcements are made and directions given for personal actions or protection.

2.4


Discussion of Level II Activation
Hospitals and health care facilities

Health care facilities will be operating beyond routine or licensed capacity.  Due to limitations of personnel, equipment, supplies, and facilities degradation of standard of care has occurred.  Health care faculties will notify local officials that community resources are needed and request initiation of community response.  [This is ok?]
Public Health
Local Health Departments will determine, in consultation with SHD, whether a regional response is required.  If regional public health resources are needed, the involved State and Local Health Officers determine  jointly the extent and nature of additional resources required, and whether those resources should be drawn from intra- or inter- state sources.  At this time the determination is made as to which Health Officer will have lead responsibility in the investigation.  [For MD, I think the state leads once it becomes a regional event]  For situations that are clearly regional, the involved State Health Departments should coordinate the activities to be undertaken by each state and its localities.  Few circumstances will require more than simple consultation with the State Health Department, or with one or two neighboring Local Health Officers.  Only when the Local Health Officer deems the circumstances to entail potential broad impact should he/she call the entire region for consultation.   [Can we discuss this?]

As this part of the investigation continues, privacy considerations should remain paramount.  Consequently, few non-medical persons will be made aware of the investigation.  Breaches of confidentiality at this point have led to adverse consequences for patients in the past and must be avoided if the medical community is to continue to freely contact Health Officers with potential situations.


For most trigger activations, the evaluation will terminate quickly with the determination that the situation does not involve either disease processes or numbers affected that warrant further handling as an exceptional event.  This is the process of ruling out false alarms and should be accomplished with as few people being involved as is necessary to make a reliable determination.   Many of these determinations will—and should—be made without even consulting with the State Health Department.

2.5



Activation Level III

Definition:
Demand for services has exceeded the ability of acute care facilities.    Community based response required to meet surge demands.

General Activities:   Community response provides supplemental resources to protect and augment the capacity of facilities to absorb casualties.  Non-acute care facilities are converted to provide care and triage. Neighborhood Emergency Help Centers (NEHC) and/or Acute Care Centers (ACC) are activated.

Command & Control

All the elements of Level II plus:

Threat Assessment & Investigation [this should be in all levels]
· Law Enforcement (including local police, state police, and FBI) initiate investigation

· Law Enforcement determines, with input from the health community, whether  a potential terrorist event has taken place

SHD/LHD/Regional Partner Coordination

· If appropriate, Health Directors recommend declaration of emergency 

(    Health Directors make technical recommendations

 State and Federal Consultation

· Local and State Law Enforcement coordinate with the FBI 

· States confer to request federal declaration of emergency as appropriate

· SHD consults with CDC

Epidemiological Investigation

· Epidemiological response is coordinated across jurisdictions.

· Unaffected jurisdictions supplement staffing to address surge demands. 

· Clinical labs, LHD, SHD, State Laboratory, and CDC cooperate to determine suspect agent.

· States coordinate prophy recommendations across the region to assure a single standard of care

· LHD’s/SHD coordinate distribution plans for prophy to assure access, tracking, and availability to the population at risk

· Region coordinates information sharing re: lab results, epi investigations, etc.

· Region coordinates information sharing with general public and health care providers

Public Information

· SEO issues Emergency Declaration announcement, if appropriate

· Public announcements and media communication routed through 

· JIC, if valid regional response

· SHD, if multi-locality state event

Fatality Management  - Activate local fatality management plan, as needed

Medical Examiner Operations - see State and Local Plans

Behavioral Health - See State and Local Plans

2.6


Discussion of Level III Activities

Activation level III is characterized as an interim response until federal resources are able to respond.  The duration of this phase could be as short as several hours or extend beyond 72 hours.  For planning purposes localities are encouraged to anticipate and prepare to respond for 72 hours.  The response will include supplemental supplies and resources cached and maintained by local jurisdictions intended to protect and support health care facilities.  


The activation of at least a virtual Unified Command would be begun at this point to provide command, control and coordination to what would be a complex response.  An event of significant size or of a nature to require a response under Federal, State or local plans has occurred and the system moves to Activation Level IV.  The Crisis Management and Consequence Management actions spelled out in the FRP, CONPLAN, State EOP’s and local EOP’s are undertaken.

2.7



Activation Level IV

Definition:
Local and State resources fully utilized.  Federal assistance requested.

General Activities:    Local and State activities to support and facilitate federal response.


Command & Control:

Local Response

· Conduct activities in accordance with existing protocols

· Local Response Command System implemented, as needed

· LHD updates SHD, EMA, Law Enforcement, Health Officers in region,

, 

Regional Response

· Group Coordination  & Assessment

· Define resources to be requested from federal agencies.

· Request federal assistance

· State/Federal declarations of emergency, as appropriate, via LEO

Epidemiological Investigation  - per level III, plus

Medical Treatment

· Activate NDMS (National Disaster Medical Service)

· Supplement staffing with DMAT

Public Information

· Public announcements and media communication routed through 

·  JIC, if valid regional response

· SHD, if single locality or multi-locality state event

3.0 Unified Command Structure
[Three organization charts are available for the group to consider.  

One chart follows on the next page.  Another is attached as the Aberdeen chart.  The third can be found on page 96 of the attached adobe file, ncorgchartdhhs.pdf  Which do you prefer?]
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�  Hick, J, Hanfling, D, et. al., “Healthcare Facility and community Strategies for Patient Care Surge Capacity” accepted for publication Annals of Emergency Medicine.
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