





Upcoming Training





Every Monday 3:00-4:00pm
First Responder Resiliency

TeleECHO Program 





August 8th 10:00am
Virtual HRTS Training 
(for Hospitals and LTCF)






August 8th 2:00pm
Virtual Patient Bed Matching

Training 
(for Hospitals and Behavioral

Health)





August 9th 1:00pm
Virtual CMS 17 Non-Hospital

Subcommittee Meeting





August 17th 2:00pm (third
Thursday of every month)

Regional Hospital Call





September 27th
HCC Meeting

Giles OEM
3050 Columbia Hwy Pulaski

Lunch TBD*
Board Members - 12:00pm

Full Coalition -12:30pm
*If funding is available, lunch will be

provided at 11:30am. Information willl
be sent out with meeting invites prior

to the meeting.








Meeting links on SCRHCC  Yearly
Calendar or email

Christina.Gerstein@tn.gov for
links.






For  additional HRTS or PBM
training, register at this link:

https://tdh.readyop.com/fs/4cv8/164384
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Medical Response and Surge 
 (MRSE) Functional Exercise 2023

 accommodate a surge of patients equal to at
least 20% of its staffed bed capacity 
ensure availability of staffed beds, supplies,
equipment, and personnel across the South
Central Region HCC.

On June 9th,  SCRHCC held the Regional MRSE
exercise as part of the ASPR grant requirements. 
 The exercise tested the HCC and its members'
capacity to:

45 Coaliition
members/partners
participated in the

exercise. Strengths and
areas for improvement

with regard to
Capabilities were

identified and will be
used to shape planning

for 2023-2024. 




 
 


 


First Responder Resiliency TeleECHO™ Program 
 


Trauma and Resiliency for First Responders and Frontline Healthcare Workers 


                  


Program email: firstresponderecho@salud.unm.edu  


Website: https://echo.unm.edu/teleecho-programs/firstresponder 


Register for our sessions: Click here to register! 


Register for our program: Click here!  


 


 


For all healthcare workers and public safety officers: MD/DO, RN, PA, Respiratory Therapists, EMS, Fire & 
Rescue, Police, Behavioral Health, Community Health Workers, Pastoral Care, etc. 


OBJECTIVE: 
The COVID-19 global pandemic is impacting 
First Responders and Frontline Healthcare 
Workers in unprecedented ways. 
 
Join your colleagues in EMS, law 
enforcement, and healthcare from around the 
nation for this first-of-its-kind program based 
on real cases and situations. 
 
Learn techniques to manage self-care and 
increase resiliency and capacity during this 
crisis. Share best practices and receive 
support from peers, physicians, and mental 
health experts. 
 
 
EXAMPLE DISCUSSION TOPICS: 
 Reacting to trauma 
 Healthy coping skills 
 Harm reduction 
 Self-care 
 Resiliency   


HOW TO PARTICIPATE: 
 Join us using Zoom  
 Participate in brief interactive lectures 
 Present de-identified patient cases 
 Engage in interactive discussions 
 Earn no-cost to you CME/EMS CEU 


credits!  
 
 
REGISTER AND CONNECT: 
 Register to receive the Zoom 


connection information here.  


Earn CME or EMS Continuing Education 


credits at no cost! 


Join us every Monday! 
1:00 – 2:00 PM (PT) / 2:00 – 3:00 PM (MT) /  
3:00 – 4:00 PM (CT) / 4:00 – 5:00 PM (ET) 


Register to receive Zoom information here  
or 


Email firstresponderecho@salud.unm.edu 
for more information 



mailto:dermatologyecho@salud.unm.edu

https://echo.unm.edu/teleecho-programs/firstresponder

https://echo.zoom.us/meeting/register/uJQodu6hqT0jVRvZ4utyvGVvSPZOX5wTmw

https://ctsctrials.health.unm.edu/redcap/surveys/?s=KDTJA8YCCD

https://echo.zoom.us/meeting/register/uJQodu6hqT0jVRvZ4utyvGVvSPZOX5wTmw

https://echo.zoom.us/meeting/register/uJQodu6hqT0jVRvZ4utyvGVvSPZOX5wTmw

mailto:firstresponderecho@salud.unm.edu



dc60xw4
File Attachment
first_responder_resiliency_echo_flyer_1pager (1).pdf
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Chemical Emergency
Resources

Double click push pin to open document.

https://www.cdc.gov/chemicalemergencies/index.html

https://chemm.hhs.gov/

Patient Decontamination in a Mass
Chemical Exposure Incident: National
Planning Guidance for Communities

https://files.asprtracie.hhs.gov/documents/aspr-tracie-exchange-issue-9.pdf

The Exchange
Newsletter

Issue 9

Register here: Chemical Agents of
Opportunity for Terrorism




HICS Chemical Incident Planning Guide

Patient Decontamination in a Mass
Chemical Exposure Incident:

National Planning Guide



https://urldefense.com/v3/__https:/acmt.cmail20.com/t/d-l-vjriujd-dlyutrtrtu-t/__;!!PRtDf9A!uK0biVhW-i9r3TU6351VAGAjLkbwLPOj27R_mDfmCGTXYH8KRpUmq52jD__KImx8902S59WYGD4zsqwi$
https://www.phe.gov/Preparedness/responders/Documents/patient-decon-natl-plng-guide.pdf
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Chemical Emergency 
Considerations for 
Healthcare Facilities


This resource can help healthcare facilities prepare for a chemical emergency by providing key information and considerations 
that can be used for planning and response purposes. Additional related resources can be found on the ASPR TRACIE 
CBRN Resources Page. 


Assumptions
Chemical emergencies may be accidental in nature (e.g., industrial, transportation-related) or intentional (e.g., a terror event 
or criminal chemical release). Regardless of the origin of the incident, several general assumptions should be considered 
while planning for/responding to a large-scale chemical incident, including: 


• Hospital operations and response efforts will be directly
impacted if a facility is in the path of a chemical release,
if the facility is affected by an internal release, or if it
is receiving patients from a chemical incident in the
community. A large-scale incident may require prolonged
response times and extensive resource management,
further impacting traditional operations and patient
care capacities.


• Critical healthcare infrastructure components (e.g., food,
transportation, water, internet, utilities) may be affected.
As a result, hospital services such as laundry, waste
collection/disposal, and security may be diminished
leading to additional operational challenges.


• Federal, state, and local emergency resources may be
needed but mobilization may be delayed due to on-scene
response, contamination, and/or decontamination.


• Victims are likely to leave an affected area and self-refer to
hospitals, urgent care centers, outpatient medical offices,
and fire/emergency medical system (EMS) stations. Fear
of chemical exposure or the need to seek refuge may
cause a surge of concerned residents to these same
facilities. Similarly, residents may flee the impact zone,
potentially overwhelming nearby healthcare facilities.


• External communication (via various social media and
traditional channels) will be necessary for keeping
residents informed and reassured.


• Staff may need to evaluate a large number of potential
chemical exposures and/or contamination. They may
be expected to identify exposure type; evaluate the
magnitude/severity; assess contamination and related
risks; and triage victims for the appropriate level of
decontamination and medical care.


• Staff may also be impacted by exposure, fear of exposure,
or family obligations (e.g., child/family care if schools/acute
care facilities are closed/affected). This will have staffing
implications.


• Secondary (indirect) effects of a chemical incident, such
as heat, stress, and dehydration to frontline staff due to
extended use of personal preparedness equipment (PPE)
or psychological/mental health stress can impact response
efforts over time.


Select ASPR TRACIE Resources


• Chemical Hazards Topic Collection (TC)
• HCC Specialty Chemical Surge Annex Template
• Chemical Emergency Surge Annex TTX Toolkit
• Select CBRN Resources
• Hospital Surge Capacity TC
• Hospital Patient Decontamination TC
• Pre-Hospital Patient Decontamination TC



https://asprtracie.hhs.gov/cbrn-resources

https://asprtracie.hhs.gov/technical-resources/29/chemical-hazards/27

https://files.asprtracie.hhs.gov/documents/aspr-tracie-hcc-chemical-surge-annex-final.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-step-by-step-guide-to-implementing-coalition-chemical-surge-ttx.pdf

https://asprtracie.hhs.gov/cbrn-resources

https://asprtracie.hhs.gov/technical-resources/58/hospital-surge-capacity-and-immediate-bed-availability/0

https://asprtracie.hhs.gov/technical-resources/38/hospital-patient-decontamination/37

https://asprtracie.hhs.gov/technical-resources/39/pre-hospital-patient-decontamination/37
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Know the chemical risks and 
vulnerabilities specific to 
your community. 


	� Conduct a facility and/or community 
hazard vulnerability analysis (HVA) to 
identify potential emergency scenarios and 
better understand their impacts on facility 
services, operations, and the healthcare 
community. Utilize HVA results to update/
develop plans that address response gaps.


	� Be aware of nearby facilities that use or 
store hazardous materials/chemicals. Know 
the amount and type of chemicals being 
used/stored. Existing relationships (e.g., 
a local emergency planning committee 
[LEPC]) or the Environmental Protection 
Agency (EPA) toxic list inventory are good 
sources of such information. 


	� Consider any specific processes, 
decontamination procedures, patient 
care needs, or sheltering/evacuation 
protocols that might be driven by risks or 
vulnerabilities in your area.  


	� Work with those responsible for managing   
hazardous materials (HAZMAT) incidents in 
your jurisdictions to collaborate, coordinate, 
and integrate response operations for 
potential chemical emergencies. Integrating 
industry stakeholders and external experts 
into planning and response activities can 
support additional response needs.


	� Establish a HAZMAT alert process to 
ensure all necessary first responder, first 
receiver, and emergency management 
agencies are informed of a chemical 
emergency incident.


Understand impacts to hospital 
operations during a chemical release. 


	� Consider how entry control points, 
lockdown procedures, or contamination 
control zones will impact staff ability to 
report to and access the hospital, initiate 
decontamination procedures, and/or 
provide patient care and transportation 
needs.  


	� Have plans in place to shut down, or 
better filter, ventilation systems, divert 
ambulances, and alert the community it is 
unsafe to travel to the hospital if sheltering-
in-place becomes necessary.


	� Ensure the hospital has enough supplies 
to be self-sufficient/shelter-in-place for 
96 hours (per the Joint Commission 
Emergency Management 96 Hour Plan). 


	� Have a mechanism to incorporate 
additional, or alternative, security and 
administrative operations to help manage 
access controls, increase in ambulatory 
patients presenting for evaluation, visitors, 
media, and those seeking refuge in the 
event of a HAZMAT release. 


	� Work with local, state, regional law 
enforcement and emergency management 
to devise a plan that allows healthcare 
facility staff to pass through security lines.


	� Know what community- or healthcare 
coalition- (HCC) based surge protocols 
exist to manage contaminated and 
potentially exposed patients at the 
community level, particularly where 
exposed persons may be directed. 
Hospitals should treat the injured, while 
freestanding emergency departments 
or urgent care facilities conduct patient 
screening of those with minimal/no 
exposure and minimal to no symptoms. 


Understand options/plans if critical 
infrastructure become impacted 
(e.g., food, transportation, water, 
internet, utilities). 


	� Know what auxiliary power sources are 
available in the event of an outage. 


	� Address how decontamination and medical 
care can be conducted with possible loss 
of power.


	� Plan ahead for loss of internet services by 
pre-downloading/storing/printing critical 
chemical emergency-related treatment 
regimens, decontamination guidelines (e.g., 
diagrams, flow charts, etc.) to ensure best 
practices are available offline.


	� Identify print materials (e.g., reference 
books and guidance documents) that can 
be made available, and subject matter 
experts who can be contacted by phone 
if needed to supplement loss of access to 
information, internal resources, and the like. 


Considerations
The following list of considerations is aimed at helping hospitals and other healthcare facilities prepare for and respond to a 
chemical emergency. It includes practices and preparedness activities that may help minimize disruptions to medical care 
capabilities amid a large-scale chemical incident. 


Preparedness



https://www.epa.gov/environmental-topics/chemicals-and-toxics-topics

https://www.jointcommission.org/standards/standard-faqs/ambulatory/emergency-management-em/000001216/
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Detail regional resources and the roles 
and responsibilities of key agencies/
disciplines/partners in a regional 
chemical response plan. 


	� Identify specific hospital representatives 
(and backups) to participate in chemical 
emergency planning.  


	� Ensure leadership/staff are familiar with 
regional (e.g., HCC) and facility-level 
chemical emergency plans, know how to 
access them, when they are updated, and 
how often to review. 


	� Ensure local emergency response partners 
and EMS are integrated into facility 
emergency planning. Include HCC, local 
health departments, environmental health 
agencies, emergency management, fire, 
law enforcement, HAZMAT teams, and 
LEPC, among others. Understand their 
capabilities, expectations, and limitations. 


	� Know the local resources and regulations 
specific to wastewater disposal. Note that 
environmental health agencies have a 
regulatory role and may be able to offer 
expert advice. 


	� Determine gaps in facility-/community-level 
plans and/or PPE and other response 
equipment needs; identify corrective 
actions to mitigate risks.


Provide relevant training for 
leadership and staff that reflect 
their roles (particularly in 
awareness and operations) during a 
chemical emergency.


	� Develop exercises that plan for a variety 
of scenarios. Include considerations 
for populations with access and 
functional needs, particularly for 
decontamination procedures. 


	� Document and review shelter-in-place, 
lock down, and evacuation procedures. 
Include details on triggers, thresholds, 
and who has authority for enacting 
these plans. Ensure leadership that may 
need to make these decisions know and 
understand procedures.


	� Implement ongoing and updated training 
on appropriate use of PPE and patient 
decontamination protocol.


	� Identify who will coordinate with/
incorporate HAZMAT specialists, chemists, 
toxicologists, poison control centers, or 
other subject matter experts. 


	� Ensure leadership/staff understand, and 
adhere to, proper wastewater/contaminated 
waste protocols and regulations. 


Determine the types and amounts of 
space, supplies, and staff needed to 
provide ambulatory and non-ambulatory 
patient decontamination at your facility.  


	� Ensure planning is in accord with 
OSHA’s First Receivers Guidance for 
healthcare facilities. 


	� Include the throughput potential based on 
reasonable community scenarios. 


	� Consider PPE for staff; decontamination 
equipment (e.g., tridents, hoses, buckets, 
soap); dry decontamination/redress 
kits; space for pre-decontamination 
screening/triage; and space for healthcare 
self- decontamination.


	� Ensure the supplies needed to comply with 
wastewater/runoff containment as regulated 
by EPA and state entities are available in 
your facility.


	� Participate in community CHEMPACK 
planning. Establish and rehearse 
emergency response procedures for 
personnel performing decontamination.


	� Know the agreed upon prioritization 
protocol for decontamination (e.g., 
non-ambulatory but living persons first); 
consider the needs of populations with 
access and functional needs (e.g., 
pediatric patients, those reliant on 
biomedical devices).


Response Management


	� Identify a secondary location, and a virtual 
format, for your facility’s command center 
in the event a chemical emergency or 
hazardous material release compromises 
your planned primary location. Know what 
capabilities or limitations this secondary 
command center may have. 


	� Identify primary and alternate sources 
of information for situational awareness 
(e.g., EMS/fire, TV/radio, social media, first 
responder dispatch centers (911 centers), 
reverse 911).


	� Understand what triggers/circumstances 
would initiate a shelter-in-place, lockdown, 
or evacuation order, how it will be 
coordinated, and how local authorities 
are involved (e.g., should the hospital be 
exempt from a mandatory evacuation order 
if the risk of evacuation for some patients 
exceeds the benefit?) This must be an 
active discussion with local emergency 
management offices).


	� Create a list of:
	� Available local, regional, state, and 


interstate resources and activation 
procedures that can support a 
chemical incident response.


	� National, state, regional, and local 
experts available for consult (e.g., 
HAZMAT safety officers, chemists, 
toxicologists, poison control).


	� Regional Hazardous Materials Safety 
Assistance Teams (HMSAT)


	� The contact information and/or 
24/7/365 emergency phone number to 
request Agency for Toxic Substances 
and Disease Registry (ATSDR) 
emergency response team assistance.



https://www.osha.gov/sites/default/files/publications/osha3249.pdf

https://www.phmsa.dot.gov/training/hazmat/hazardous-materials-safety-assistance-team-hmsat

https://www.phmsa.dot.gov/training/hazmat/hazardous-materials-safety-assistance-team-hmsat

https://www.atsdr.cdc.gov/emergencyresponse/index.html

https://www.atsdr.cdc.gov/emergencyresponse/index.html
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Fatality Management


Staffing


Supplies and Resources 


	� Ensure your fatality management 
plan includes a protocol for managing 
contaminated decedents, and 
regional planning accounts for mass 
contaminated fatalities. Include details 
on decontamination of decedents and 
communication process for engaging 
local morticians, coroners, and 
medical examiners.


	� Designate a lead for on-site response and 
“right to know” information (e.g., safety 
officer) and a lead for a decontamination 
response (e.g., emergency manager/
emergency department manager/
decontamination unit leader/
decontamination safety officer) to oversee 
education, training, exercises for each area.


	� Comply with local, state, regional, and 
federal expectations for maintaining staff 
health and safety.


	� Develop and implement a communication 
plan on hazardous materials exposure 
prevention measures and alerting 
procedures for all staff (awareness).


	� List essential supply information and 
specialized equipment availability for 
your facility. Include current capacity 
that can be shared across hospital 
networks (e.g., wet decontamination 
equipment, dry decontamination kits, 
containment supplies).


	� Know what proper treatment, supplies, 
medical devices/equipment are available 
on site, or are quickly accessible 
(e.g., CHEMPACK). 


	� Ensure your hospital is familiar with 
how to engage the HCC/ESF #8 in 
contacting state/local jurisdiction to 
request medical resources. Ensure 
stockpile/materials release, distribution, 
replenishment, and sharing policies are 
clear (e.g., who gets what, when, and 
how). Include plans/protocol for accessing 
CHEMPACK resources. 


	� Engage with local morticians, coroners, 
and medical examiners to advise 
on decontamination and handling of 
contaminated decedents.


	� Maintain a list of local mortuary 
service contacts.


	� Develop, implement, and maintain an 
operations-level training plan for staff that 
will be involved with contaminated patient 
assessment, triage, decontamination, and 
containment of exposure.


	� Identify additional security/administrative/
auxiliary staffing needs that may be 
required and how these resources will be 
called back / sourced.


	� Ensure leadership maintains and regularly 
updates a list of staff that have been 
specially trained, or are experienced in, 
responding to chemical emergencies.


	� Consider the need for pre-incident consults 
with industry response teams, waste 
management experts, environmental health 
agencies, and water/food safety authorities 
should the management of contaminated 
waste become challenging. 


	� Ensure adequate, secure storage is 
available for bags of contaminated 
belongings. Some items (e.g., valuables) 
may safely be returned to patients 
depending on the chemical. Have plans 
in place to identify owners and return 
permissible items. Consider how to 
handle special items such as exposed/
contaminated law enforcement weapons.


	� Understand state and federal Disaster 
Mortuary Operational Response Team 
(DMORT) services.


	� Determine the processes that need to 
be followed if the deceased are victims 
of crime. Bodies may not be able to be 
decontaminated, resulting in limited storage 
options. Loved ones may not be able to 
view contaminated victims at the hospital.


	� Know what sharing agreements or 
contracts are in place to share staff, utilize 
vendors, and share resources with non-
impacted health systems/facilities. 


	� Have a secondary limited staffing plan in 
place in case critical staff need to shelter-
in-place, are unable to travel, or if response 
needs extend beyond initial available 
staffing levels. 


	� Plan to establish staff rotations, multiple 
shifts, and/or longer operational days. 
Consider how these new shifts will be 
managed, who will oversee longer hours, 
and what documentation is needed. 


	� Utilize industry stakeholders/
external experts to support additional 
resource needs should emergency 
resource allocation be delayed. 
Understand local tribal/territorial 
considerations and resources.



https://www.phe.gov/Preparedness/responders/ndms/ndms-teams/Pages/dmort.aspx

https://www.phe.gov/Preparedness/responders/ndms/ndms-teams/Pages/dmort.aspx
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Patient Care 


Communication


	� Provide staff education and updates on 
toxidromes, chemical-specific treatment 
protocols (e.g., antidotal treatment, 
including regional plans for nerve agent/
organophosphate poisoning). 


	� Consider the need for just-in-time training 
and/or job aids for chemical events.


	� Should an explosion occur along with a 
chemical incident, consider patient care 
needs for treating trauma in conjunction 
with chemical exposure. 


	� Know what chemical identification 
capabilities are available in the community, 
how to coordinate with local labs (or the 
Lab Response for Chemical Threats 
network) for analysis/collection of 
contaminated materials. Consider what this 
engagement will look like, who will be the 
point person. 


	� Ensure staff are aware of how they will be 
contacted in case of a hazardous material 
release. Consider how on-site and off-site 
staff will be notified, if notification policies 
should include instructions for NOT 
reporting to the facility, and how emergency 
management, law enforcement, and/or the 
community will be notified if needed. 


	� Know what information will need to be 
collected and shared, including specific 
information on the substance, toxicology, 
treatment, affected area(s), evacuation/
sheltering, and when/where to seek or 
receive updates.


	� Have alternate space available, pre-
decontamination, for assessment and 
“dry decon” of a large number of patients. 
Know what is needed to ready these 
spaces (e.g., implementing access 
control/ lockdown procedures to prevent 
building contamination). Note if the space 
is connected to the facility to ensure 
there is no recirculation of air within 
ventilation systems.


	� Have specific plans in place to care 
for populations with access and 
functional needs.  


	� Establish how the facility will share 
situational awareness information or 
essential data with/from local/state, HCCs, 
Medical Operations Coordination Centers 
(MOCC), or other organizations.


	� Ensure staff wearing PPE can 
communicate with each other and HAZMAT 
sector leadership.


	� Identify media-trained representatives 
to speak on behalf of the hospital. 
FEMA offers a Public Information 
Officer (PIO) training program to teach 
disaster communications. 


	� Plan for processing and registering 
exposed patients, belongings matching/
control, and assessment post-
decontamination. 


	� Identify who will manage patient movement 
activities and matching patients with referral 
resources. First responders should have 
plans in place for management/transport of 
contaminated patients.


	� Have a process in place for family 
reunification; this may separate from 
the healthcare facility depending on the 
contamination situation. Plan to address/
communicate family reunification needs 
with other healthcare facilities/HCCs.


	� Establish a process to continually monitor 
media outlets, social media, and other 
news or messaging platforms to identify 
and dispel false information quickly and 
maintain control of the incident.


	� Have a list of community contacts 
and organizations that can assist 
with messaging (e.g., media, 
grassroots organizations, religious and 
cultural organizations).



https://emergency.cdc.gov/lrn/chemical.asp#:~:text=CDC's%20Laboratory%20Response%20Network%20for%20Chemical%20Threats&text=The%20Laboratory%20Response%20Network%20for,and%20other%20public%20health%20emergencies.

https://training.fema.gov/programs/pio/

https://training.fema.gov/programs/pio/
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https://www.fema.gov/sites/default/files/2020-07/hazardous-materials-incidents.pdf

https://www.health.state.mn.us/diseases/idlab/labep/hazmat/MDHhazmat2018.pdf

https://www.cdc.gov/niosh/docs/2018-166/default.html

https://www.cdc.gov/niosh/docs/2018-166/default.html

https://www.osha.gov/sites/default/files/publications/osha3249.pdf

https://www.osha.gov/sites/default/files/publications/osha3249.pdf

https://medcoe.army.mil/borden-tb-med-mgmt-chemical-casualties


https://chemm.hhs.gov/nerveagents/FGA_Medical_Management_Guidelines_508.pdf

https://chemm.hhs.gov/nerveagents/FGA_Medical_Management_Guidelines_508.pdf

https://chemm.hhs.gov/index.html

https://chemm.hhs.gov/index.html

https://chemm.hhs.gov/chempack.htm

https://chemm.hhs.gov/medical_countermeasures.htm

https://chemm.hhs.gov/medical_countermeasures.htm

https://chemm.hhs.gov/specialpops.htm

https://chemm.hhs.gov/specialpops.htm

https://www.dhs.gov/sites/default/files/publications/Patient Decon National Planning Guidance_Final_December 2014.pdf

https://www.dhs.gov/sites/default/files/publications/Patient Decon National Planning Guidance_Final_December 2014.pdf

https://www.fda.gov/Drugs/EmergencyPreparedness/BioterrorismandDrugPreparedness/ucm063809.htm
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Incident Planning Guide: Chemical Incident 


Definition 
This Incident Planning Guide is intended to address chemical incidents and exposures (e.g., chlorine, nerve 
agent, blister agent, toxic industrial chemicals). Hospitals may customize this Incident Planning Guide for their 
specific requirements. 


Scenario 
At 12:33 PM a 4-engine, mixed cargo freight train enters your city and collides downtown with a truck 
resulting in several derailed cars. Within a few minutes, first responders and spectators report a large visible 
cloud rising from the wreckage and people running from the scene with hands over their faces, coughing 
violently. Local media reports that survivors smell a bleach-like odor. By 12:40 PM, people are showing up at 
your emergency department presenting with upper airway stridor and pulmonary edema producing clear and 
blood tinged secretions. Several other patients complain of upper airway symptoms, burning eyes and nose, 
lung irritation and inflammation, sore throat, difficulty breathing, wheezing, headaches and dizziness, and 
anxiety. Six are reported dead at the scene. Your hospital begins patient decontamination but two victims die 
during the process. Your emergency department is at 110% capacity with many patients who smell of chlorine. 
Emergency department staff are complaining of difficulty breathing because of the fumes. At least 50% of the 
patients are showing advanced signs of chlorine exposure including burning pain, redness, and blisters on the 
skin, difficulty breathing, and fluid in the lungs (pulmonary edema). Three more patients expire while being 
treated following decontamination. At 2:00 PM, emergency medical services responders from the scene 
report rumors that the ruptured tank car contained 180,000 pounds of liquid chlorine. The two cars behind 
the chlorine car are also derailed but not ruptured and may also contain dangerous chemicals. Within 4 hours, 
triage and patient decontamination have been completed and victims have either been treated and admitted 
or discharged. Your hospital’s inpatient units are at 130% capacity. The entrance to the emergency 
department and the patient decontamination area require cleaning. There is a large collection of 
contaminated clothing creating a secondary hazard, and two emergency department staff who aided the 
initial victims are experiencing stridor. Local law enforcement is collaborating with the FBI to conduct an 
accident investigation and will begin collecting evidence, including patient clothing, as well as interviewing 
victims. There is a need for behavioral health counseling for patients, staff, and visitors impacted by the 
incident. 
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Does your Emergency Management Program address the following issues?  
Mitigation  


1.  Does your hospital address the threat and impact of a chemical incident in the annual Hazard Vulnerability 
Analysis, including the identification of mitigation strategies and tactics? 


2. 


Does your hospital participate in pre-incident local response planning with public safety officials (e.g., 
emergency medical services, fire, and law enforcement), local emergency management officials, other 
area hospitals, regional healthcare coalition coordinators , and other appropriate public and private 
organizations, including meetings and conference calls to plan and share status? 


3. 
Does your hospital have multiple methods and equipment for transportation of contaminated or 
decontaminated patients (e.g., chairs, stretchers, backboards, sled type devices, blanket drag, multiple 
person carry, single person carry)? 


4. Does your hospital have evacuation equipment for bariatric and special needs patients? 


5. 
Does your hospital define and provide special equipment that may be needed during a chemical incident 
(e.g., sealing tape, heavy duty plastic, decontamination equipment, appropriate personal protective 
equipment)? 


6. Does your hospital have immediate access to medication and antidotes? 


7. 
Does your hospital have a plan to: 


 Secure the hospital and prevent contamination of patients, staff, and hospitals? 
 Individually control heating, ventilation, and air-conditioning and return air for impacted areas? 


8. 


Does your hospital use expert information sources (e.g., Poison Control Center, Department of 
Transportation Emergency Response Guide, Centers for Disease Control and Prevention website, city or 
county emergency operations plan) when planning for chemical incidents, decontamination, and patient 
treatment?  


Preparedness 


1. Does your hospital have a Chemical Incident Plan? 


2. Does your hospital exercise the Chemical Incident Plan yearly and revise it as needed? 


3. Does your hospital have preparedness strategies to reduce the risk from a chemical incident?  


4. 


Does your hospital have procedures to notify and engage appropriate internal and external experts, 
including:  


 Security? 
 Emergency department? 
 Safety? 
 Decontamination teams? 
 Respiratory? 
 Critical care? 
 Burn specialists? 
 Infection control? 
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 Engineering, facilities, and plant operations?  
 Toxicologist or chemical expert? 


5. Does your hospital have a procedure to obtain incident and chemical specific details from local officials 
immediately after the incident and regularly throughout the response?  


6. 


Does your hospital have a decontamination team trained to U.S. Occupational Safety and Health 
Administration operations level following “first receiver” guidance that maintains annual competencies, 
including using personal protective equipment, donning and doffing procedures, medical surveillance, 
and respiratory protection program that: 


 Monitors the health status of staff that participate in decontamination activities and provide 
appropriate medical follow-up? 


 Manages contaminated and non-contaminated personal belongings? 


7. Does your hospital’s Emergency Operations Plan include an emergency patient registration procedure?  


8. 


Does your hospital have a procedure to regularly inventory:  


 Bed availability and census?  
 Antidote supplies?  
 Airway management supplies?  
 Medications and antidotes including bronchodilators, sedatives, paralytics, and analgesics? 


9. 


Does your hospital have a Communications Plan that includes: 


 Pre-incident standardized messages for communicating the risks associated with this incident and 
recommendations to the public and media? 


 Participation in the Joint Information Center in cooperation with local, county, regional, and state 
emergency management partners? 


 Use of social media for communication, including: 
o Who can use social media? 
o Who approves the use of social media? 
o When is the use of social media not appropriate? 


 Procedure for notification of internal and external authorities (local, county, region, state)? 
 A plan to distribute radios, auxiliary phones, and flashlights to appropriate people and areas? 
 A plan for rapid communication of weather status (watch, warning)? 
 A plan for rapid communication of situation status to local emergency management and area 


hospitals? 
 A process to identify patients and to notify family members? 


10. Does your hospital identify criteria and procedures to modify the family visitation policy?  


11. Does your hospital have a contingency plan for being a secondary site for chemical agent release?  


12. Does your hospital have a plan to address behavioral health support needs for patients, staff, visitors, 
and their families?  
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Immediate and Intermediate Response 


1. Does your hospital have a protocol and criteria to determine the safety threat to your hospital from a 
chemical incident and what safety measures should be taken to protect patients, staff, and visitors?  


2. Does your hospital have a plan to send a representative to the local Emergency Operations Center? 


3. 


Does your hospital have a plan and procedures to rapidly initiate shelter-in-place, including:  


 Immediate shutdown of heating, ventilation, and air-conditioning systems? 
 Securing access to the hospital? 
 Limiting hospital access to designated secure screening points for staff and visitors entering your 


hospital?  
 Regularly reevaluating shelter-in-place vs. evacuation and coordinating decision making with local 


officials? 


4. 


Does your hospital have a Decontamination Plan that can be immediately activated and includes: 


 Provisions for gross decontamination of victims until full decontamination can be conducted?  
 A triage process to separate contaminated victims from non-contaminated persons presenting for 


care? 
 A procedure to secure the decontamination area? 
 A process to monitor that medically qualified and fit-tested personnel are available and assigned to 


use personal protective equipment and provide patient decontamination? 
 A process to specify the level of decontamination required and the ability to adapt to evolving 


situations? 
 A process to expand decontamination operations to provide for a large number of patients (i.e., 


doffing kits, etc.) including the ability to integrate community decontamination resources when 
available? 


 A process to contain or divert water run-off collection and disposal in conjunction with the 
Environmental Protection Agency, the local water authority, and procedures to appropriately notify 
such authorities when decontamination is activated? 


5. 
Does your hospital have policies and procedures for detecting and monitoring chemical levels in both the 
hospital and on people? If not, who would be contacted to provide this service, if needed? 


6. 


Does your hospital have a Communications Plan that addresses:  


 How your hospital receives timely and pertinent incident information from field command (e.g., 
chemical information, decontamination provided, recommendations)? 


 A procedure to provide pertinent incident information to the decontamination team, all treatment 
areas, security and the Hospital Command Center? 


 A procedure to notify field command of hospital decontamination location and ingress and egress 
routes for emergency medical services? 


 A procedure to notify the local Emergency Operations Center of operational status? 
 A procedure to receive information regarding the operational status of area hospitals? 
 A process to establish a media briefing area? 
 A procedure to provide scheduled media briefings in conjunction with local emergency management, 


the local Emergency Operations Center, and the Joint Information Center? 
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 A plan to work with local emergency management or the local Emergency Operations Center to 
address risk communication issues for the public? 


 A process to identify patients and to notify family members? 


7. Does your hospital consult with pre identified resident experts, such as the Poison Control Center, and 
the Agency for Toxic Substances and Disease Registry to obtain needed assistance?  


8. Does your hospital have criteria for determining whether shelter-in-place or evacuation of your hospital 
is required? 


9. 


Does your hospital have a Fatality Management Plan that addresses:  


 Integration with local or state medical examiner or coroner? 
 Preservation of evidence and chain of custody? 
 Religious and cultural concerns? 
 Management of contaminated decedents? 
 Family notification procedures? 
 Behavioral health support for family and staff? 
 Documentation? 


10. 


Does your hospital’s Security Plan include: 


 A procedure to secure the hospital to manage the influx of contaminated and non-contaminated 
patients? 


 Working with local law enforcement and public safety officers to preserve and secure evidence, 
contaminated patient belongings, and specimens? 


 A procedure to interface with local, state, and federal law enforcement agencies to interview 
patients, gather evidence, and investigate the incident? 


 Addressing the possibility that the perpetrators are among the injured? 


11. Does your hospital consider the possibility of being a secondary terrorist target and plan for appropriate 
measures to protect the hospital? 


12. 
Does your hospital’s plan address evidence preservation measures in cooperation with law enforcement 
and issues regarding transfer of contaminated patient belongings to law enforcement?  


Extended Response and System Recovery 


1. 


Does your hospital have criteria to prioritize business continuity and recovery activities including:  


 Repair and decontamination of the hospital? 
 Reevaluation of your infrastructure’s ability to maintain and continue the medical mission? 
 Restoration of communication and power systems? 
 Communicating, educating, and monitoring of staff? 
 Repatriation of evacuated patients? 
 Restoration of the hospital and operations to normal? 


2. Does your hospital have a plan to provide behavioral health support and stress management debriefings 
to patients, staff, and families, including obtaining services from local or regional resources?  
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3. 


Does your hospital have procedures for: 


 Reporting and documenting staff exposures and injuries?  
 Addressing biohazardous and contaminated waste disposal? 
 Cleaning up the decontamination area and any other contaminated areas for reopening? 


4. Does your hospital have a continuing process to capture all costs and expenditures related to operations? 


5. Does your hospital have a process for submitting costs for disaster reimbursement from insurance carriers, 
as well as local, state, and Federal Emergency Management Agency disaster relief? 


6. Does your hospital have procedures to debrief patients, staff, and community partners? 


7. Does your hospital have Hospital Incident Management Team position depth to support extended 
operations? 


8. Does your hospital have a Business Continuity Plan for long term events? 


9. 
Does your hospital have procedures to collect and collate incident documentation and formulate an After 
Action Report and Corrective Action and Improvement Plan? 
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SCRHCC Calendar
2023-2024
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September 27, 2023
Location: Giles County OEM * 3050 Columbia Hwy, Pulaski




November 15, 2023
Location: Lawrence County EMA * 25 Public Square, Lawrenceburg



January 24, 2024

Location: Vanderbilt Bedford Hospital  * 2835 Highway 231 North Shelbyville



March 27, 2024

Location: Maury OEM * 1451 Tom J Hitch Pkwy, Columbia





May 22, 2024
Location: STRHS Lawrenceburg Hospital * 1607 S Locust Ave, Lawrenceburg




June 26, 2024 - Board (Voting Members) Only
Location: Giles OEM * 3050 Columbia Hwy, Pulaski












Meeting times: Lunch TBD*
Board (Voting Members)- 12:00pm

Full Coalition- 12:30pm
*If funding is available, lunch will be provided at 11:30am. Information willl be sent out

with meeting invites prior to each meeting.
Virtual option is available for all meetings.
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Chair: Dana McDonald 
Vice Chair: Josh Young 

Treasurer: Pat Woodmansee 
Secretary: Laura Lee Cox 

Board Officers

Board Members (Voting Members and Proxies) 
Lincoln Health System – Randall Parker 

Lewis Health Center – Eric Talley
 
Marshall Medical Center – Daniel Bailey/Clara Buntley 

Maury Regional Medical Center – Mike Short/Jessica Kincaid 

Saint Thomas Hickman Hospital – Chris Scott 

Southern Tennessee Regional Health System-Lawrenceburg 
Jason Griggs/Tia Morris 

Southern Tennessee Regional Health System-Pulaski
 Kelly Webb/Laura Lee Cox
 
TriStar Spring Hill ED – Scott Bailey/Tracy Lewis

Vanderbilt Tullahoma-Harton – Katrina Jackson/Kathy 
Watts

Vanderbilt Bedford- Joshua Counts 

Unity Medical Center – Cappi Jones/Jeremy Cook
 
Wayne Medical Center – Sherry Ray 

Air Medical Services Representative-Dana McDonald
 
EMA Representative – Angela Phelps/Josh Young 

EMS Director Representative – Michael Bonner

 Fire and Rescue Representative – Mike Bryan
 
Non-Hospital Provider Representative – Sherry
Rogers/Nikki Raymer/Beth Davis

 South Central Med-Com – Michael Dunavant

Mission Statement:
The South Central Region Healthcare Coalition (SCRHCC) is a multi-agency coordinating group that
primarily assists the hospital/healthcare community and other emergency response agencies to

jointly prepare for, respond to, and recover from disaster events. The SCRHCC supports collaborative
planning and information sharing among a broad range of hospital/healthcare partners and

emergency response agencies in order to protect, promote, and improve the health and well-being of
people in Tennessee.



Grant Requirements

Communication Drills

FY 22-23 Radiation Surge Annex (Draft due April 1, 2022 and Final due June
30, 2022) and Tabletop exercise. 

Update Coalition HVA

Updated Membership List
Member Type, legal name, and address

Update Coalition Response Plan

Yearly by June 30th  

Specialty Surge Annex Requirements

Yearly by June 30th

Public health authorities and their partners in TN use HHS emPOWER
Program data and tools to strengthen emergency preparedness, response,
recovery, and mitigation. https://empowerprogram.hhs.gov/
During the Gatlinburg wildfire, the Tennessee Department of Health used
the emPOWER Emergency Response Outreach Individual dataset to rapidly
identify at-risk individuals that may be in danger and partnered with the
National Guard to conduct life-saving outreach to over 70 oxygen
dependent at-risk individuals, one of which was evacuated to receive
medical care. 
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Redundant Communication Drills

Review the latest guidance for Ethical Allocation of 
       Scarce Resources

Telephone, Internet, radio, cellular, satellite, other

Regional Medical Response and Surge Exercise (MRSE)

        Surge 20% of staffed hospital beds

Identify equipment purchased with HPP dollars

Identify deployable equipment and resources intended                       
to be shared in an emergency

Review HHS emPOWER Data

Due August 31st

Impact Story
One-pager impact story of the coalition's contribution to an initiative or
response during an emergency to demonstrate return on investments.

Members complete and submit AAR/IP for incidents,
events, and exercises

Twice a Year

Quarterly




Resources





https://www.scrhccoalition.org/



FEMA: https://www.fema.gov/



 FEMA Training: https://www.fema.gov/emergency-
managers/national-preparedness/training



      Course List: https://training.fema.gov/is/crslist.aspx?lang=en



      Student ID: https://cdp.dhs.gov/femasid



Centers for Medicare and Medicaid Servicies:

https://www.cms.gov/



TN Department of Health (TDH): 
 https://www.tn.gov/health



       TDH Emergency Preparedness:

https://www.tn.gov/health/cedep/cedep-emergency-
preparedness.html



Tennessee Emergency Management Agency: 

 https://www.tn.gov/tema
 

Children's Emergency Care Alliance:
https://cecatn.org/

​
Hospital Incident Command System Forms:

https://emsa.ca.gov/hospital-incident-
command-system-forms/

​
Nursing Home Incident Command System

Forms: 
 https://www.cahfdisasterprep.com/nhics



Vanderbilt Program in Disaster Research and

Training Landing - VU Disaster Recovery
(emergencyltc.org)








Double click the pushpin to open documents 

SCRHCC Top 10

Hazards and

Vulnerabilities

Acronyms

frequently

used by the

SCRHCC

Tips for

Retaining

and Caring

for Staff

after

Disasters

Guidance for

Ethical

Allocation of

Scarce

Resources

https://empowerprogram.hhs.gov/
https://www.scrhccoalition.org/
https://www.fema.gov/
https://www.fema.gov/emergency-managers/national-preparedness/training
https://training.fema.gov/is/crslist.aspx?lang=en
https://cdp.dhs.gov/femasid
https://www.cms.gov/
https://www.tn.gov/health
https://www.tn.gov/health
https://www.tn.gov/health
https://www.tn.gov/health/cedep/cedep-emergency-preparedness.html
https://www.tn.gov/health/cedep/cedep-emergency-preparedness.html
https://www.tn.gov/tema
https://www.tn.gov/tema
https://www.tn.gov/tema
https://cecatn.org/
https://emsa.ca.gov/hospital-incident-command-system-forms/
https://www.cahfdisasterprep.com/nhics
https://emergencyltc.org/
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Guidance for the Ethical Allocation of Scarce Resources during a Community-Wide 
Public Health Emergency as Declared by the Governor of Tennessee


This guidance was prepared by the Altered Standards of Care workgroup, a partnership of the Tennessee 
Department of Health, the Tennessee Hospital Association, and other industry experts. The workgroup based its 
thinking on professional literature concerning ethics, emergency response, and public health in consultation with 
subject matter experts. 


To develop Tennessee guidance for altered standards of care a workgroup formed in 2010.  The 2010 workgroup 
reviewed literature on this topic along with the existing plans and guidance from a number of other states that had 
developed similar guidance to that point. Since that time, additional guidance and resources such as the Institute 
of Medicine’s Crisis Standards of Care: A Systems Framework for Catastrophic Disaster Response was used to 
update this document. Our workgroup is grateful to the many other organizations and groups for their efforts to 
further this important work.  A guidance document was vetted and released in 2015 from those efforts.  In 2016, 
the guidance was presented to several stakeholder groups across the state and additional revisions were made to 
bring the plan up with the latest thinking. 


It is anticipated that this document will serve as a basis for a great deal of additional discussion for best practices 
to care for the most people in a major public health crisis and those ideas will be incorporated into this guidance 
in future versions. 


* * * * * * * * 


The purpose of this guidance is to provide government leaders and healthcare professionals with an ethical 
framework to guide and support decisionmaking at the state, local and facility level during both preparation for 
and response to a community-wide emergency. By outlining and using these ethical values, the intent is to 
increase trust and solidarity among all stakeholders, including the general public. Governments, medical 
personnel, communities and individual citizens mayface ethical challenges as a result of scarce critical resources 
and overwhelming surges. This guidance is designed to implement measures rapidly to minimize illness and 
death, as well as the adverse impact on social order and economic stability.


The hope is that community leaders and healthcare professionals will use this information before  public health 
emergencies as a basis for planning, tabletop exercises, preparatory drills and educational forums.  Use of this 
guidance during a public health emergency will aid in critical decisionmaking. Catastrophic community-wide public 
health emergencies can raise ethical challenges for healthcare professionals and institutions at every level when 
the available resources cannot meet the need. In these contexts, the primary duty is to protect the health and 
welfare of the community, not simply that of the individual. 


It is the greatest hope of the workgroup that a public health event of significant enough size to necessitate the use 
of this guidance never occurs in Tennessee. 


Guiding Principles 


The following values and principles establish an ethical framework to guide triage and the allocation of scarce 
resources during a situation resulting in a potential for, or high morbidity and imminence of mortality when sufficient
resources are not available to meet every individual’s need. 


Principles to guide decision makers through community-wide public health emergency planning and 
response:


 Duty to Plan: Healthcare professionals acknowledge the responsibility to plan for allocation of limited
resources during a community emergency with a high potential for morbidity and mortality because an
absence of guidelines may leave allocation decisions to exhausted, over-taxed, front-line providers who
typically bear a disproportionate burden in major disasters.
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 Duty to Care: Healthcare professionals have unique responsibilities to provide care during a public health
emergency with the potential to cause high morbidity and mortality. During a public health emergency, the
primary duty of healthcare professionals and institutions is to the health of the public as a whole.


 Reciprocity: The duties owed to professional staff, non-professional staff and the community as a whole
should be clearly established prior to a community-wide medical emergency, with clear lines of authority,
fair allocation of schedules and worker protections.


 Stewardship of Resources: Due to an unavoidable scarcity of resources that may occur in  public health
emergencies, patients and physicians may not be able to provide every  treatment as they typically would.
When resources become scarce, healthcare professionals and institutions must leverage limited resources
responsibly.  Allocation guidelines and triage plans must reflect the goals of reducing morbidity and
mortality. A responsible and appropriate stewardship of resources requires some discernment about
whether or not use of a scarce resource will be effective for the community as a whole.


 Respect for Human Dignity: The most fundamental of these principles is the obligation to respect human
dignity. For this reason, emergency operations plans and triage guidelines must be clear to everyone they
affect. Every person has an inherent dignity and intrinsic moral worth, regardless of age, race, gender,
creed, socioeconomic status, functional ability, disability or any other characteristic. All people deserve
equal respect as human beings. With this in mind, the allocation mechanism cannot discriminate based on
anything that is not directly relevant to the eligibility of individuals to receive care as established through
the triage system.


 Communication: Deliberations regarding triage and allocation must be participatory, community-values-
based and transparent. Since these guidelines are an alteration from the normal standard of care, there is
a responsibility to justify and explain these alterations to the public[1]. Moreover, public and professional
cooperation are essential to an effective response. Communicating through forums, continuing education
and seeking collaborative input in advance of a public health emergency is a prerequisite to
implementation.


[1] See Childress et al, (2002). Public Health Ethics: Mapping the terra in. Journal of Law, Medicine and Ethics, 30(2), 173-5


It is recognized that during a significant public health event and the associated declared state of emergency, 
patients presenting to acute care hospitals may be suffering from conditions not related to the emergency event. 
These guidelines should apply to ALL patients seeking care at acute care hospitals during the event. 
Social worth and other non-medical factors should not be used in the decision making process.


Decisions concerning treatment should be based on an individualized assessment of the patient based on the
best available objective medical evidence.


Current State of the Hospitals in Tennessee 


The influenza pandemic caused by the 2009 H1N1 virus underscores the critical need to prepare for a public 
health emergency of significant size and scope that could overwhelm the healthcare system. While the 2009 
H1N1 pandemic was not a severe pandemic in terms of numbers of individuals critically ill, the state’s healthcare 
resources were severely strained for several weeks. This highlights the relative fragility of the current healthcare 
system, given that many of Tennessee’s hospitals currently ) operate at near capacity in “normal” times.


The 2009 event gives us a glimpse of a scenario in which thousands of people in a region suddenly seek and 
require medical care. This overwhelming surge on the healthcare system would dramatically strain medical 
resources and could compromise the ability of healthcare professionals to adhere to normal treatment 
procedures and conventional standards of care.  Attachment B contains specific triage guidance for managing 
patients during an influenza surge.  When limited laboratory resources are available, the Modified SOFA 
scale can be used (0-19 range) for triaging patients.  A reasonable modification of SOFA may be a 
necessary accommodation for patients with a disability.  See Triage Tools Attachment.
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Architecture: IOM Report: Guidance for Establishing Crisis Standards of Care 


Catastrophic events will have an impact on the entire healthcare delivery system and will affect delivery of care 
that occurs in the home, community, hospitals, primary care offices and long-term care facilities. A number of 
strategies can be implemented along this continuum of care to reduce the likelihood that standards of care will 
change in a disaster situation. 


These include steps taken to substitute, conserve, adapt, and reuse critical resources, including the way staff are 
used in delivering care. All of these steps should be implemented prior to the reallocation of critical resources in 
short supply. Every attempt must be made to maintain the appropriate standards of care and patient safety until 
the use of altered standards is necessitated. 


The Institutes of Medicine defines: 


 Conventional capacity as the use of spaces, staff, and supplies that is consistent with daily practices 
within the institution. These alternate spaces and practices are used during a major mass casualty 
incident that triggers activation of facility emergency operations plans. 


 Contingency capacity as the use of spaces, staff and supplies that is not consistent with daily 
practices, but provides care that is functionally equivalent to usual patient care practices. These spaces or 
practices may be used temporarily during a major casualty incident or on a more sustained basis during a 
disaster (when the demands of the incident exceed community resources). See: strategies section below. 


 Crisis capacity as adaptive spaces, staff, and supplies that 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. 
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Table 1: Institute of Medicine matrix for treatment capacity and level of care 


Incident demand/resource imbalance increases 


Risk of morbidity/mortality to patient increases 


Conventional Contingency Crisis 


Space Usual patient 
care space fully 
utilized 


Patient care areas repurposed 
(PACU, monitored units for ICU-
level care) 


Facility damaged/unsafe or 
nonpatient care areas (classrooms, 
etc.) used for patient care 


Staff Usual staff 
called in and 
utilized 


Staff extension (brief deferrals of 
non-emergent service, 
supervision of broader group 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 reuse of select 
supplies 


Critical supplies lacking, possible 
reallocation of life-sustaining 
resources 


Standard of 
Care 


Usual care Functionally equivalent care Crisis standards of care 


Usual Operating Conditions Austere Operating Conditions


 Recovery 


Strategies for Scarce Resource Situations (Contingency Capacity) 


A key principle of this guidance is the need to effectively manage increasingly scarce resources – including staff - 
in an effort to ultimately avoid the use of crisis standards (at best) and (at worst) prolong the time to crisis 
standards activation and/or the time crisis standards are in use. These strategies would be employed as the 
situation evolves from conventional to contingency as described above. 


Institutions are encouraged to develop strategies in the event scarce resource situations occur, including 
preparation, conservation, substitution, and adapting according to the severity of the scarcity/shortage. These 
include strategies for oxygen, staff, nutritional support, medication administration, hemodynamic support and IV 
fluids, mechanical ventilation/external oxygenation, and blood products. These strategies along with others 
for scarce resource situations may be used once it is determined that an event is of significant enough size 
and/or duration.   
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Notwithstanding any guidance herein to the contrary, decisions concerning whether a patient is a candidate for 
treatment should be based on an individualized assessment of the patient based on the best available objective 
medical evidence.







Activation of Tennessee Guidelines for Ethical Allocation of Scarce Resources 


Activation of Crisis Standards of Care (CSC) could occur suddenly as may be the case with an event like a large 
New Madrid earthquake or may result from a slow escalation as a result of a disease.  The region of the state 
affected could also be either large or small.  The Health Commissioner in consultation with the Governor’s Office 
will make the declaration with the details for the particular situation.  The public and health providers will be 
notified through Tennessee Emergency Management Agency and ESF 8 communications systems as well as 
other public communication channels. 


The Tennessee Department of Health Mission Coordination Group (MCG) will provide expert advisory input for 
guidance implementation.  The MCG is a standing core group composed of the Commissioner of Health, the 
Chief Medical Officer, the State Epidemiologist, the Emergency Preparedness Program and Medical Directors. 
Additionally, the Commissioner may appoint Subject Matter Experts (SMEs) appropriate to the situation to assist 
in determining policy, objectives, strategies, plans, and priorities for overseeing response activities for and 
recovery from a disaster that may cause this guidance to be initiated. 


A local decision to implement the TN Guidance for Ethical Allocation of Scarce Resources guidelines should be 
based upon the degree of the public health emergency and available healthcare capacity.  Specifically, Guidance 
for Ethical Allocation of Scarce Resources may be initiated only after all of the following conditions have been 
met: 


 Surge capacity is fully employed within healthcare facilities and the healthcare coalition(s)
 Attempts at conservation, reutilization, adaption, and substitution have been performed maximally
 Critically limited resources have been identified (e.g., ventilators, antibiotics)
 Infrastructure resource needs have been identified (e.g., isolation, staff, electrical power)
 Resources and/or infrastructure needs cannot be met by local and regional health officials
 Requests for federal and state resources cannot be timely met.
 The appropriate institutional committee has reviewed and recommends initiation of the Guidance for


Ethical Allocation of Scarce Resources


It is imperative that all healthcare coalitions and hospitals work together as much as possible to maximize all 
available resources.  It is recognized that within individual regions and institutions, the criteria for implementation 
of these guidelines may occur at different times.  As such, the decision to implement the guidelines will ultimately 
be made by individual institutional committees.  The recommended committee of each institution should consist of 
(at a minimum): 


i. The Chief of Staff (or designee)
ii. The Chief Medical Officer (or designee)
iii. The Chief Nursing Officer (or designee)
iv. The Infection Control and Prevention Nurse (or designee)
v. The Emergency Department Director (or designee)


Communication 
Tennessee has developed extensive preparedness and response plans and systems since the 9/11 attacks. The 
systems are used to actively monitor public health demands and hospital/health system capabilities and 
resources during major public health emergencies. These systems provide the capabilities for a common 
operating framework in real or near-real time, including: 


 The HEALTHCARE Resource Tracking System (HRTS) which provides monitoring for hospital bed
availability, facility status, resource levels/capacities, and other critical emergency response information.


 TDH Emergency Regional Coordinators (ERCs), Regional Hospital Coordinators (RHC) and state EMS
consultants coordinating with Regional Health Operations Centers (RHOCs) in every major metro- and
regional-area of the state


 Tennessee Health Alert Network (TNHAN) provides e-mail and telephone updates and alerts to key public
health and hospital staff
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 Regional Medical Communications Centers (RMCC) provide EMS with information on available medical
resources


Activation of an event within HRTS engages applicable EMS Consultants, RHCs, ERCs, RMCCs, and hospitals in 
the affected area.  In addition, applicable hospitals outside of Tennessee that are part of HRTS are notified. 


The State of Tennessee Emergency Support Function (ESF) 8 response structure consists of 8 EMS regions. 
There is an RMCC and a Healthcare Coalition coordinating efforts in each one of the EMS regions. 


On-going monitoring of public demand and health system capabilities and resources provides the necessary 
information to instruct all affected hospitals in a region relative to the use of contingency and crisis standards of 
care.  During activation of these guidelines, TDH would provide direction and coordination with 911 centers, 
RMCCs, and EMS agencies to assure that the altered standards of care where as widely known as appropriate. 
This coordinating action is key to ensuring that the most appropriate patients are transported to medical facilities 
while others receive the best care possible elsewhere with the current situation. 


Open communication between healthcare facilities is key for an effective response during a public health 
emergency.  Ongoing communication between hospitals should be coordinated through Regional Hospital 
Coordinators and Healthcare Coalitions as part of the TN ESF 8 Response Plan.  Situational awareness will be 
ensured with frequent communication between each hospital regarding patient volume and acuity experienced by 
the facility, as well as resource status information.  This information will be used to facilitate decision-making to 
determine when and how altered standards of care are implemented and deactivated.  Hospitals will provide 
ongoing status information as requested by the State. Data will be reported using existing reporting systems. The 
Regional Hospital Coordinators will monitor data reports for potential trends across the affected areas. 


Upon a decision to implement the Guidance for Ethical Allocation of Scarce Resources, the local emergency 
management agency, the county or regional state health office, and the applicable healthcare partners will be 
notified by the implementing institution. The communication structure for the activation and monitoring of the TN 
Guidance for Ethical Allocation of Scarce Resources is illustrated in Figure 1. 
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TEMA
State Emergency 
Operations Center


S.E.O.C


State Health 
Operations Center


S.H.O.C.


Primary


Regional Health 
Operations Center


R.H.O.C.


Tertiary


Primary Communications:
Phone, Cell Phone, Email, and Fax


Secondary Communications:
800MHz, UHF, or VHF Radios 


Tertiary Communications
Ham Radio and Satellite Phones


Figure 1: Communication Flowchart


Hospitals/Local HDs/PODs
Radios Used Internally


County Emergency 
Operations Center


E.O.C.


Bordering State 
Health Department


Bordering State 
Emergency 


Management Agency


Federal
HHS


Secondary


It is recognized that hospitals within the same affected region would likely reach the need for implementation of 
these guidelines at different times. However, recognizing the scope and size (and perhaps, duration) of the event, 
hospitals still in the contingency phase will not be expected to share their remaining limited resources. As such, 
the decision to implement the crisis guidelines will be made by the individual institution, after the above conditions 
are met and consensus has been reached by hospital leadership that no other options exist. 
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Upon decision for implementation of crisis standards of care, the hospital will notify the Department of Health, 
which will immediately notify the other hospitals in the region. 


It is anticipated that the Tennessee readiness and response system noted above will also function to 
communicate with the hospitals in the affected region to determine when the crisis standards of care can be lifted. 


Hospital and ICU Decision-making
The Altered Standards of Care Workgroup reviewed in great detail the hospital admission exclusions included in 
many other state plans in the context of the assumptions and scenarios presented previously in this document. 
Many experts from outside the workgroup were also asked to lend their perspectives. 


Given our charge to do the best for the most - saving as many lives as possible with a marked scarcity of 
resources - there are certain situations where maximally aggressive care will not be able to be provided to
every individual. These individuals would include: 


 Those who are too ill to likely survive the acute illness (as evidenced by the Sequential Organ Failure 
Assessment – SOFA - score). A reasonable modification of SOFA may be a necessary 
accommodation for patients with a disability (e.g., deafness, cognitive or mobility limitations).


 Those whose underlying medical issues make their imminence of mortality probability so high that it 
is not reasonable to allocate critical care resources to them in a crisis situation, based on survivability 
probability and an individualized assessment rather than a categorical exclusion.


In cases meeting the above criteria, palliative care will be the priority. Notwithstanding prior versions of this
document, categorical exclusions should be avoided. In addition, resource intensity and duration of need on the 
basis of age or disability should not be used as criteria.
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Facilities may need to limit visitation for infection control purposes.  Virtual or electronic visitation methods are 
encouraged in such circumstances.  In addition, visitation policies should address, on a case-by-case basis and in 
consultation with treating physicians and facility medical directors, visits involving accommodations or other 
support for persons with disabilities, religious exercise, or end-of-life care, consistent with applicable law and state 
and federal regulatory guidance.


Visitation Policies


Decisions regarding resource allocation should be made by a peer-based team of at least three individuals, 
including an intensivist and other hospital leaders such as the hospital medical director, a nursing supervisor, a 
board member, an ethicist, a pastoral care representative, and one or more independent physicians. This team 
provides ongoing evaluation of patients for hospital admission, intensive care admission, and termination of 
life-sustaining treatment. 







Care Models for People Who are Not Admitted to a Hospital 


When crisis standards of care are activated, certain hospital admission criteria will also be activated. 
Communities should consider and plan for palliative care models for those people who do not meet hospital 
admission criteria or who no longer meet criteria to remain in the hospital. 


Home health and hospice providers will likely be overwhelmed with the event as hospitals discharge patients to 
be able to provide for others. However, if home health and hospice staff are available, hospitals should consider 
planning for these staff to support the overall community efforts, including: 


- Admit to home health and hospice services. If capacity is there, this is a natural option.


- Hospice units in the hospitals. Hospices could potentially admit additional patients to existing hospice units
and/or staff a unit in available hospital space.


- Directly support hospital staff with palliative care expertise.


- Support for the “atrium” model of care in the hospital by providing medical/palliative care to groups of
people who choose or are forced to remain at the hospital but not in a patient care area.


Comfort packs. Many hospices currently provide “comfort packs” for families caring for loved ones at home. In a 
crisis situation a physician could be on site to write an order for a comfort pack to be sent home (or another 
location) with the patient/family. Protocol would be established specific to what is to be included in the packs. 


Public Dispensing. The current Tennessee emergency Point of Dispensing (POD) system could also be used to 
dispense the comfort packs. The POD network that has been identified has at least one site in each of the 95 
counties in Tennessee.  The network currently has over 150 sites established across the state that could also be 
used to dispense comfort packs or other resources to the public.  In addition, TDH has contracted with over 500 
pharmacies in the state to provide emergency medical countermeasures.  These contracts can be activated to 
respond to public health emergencies. 


Teaching sheets. Comfort care teaching sheets could also be provided to patients and their families. This written 
information would provide useful ideas for caring for a loved one at home, including information about those 
diseases not directly related to the event. 


These efforts would be in conjunction with an on-going, regularly-updated, disease/event-specific education of the 
public by experts and public health officials. The public should be provided information about: 


- Informational phone hot-lines and other communication channels. When and how to access limited
services


- When and why to stay home


- How to care for yourself


- How to care for others
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- How to stop the spread of the disease or harmful agents


- Creating a family plan (provided in good times)


- Advance directives







Emergency Credentialing 


In a significant public health event, hospitals may experience severe staff shortages in critical areas. At the same 
time, hospitals are likely to experience physician and other healthcare volunteers presenting to assist who are not 
members of the hospital/health system staff. Hospitals should do everything possible to adhere to existing 
credentialing protocols.  However the circumstances of the situation may require the use of an emergency 
credentialing system. Reference: Memorial Health Care System policy.


Patient Tracking 


Hospitals and other care providers will also be expected to maintain a tracking system for all those sick or injured 
who present for help, including those who are not admitted to the hospital. At best, this will tie into regional or 
state tracking efforts utilizing interoperable systems for hospitals and other providers. At a minimum, hospitals 
should use the HICS 254 disaster victim/patient tracking form, which is included as Attachment A. 


Procedure for activating an emergency patient tracking event activation notice: 
 The activation of the emergency patient tracking system will occur through HRTS messaging and/or


TNHAN.
 Specific instruction based on the event will be included in the message(s).
 Receiving facilities for the emergency patient transports will generally have the initial responsibility to be


sure all patients for the event are registered into a tracking system to establish a common operating
picture.


 Affected regional Health Operations Centers will coordinate the collection and exchange of patient
tracking information.


Under these activations, electronic patient tracking should be implemented where possible as follows: 
 Each patient should be assigned a unique patient identifying number.
 Patient identifying numbers can be assigned with an armband, use of an identification card, use of a


coded triage tag, registration in a web-based patient tracking system which generates a unique
identification number, etc.  The assignment of a unique identification number is critical for tracking


patients.


 The unique identifying number should be used or cross-referenced in all disparate systems to ensure
continuity of emergency patient tracking.


 All attempts should be made to keep patient ID bands from previous facilities on the patient. If ID
band(s) need to be removed, attach the removed band(s) to the patient’s records when transporting.
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Deactivation of Tennessee Guidelines for Ethical Allocation of Scarce Resources 


The Health Commissioner, in consultation with the Governor’s Office, will deactivate CSC when healthcare 
resources are no longer at a crisis level.  Messages with the deactivation details will be sent out through 
Tennessee Emergency Management Agency and ESF 8 communications systems.  Other emergency operations 
may remain activated even if a state-declared CSC activation is cancelled. 


Legal Environment 


Emergency management powers of the governor. T.C.A. Section 58-2-107


Section (e)(1) states that the Governor may: 


Suspend any law, order, rule or regulation prescribing the procedures for conduct of state business
or the orders or rules or regulations of any state agency, if strict compliance with any such law, order,
rule, or regulation would in any way prevent, hinder, or delay necessary action in coping with the
emergency;


Section (l)(2): 


If additional medical resources are required, the governor, by executive order, may provide limited liability 
protection to health care providers, including hospitals and community mental health care centers and 
those licensed, certified or authorized under titles 33, 63 or 68, and who render services within the limits of 
their license, certification or authorization to victims or evacuees of such emergencies; provided, however, 
that this protection may not include any act or omission caused by gross negligence or willful misconduct. 


EMTALA: § 489.24(a)(2) (including Interpretive Guidelines for a federal waiver) 
EMTALA provisions may be waived by the Secretary of Health Human Services during a declared public 
emergency and under the Stafford act. The Secretary can issue the Section 1135 Waiver to waive 
sanctions for the “transfer of an individual who has not stabilized for both transfers and redirection for a 
medical screening examination. Waivers are generally limited to a 72-hour period beginning upon 
implementation of a hospital disaster protocol, unless the Waiver arises out of a public health emergency 
involving a pandemic. If related to a pandemic, the Waiver terminates upon the first to occur of either the 
termination of the underlying declaration of a public health emergency or 60 days after being first 
published. If the waiver terminates because of the latter, the Secretary may extend it for subsequent 60-
day periods. 


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/som107ap_v_emerg.pdf 


Altered Standards of Care Workgroup 
The Tennessee Altered Standards of Care workgroup led the original development of this guidance: 


Martha Buchanan, MD, Tennessee Department of Health  
Scott Cormier, Preparedness Director, Hospital Corporation of America 
Mike Dietrich, MHA, Vice President, Tennessee Hospital Association   
Deborah Goldsmith, MD, Maury Regional Health System  
Becket Gremmels, Ascension Health System 
Elizabeth Heitman, PhD, Vanderbilt   
Pamela Hoffner, RN, MSN, Vanderbilt  
Joe Holley, MD, EMS Medical Director, Tennessee Department of Health  
Andrew Stephen May, MD, Medical Director, Tennessee Department of Health 
Julia Morris, JD, Vanderbilt  
Kate Payne, JD, RN,   
Winston Shields, Memorial Healthcare System, Chattanooga  
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Additional Resources 


 Office of the Assistant Secretary for Preparedness and Response (ASPR) Communities of Interest (COI) for
Crisis Standards of Care and the Allocation of Scarce Resources - http://www.phe.gov/coi


About the COI - In response to a 2008 Government Accountability Office (GAO) recommendation,  the 
Department of Health and Human Services (HHS), Office of the Assistant Secretary for Preparedness and 
Response (ASPR) developed a Communities of Interest (COI) SharePoint site (i.e., a clearinghouse) to 
better disseminate information and manage documents; share promising practices and ideas; and provide 
a workspace where users from inside and outside HHS/ASPR can come together to share documents and 
ideas regarding the crisis standards of care (CSC) and allocation of scarce resources (ASR). HHS/ASPR 
uses the term "communities of interest" to describe and include all of the interested parties involved in 
CSC and ASR planning. 


 Agency for Healthcare Research and Quality (AHRQ) Altered Standards of Care in Mass Casualty Events  -
http://archive.ahrq.gov/research/altstand/
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Statement on Application of Civil Rights Laws during an Emergency


The Americans with Disabilities Act, Section 504 of the Rehabilitation Act, the Age Discrimination Act, and 
Section 1557 of the Affordable Care Act prohibit discrimination in HHS funded health programs or activities.  
These laws, like other civil rights statutes, remain in effect during an emergency. As such, persons with 
disabilities should not be denied medical care on the basis of stereotypes, assessments of quality of life, or 
judgments about a person’s relative “worth” based on the presence or absence of disabilities or age. 
Decisions by covered entities concerning whether an individual is a candidate for treatment should be based 
on an individualized assessment of the patient based on the best available objective medical evidence.


As resources allow, government officials, health care providers, and covered entities should not overlook their 
obligations under federal civil rights laws to help ensure all segments of the community are served by:


• Providing effective communication with individuals who are deaf, hard of hearing, blind, have
low vision, or have speech disabilities through the use of qualified interpreters, picture boards, 
and other means;


• Providing meaningful access to programs and information to individuals with limited English
proficiency through the use of qualified interpreters and through other means;


• Making emergency messaging available in plain language and in languages prevalent in the
affected area(s) and in multiple formats, such as audio, large print, and captioning, and ensuring 
that websites providing emergency-related information are accessible;


• Addressing the needs of individuals with disabilities, including individuals with mobility
impairments, individuals who use assistive devices, auxiliary aids, or durable medical equipment, 
individuals with impaired sensory, manual, and speaking skills, and individuals with 
immunosuppressed conditions including HIV/AIDS in emergency planning;


• Respecting requests for religious accommodations in treatment and access to clergy or faith
practices as practicable.


BULLETIN: Civil Rights, HIPAA, and the Coronavirus Disease 2019 - https://www.hhs.gov/sites/default/files/
ocr-bulletin-3-28-20.pdf



http://www.phe.gov/coi





Attachment A 


HICS 254 - DISASTER VICTIM/PATIENT TRACKING FORM


1. INCIDENT NAME 2. DATE/TIME PREPARED 3. OPERATIONAL PERIOD DATE/TIME


4. TRIAGE AREAS (Immediate, Delayed, Expectant, Minor, Morgue)


MR#/ 
Triage # Name Sex 


DOB/
Age Area Triaged to 


Location/Time of 
Diagnostic Procedures 
(x-ray, angio, CT, etc.) 


Time sent to 
Surgery 


Disposition 
(home, admit, morgue, 
transfer)


Time of 
Disposition 


5. SUBMITTED BY 6. AREA ASSIGNED TO 7. DATE/TIME SUBMITTED


8. FACILITY NAME







Attachment B: Initial Triage for Pandemic Influenza 


Purpose: Initial triage is intended to help patients who are concerned about influenza determine whether or not they should seek 
medical help. 


YES to 4 or more YES to 3 or fewer 
   of the above    of the above 


YES to 4 or more YES to 3 or fewer 
   of the above    of the above 


Ask these initial questions 
1. Within the past 10 days has the patient been exposed to someone with influenza?


2. Did the patient get sick fairly quickly, over 1-2 days?


3. Does the patient have a fever over 101º F or 38º C?


4. Does the patient have a sore throat?


5. Does the patient have a cough?


6. Does the patient have severe muscle aches?


Patient is NOT likely to have 
influenza and should contact 


his/her usual source of medical 
care 


Patient IS likely to have influenza. CONTINUE with the following questions. 
1. Is the patient struggling to breathe or breathing very rapidly?


2. Is the breathing very shallow, slow, or weak? (respiratory suppression)


3. Are the lips, tongue, or face blue? (cyanosis)


4. Has it been more than 12 hours since the patient last urinated? (dehydration)


5. Is the patient too weak to walk to the bathroom or not moving around in bed AND/OR


is the skin pale and cool to the touch? (shock)


6. Is the patient an infant younger than 2 months with a fever, feeding poorly, or with fewer


than 3 wet diapers within a 24-hour period?


Patient should be evaluated by 
a private physician, urgent care 
facility, or hospital triage area 


 Advise patient to be evaluated if any of the above occurs


in the near future


 Reassure patient that the illness is not severe and can be


treated at home


 Provide information about self-care


 If available, offer Tamiflu if within 48 hours of illness onset
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Tennessee Hospital and ICU Triage Guidelines for Adults 
During Crisis Standards of Care 


Version 1.4, July 2016 (modified June 2020)


Purpose 


The purpose is to guide the allocation of patient care 
resources during an influenza pandemic or other public health 
emergency, when demand for services dramatically exceeds 
supply. Application of these guidelines will require 
physician judgment at the point of patient care. 


Basic Premises 


 Graded guidelines should be used to control resources
more tightly as the severity of a pandemic increases.


 Priority should be given to patients based on
survivability probability and an individualized assessment
rather than a categorical exclusion.


Scope 


 These triage guidelines apply to all healthcare
professionals, clinics, and facilities in the state of
Tennessee.


 The guidelines apply to all patients 14 years and
older.


Hospital and Medical Staff Planning 


 Each hospital should:


o Establish a peer-based structure for the review of


hospital admission, Intensive Care Unit (ICU)
admission, and termination of life-sustaining treatment.
Consider a team of at least 3 individuals, including an
intensivist and 2 or more of the following: the hospital
medical director, a nursing supervisor, a board member,
an ethicist, a pastoral care representative, and one or
more independent physicians.


o Institute an action team to provide counseling and
care coordination and to work with the families of loved
ones who have been denied life-sustaining treatment.


 Medical staff should establish a method of providing peer
support and expert consultation to physicians making
these decisions.
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Overview of Pandemic Triage Levels 


Triage Level 1 
Early in the pandemic 


Triage Level 2 
Worsening Pandemic 


Triage Level 3 
Worst –case scenario 


 Hospitals recognize the need to
surge bed capacities


 Emergency departments are
experiencing increased numbers


 Note: In the event of a severe and
rapidly progressing pandemic, start
with Triage Level 2.


 Hospitals have surged to maximum bed
capacity, and emergency departments are
overwhelmed.


 There are not enough beds to
accommodate all patients needing
hospital admission, and not enough
ventilators to accommodate all patients
with respiratory failure.


 Hospital staff absenteeism is 20% to 30%.


 Hospitals have already implemented
altered standards of care regarding
nurse/patient ratios and have
already expanded capacity by
adding patients to already occupied
hospital rooms.


 Hospital staff absenteeism is 30% to
40%.


Pre-Hospital Settings 


1. Initial Triage


Applies to: Patients who appear for care in physician offices or clinics, or in pre-evaluation spaces for emergency departments;


Implemented by: Physicians, clinic staff, pre-screening staff


Other uses: Publish in newspapers, place in websites, etc. for self-use by public.


ALL Triage Levels: Use INITIAL TRIAGE TOOL (Appendix A) to provide initial triage screening, as well as instructions and


directions for patients who need additional care or medical screening.


2. EMS, Physician Offices, and Clinics


Applies to: Patients who present for care or call for guidance for where to go or how to care for ill family members;


Implemented by: Primary care staff, hospital help lines, community help lines, and health department help lines


Triage Level 1: Use INITIAL TRIAGE TOOL (Appendix A) to evaluate patients before sending to hospital ED or treating in an


outpatient facility.


Triage Levels 2 and 3: Continue to use INITIAL TRIAGE TOOL (Appendix A). If individualized assessment indicates low
probability of survivability, a patient may be sent home with care instructions.


3. Home Care, Long-Term Care facilities, and Other Institutional Facilities (mental health, corrections, disabilities)


Applies to: Patients in institutional facilities


Implemented by: Institutional facility staff


ALL Triage Levels: Ensure that all liquid oxygen tanks are full. Limit visitation to control infection (refer to Visitation Policies on page
8.
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Triage Levels 2 and 3: Perform individualized evaluation of patients and do not transfer patients with low probability of
survivability to the hospital for treatment. Give palliative and supportive care in place.
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HOSPITAL SETTINGS 


Hospital Administrative Roles – General  


Triage Level 1 Triage Level 2 Triage Level 3 


1) Preserve bed capacity by:


 Canceling all category 2 and 3 •
elective surgeries, and advising all
category 1 elective surgery patients
of the risk of infection.


 Canceling any elective surgery • that
would require postoperative
hospitalization.


Note: Use standard operation and triage 
decision for admission to ICU since there 
are still adequate resources to 
accommodate the most critically ill 
patients. 


2) Preserve oxygen capacity by:


 Phasing out all hyperbaric medicine
treatments.


 Ensuring that all liquid oxygen tanks
are full.


3) Improve patient care capacity by
transitioning space in ICUs to
accommodate more patients with
respiratory failure.


4) Control infection by limiting visitation
(follow hospital infection control plan).


1) Preserve bed capacity by: Canceling
all elective surgeries unless • necessary
to facilitate hospital discharge. Evaluating
hospitalized category 1 elective surgery
patients for discharge using same criteria
as medical patients.


2) Preserve oxygen capacity by
stopping all hyperbaric treatments.


3) Improve patient care capacity by
implementing altered standards of care
regarding nurse/patient ratios and
expanding capacity by adding patients to
already occupied hospital rooms.


4) Provide emotional support by
initiating pre-established action team to
provide counseling and care coordination
and to work with the families of loved
ones who have been denied life- 
sustaining treatment.


1) Preserve bed capacity by limiting
surgeries to patients whose clinical
conditions are a serious threat to life or
limb, or to patients for whom surgery may
be needed to facilitate discharge from the
hospital.


Emergency Department, Hospital, and ICU - Clinical Triage 


Use HOSPITAL AND ICU/VENTILATOR ADMISSION TRIAGE algorithm and tools (pages 4 and 5) to determine which patients to 


send home for palliative care or medical management and which patients to admit or keep in hospital or ICU. Note that the lowest 


priority for admission is given to patients with the lowest chance of survival with or without treatment, and to patients with the 


highest chance of survival without treatment.  The Sequential Organ Failure Assessment (SOFA) Score or the Modified-SOFA 


(MSOFA) can be used.  Utilization of SOFA requires additional blood tests.  Modified SOFA only requires creatinine measurement. 


The cutoffs remain the same using either score, and the prediction for both is essentially the same. A reasonable modification of 
SOFA may be a necessary accommodation for patients with a disability (e.g., deafness, cognitive or mobility limitations).


Physician judgment should be used in applying these guidelines. Decisions should be based on an individualized assessment of 
the patient based on the best available objective medical evidence. 


Triage Level 2: Initiate HOSPITAL AND ICU/VENTILATOR ADMISSION TRIAGE algorithm (page 4) to determine priority for ICU 


admission, intubation, and/or mechanical ventilation. Reassess need for ICU/ventilator treatment daily after 48-72 hours of ICU 


care. 


Triage Level 3: Continue to use HOSPITAL AND ICU/VENTILATOR ADMISSION TRIAGE algorithm (page 4) to determine priority 


for ICU, intubation, and/or mechanical ventilation. Triage more yellow patients to floor on oxygen or CPAP. Triage more red patients 


who are intubated and on CPAP to floor. 
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ALGORITHM: Hospital and ICU/Ventilator Admission Triage


Patient Arrival and Initial Stabilization


Evaluation


SOFA or 
MSOFA
Score


Reassess daily to 
determine 


continued priority 
for hopsitalization


SOFA or MSOFA 
> 11


Low Priority, Lowest 
Chance of Survival even 


with Treatment


SOFA or MSOFA 
1 - 7


Highest Priority, 
Highest  Chance of 


Survival


SOFA or MSOFA 
8 - 11


Intermediate 
Priority, Higher Priority 
given for RED Patients


SOFA or MSOFA 
= 0


Low Priority, Highest 
Chance of Survival 
without Treatment


Admit to Hospital Discharge or do 
not Admit


Discharge to 
home/pallative 


care


Admit to ICU/Vent ICU/Vent 
Decision Admit to Floor


Reassess Daily 
after 48-72 hrs for 
continued Priority


Still Meets 
Criteria?


(Extubated and no 
significant Organ Failure) 


Discharge from 
Critical Care


Evaluation MSOFA or 
SOFA Score


SOFA or MSOFA 
> 11


Low Priority, Lowest 
Chance of Survival even 


with Treatment


SOFA or MSOFA 
<8 or <11and 
decreasing


Highest Priority, 
Highest  Chance of 


Survival


SOFA or MSOFA 
Increasing or 8 - 


11
Intermediate 


Priority, Higher Priority 
given for RED Patients


1 or More 


No Yes 


No 


No Yes 


Yes 


SOFA or MSOFA may be utilized in connection with an individualized assessment of the patient based on the best available objective 
medical evidence. A reasonable modification of SOFA may be a necessary accommodation for patients with a disability.
This algorithm should not be construed to authorize the re-allocation of personal ventilators (defined as a ventilator brought by the patient 
to the acute care facility at admission to continue the patient’s pre-existing personal use with respect to a disability).







Triage Tools


Modified Sequential Organ Failure Assessment
(MSOFA)


MSOFA 
Score


Score 
each 
row 


Variable 1 2 3 4 


Respiratory 
PaO2/FiO2 
(mmHg) 


< 400 < 300 < 200 and 
mechanically 


ventilated 


<100 and 
mechanically 


ventilated 


Nervous 
Glascow Coma 
Scale 


13-14 10-12 6-9 <6 


Cardio Vascular MAP 
<70mm/Hg 


dop<=5 or 
dob (any 


dose) 


dop>5 or 
epi<=0.1 or 
nor<=0.1 


dop>15 or 
epi>0.1 or 
nor>0.1 


Liver 
Bilirubin (mg/dl) 1.2 - 1.9 2.0-5.9 6.0-11.9 >12.0


Coagulation 
Plateletsx10-3/µl <150 <100 <50 <20 


Renal 
Creatinine 
(mg/dl) 


1.2-1.9 2.0-3.4 3.5-4.9 >5.0


Total MSOFA score = add score from all 
rows


dop= dopamine in micrograms/kg/min 
epi = epinephrine in micrograms/kg/min 
nor = norepinephrine in micrograms/kg/min 
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SOFA or MSOFA may be utilized in connection with an individualized assessment of the patient based on the best available 
objective medical evidence. A reasonable modification of SOFA may be a necessary accommodation for patients with a disability. 
Assessment tools, such as the SOFA, may need reasonable modifications with respect to disabilities not related to their likelihood 
of surviving treatment. For example, the Glasgow Coma Scale, a tool for measuring acute brain injury severity in the SOFA, adds 
points to the SOFA score when a patient cannot articulate intelligible words or has difficulty with purposeful movement. For 
patients with pre-existing speech disabilities or disabilities that effect motor movement, this may result in a higher SOFA score 
even in instances where the patient’s disability is not relevant to short-term mortality risk. 





		TN CSC 7-27-2016_PDF

		Tennessee Triage

		PATIENT CARE Strategies for Scarce Resource Situations

		Blank Page







dc60xw4
File Attachment
Guidance_for_the_Ethical_Allocation_of_Scarce_Resources.pdf






		Slide Number 1



dc60xw4
File Attachment
SCR Healthcare Coalition HVAs 2023.pdf




          


     
  


  
 


     
       


       
       
       


  
         


  


    
    


   
   


      
   


     
    


  
 


   
      


    
    


   
    


    
    


   
  


  
 


    
  


 


 


TRACIE 


Tips for Retaining and Caring for Staff 
after a Disaster 


Updated May 2022 


When disasters strike, the ripple effects are significant. Survivors may be injured or displaced or may 
have loved ones in similar situations. Public health emergencies which may not have a clear “end 
point” (e.g., the COVID-19 pandemic) can take a significant toll on healthcare worker mental health 
and resilience. The emotional, physical, and financial tolls of these events can be jarring, and no one in 
the community is immune. Healthcare staff who maintain facility operations are no exception, and yet 
they are a critical component of the response phase and expected to care not only for their own loved 
ones, but community members and the facility, too. Healthcare leadership plays a vital role in ensuring 
staff feel cared for and safe. 


This tip sheet assumes that a facility is operational after an event and that certain pre-planning and 
continuity of operations considerations are already in place. Here we 
share general promising practices—categorized by immediate and 
short-term needs—for facility executives to consider when trying to 
retain and care for staff after a disaster. This document was originally 
published in 2016 after significant flooding in Louisiana and has been 
updated to incorporate the challenges associated with retaining 
healthcare staff during the COVID-19 pandemic. 


Supporting Staff During COVID-19 Stressors 
Healthcare is an inherently stressful field and many healthcare 
workers experienced negative mental health effects while caring for 
patients during the pandemic. Retaining healthcare workers became a 
significant challenge due in part to stressors unique to the field, 
including fear of becoming infected by COVID-19 (particularly at the 
onset, as information was changing very quickly), fear of getting loved 
ones sick, and psychological trauma due to the emotional demands of 
caring for patients during the surge. As staff contracted the virus and 
had to miss work for extended periods due to various guidelines, 
overscheduling also became an issue. Nurses, physicians, and 
respiratory, physical, and occupational therapists were in high demand 
across the country; many experienced compassion fatigue, moral 
injury, and even burnout as a result of these various stressors. Not 
how long the pandemic would last has continued to be another source 
of stress. 


Immediate Needs  


Remind your team that  
their jobs are important  
and  secure. Provide  
regular and  clear 
communication regarding  
how leadership is  working  
to continue and restore  
operations.   


• Shelter  
• Transportation  
• Food, water, hygiene  
• Care for loved ones  
• Behavioral health  care  
• Funding  
• Communication/  


charging stations  
• Flexible schedules  
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http://www.pnl.gov/main/publications/external/technical_reports/PNNL-18405.pdf

http://www.pnl.gov/main/publications/external/technical_reports/PNNL-18405.pdf
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Related  ASPR TRACIE  Resources  
• ASPR TRACIE Mini  Modules to  


Relieve Stress  for Healthcare  
Workers Responding to  COVID-
19  


• COVID-19 and Healthcare  
Professional Stress and  
Resilience  (Speaker Series)  


• COVID-19 Behavioral Health  
Resource Collection   


• COVID-19 Workforce  
Resilience/Sustainability  
Resources  


• Disaster Mental Health 
Resources for Healthcare  
Workers during COVID-19  


• Healthcare Provider Shortages:  
Resources and Strategies  for 
Meeting Demand  


• Issue 12: COVID-19 and  
Healthcare Professional Stress  
and Resilience  


• Promoting Healthcare Provider 
Performance and Well-being in 
the Age  of COVID-19: Exploring  
Novel Strategies  
 


Ways to Support Staff in a Pandemic or other 
Public Health Emergency 
Healthcare organizations can support their staff during 
pandemics by making resources available to address 
stressors, starting with the most basic requirements on 
Maslow’s hierarchy of needs. Examples include helping staff 
cover basic needs such as food, child and adult care, 
lodging, and transportation. In the early phase of the 
COVID-19 pandemic, many healthcare organizations 
supported staff by providing temporary housing and meal 
vouchers, ensuring staff had a safe, convenient place to rest 
and access to food while not potentially exposing their 
loved ones and roommates to the virus. As the pandemic 
progressed, some executives conducted rounds with staff 
and provided transparent communication and wellness-
centered messages and offerings (e.g., well designed break 
rooms/areas), and access to support groups and tele-
behavioral health services. Despite these advances and 
innovations, many healthcare staff have suffered burnout 
and resigned from the field over the past two years. 
Lessons continue to be documented and incorporated into 
the recruitment and retention of healthcare staff. One 
healthcare executive from Ochsner Health in New Orleans 
explained how they used the Plan, Do, Check, Act cycle to 
maintain situational awareness and ensure staff safety. The 
2022 Surgeon General’s report Addressing Health Worker 
Burnout lists the following ways to support the workforce 
and includes strategies for carrying out these goals: 


• Protect the health, safety, and well-being of all 
health workers. 


• Eliminate punitive policies for seeking mental health and substance use care. 
• Reduce administrative and other workplace burdens to help health workers make time for what 


matters. 
• Transform organizational cultures to prioritize health worker well-being and show all health 


workers that they are valued. 
• Recognize social connection and community as a core value of the health care system 
• Invest in public health and our public health workforce. 


Immediate Needs after a Disaster/Mass Casualty Incident 


It will be easier to encourage employees to return to work if they know that certain immediate needs 
will be met. First, try to help your staff (and their loved ones if applicable) receive access to any 
medical care necessary to address injuries incurred as a result of a natural disaster or mass casualty 
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https://www.hhs.gov/about/news/2022/05/23/new-surgeon-general-advisory-sounds-alarm-on-health-worker-burnout-and-resignation.html

https://www.hhs.gov/about/news/2022/05/23/new-surgeon-general-advisory-sounds-alarm-on-health-worker-burnout-and-resignation.html

https://files.asprtracie.hhs.gov/documents/plan-do-check-act-managing-covid-19-in-nola-final.pdf

https://www.hhs.gov/surgeongeneral/priorities/downloads/health-worker-burnout-advisory.pdf

https://www.hhs.gov/surgeongeneral/priorities/downloads/health-worker-burnout-advisory.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-mini-modules-to-relieve-stress-for-healthcare-workers-responding-to-covid-19.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-mini-modules-to-relieve-stress-for-healthcare-workers-responding-to-covid-19.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-mini-modules-to-relieve-stress-for-healthcare-workers-responding-to-covid-19.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-mini-modules-to-relieve-stress-for-healthcare-workers-responding-to-covid-19.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-covid-19-healthcare-professional-stress-and-resilience-speaker-series-overview.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-covid-19-healthcare-professional-stress-and-resilience-speaker-series-overview.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-covid-19-healthcare-professional-stress-and-resilience-speaker-series-overview.pdf

https://asprtracie.hhs.gov/technical-resources/115/covid-19-behavioral-health-resources/99#resources-for-caregivers-older-adults

https://asprtracie.hhs.gov/technical-resources/115/covid-19-behavioral-health-resources/99#resources-for-caregivers-older-adults

https://asprtracie.hhs.gov/technical-resources/120/covid-19-workforce-resilience-sustainability-resources/99

https://asprtracie.hhs.gov/technical-resources/120/covid-19-workforce-resilience-sustainability-resources/99

https://asprtracie.hhs.gov/technical-resources/120/covid-19-workforce-resilience-sustainability-resources/99

https://files.asprtracie.hhs.gov/documents/aspr-tracie-ta---dbh-resources-for-pediatric-hcw---12-16-2020.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-ta---dbh-resources-for-pediatric-hcw---12-16-2020.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-ta---dbh-resources-for-pediatric-hcw---12-16-2020.pdf

https://files.asprtracie.hhs.gov/documents/healthcare-workforce-strategies-for-managing-a-surge-in-healthcare-provider-demand.pdf

https://files.asprtracie.hhs.gov/documents/healthcare-workforce-strategies-for-managing-a-surge-in-healthcare-provider-demand.pdf

https://files.asprtracie.hhs.gov/documents/healthcare-workforce-strategies-for-managing-a-surge-in-healthcare-provider-demand.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-the-exchange-issue12-final.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-the-exchange-issue12-final.pdf

https://files.asprtracie.hhs.gov/documents/aspr-tracie-the-exchange-issue12-final.pdf

https://files.asprtracie.hhs.gov/documents/promoting-healthcare-provider-performance-and-wellbeing-in-the-age-of-covid-19-508.pdf

https://files.asprtracie.hhs.gov/documents/promoting-healthcare-provider-performance-and-wellbeing-in-the-age-of-covid-19-508.pdf

https://files.asprtracie.hhs.gov/documents/promoting-healthcare-provider-performance-and-wellbeing-in-the-age-of-covid-19-508.pdf

https://files.asprtracie.hhs.gov/documents/promoting-healthcare-provider-performance-and-wellbeing-in-the-age-of-covid-19-508.pdf
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incident (MCI). Next, try to be as flexible as possible with scheduling just after an event. Consider 
providing a “concierge service” where staff can meet with one person in one convenient place who can 
help them meet the following immediate needs: 


• Shelter. If staff have lost their homes or their residences are uninhabitable, consider providing 
them with shelter within or close to the facility. Nearby schools, hotels, houses of worship, and 
other local stakeholders may be willing to donate space and/or materials. Make sure employees 
have access to a current list of local shelters as soon as it is available. After Hurricane Sandy, for 
example, one health system (comprised of 16 hospitals) placed 62 employees’ families into 
temporary housing. 


• Transportation. It may be difficult for displaced staff to get to and from work after a significant 
disaster or during protests affecting traffic. Consider partnering with churches or schools to use 
buses and drivers to transport employees to and from work. In South Carolina, fire personnel used 
boats to transport staff through floodwaters to the hospital. Consider setting up a regular shuttle 
service or volunteer carpool service. After storms, gas can be in short supply. Some facilities in 
Florida have had a tanker come to the hospital after a hurricane, allowing staff to fill their tanks. 
Some hospitals provided staff with rideshare gift cards they could use if they did not feel safe 
driving too close to active protests. 


• Food, water, and personal hygiene. In the immediate aftermath of a disaster, it may be challenging 
for staff and their loved ones to access food and water. Work with your facility’s cafeteria to ensure 
food and water is available for staff (and for their loved ones being cared for). Try to ensure staff 
has access to showers/wipes, antibacterial gels, and other toiletries as available and requested. If 
their loved ones are staying elsewhere, consider providing employees with potable water, food, 
and other items to take to them. Some facilities have coordinated the delivery of groceries to 
ensure staff had access to boxed meals during longer shifts. Try to promote the consumption of 
healthy foods and beverages. 


• Child (or older adult) “daycare.” Healthcare providers will 
be more likely to report to work if they know their loved 
ones are cared for and safe. Consider providing on-site 
childcare (and on-site care for older adults, if possible) for 
all shifts. If practical, work with the local school system to 
set up temporary transportation from the facility to and 
from local schools to minimize disruption in children’s 
routines. 


• Pet care. Disaster survivors may be reluctant to evacuate 
their homes because they do not want to leave their pets 
behind. Employees may volunteer to “foster” their 


After his staff and facility  
experienced a tornado,  a hospital 
Chief Executive Officer noted,  
“Take time  to laugh and c ry with 
each other. Healthcare  workers  
always stand ready to help our  
community in a time  of need and  
sometimes that is at our own  
expense.”  


colleagues’ pets in the short term (or make sure the pets 
have been let out and have an adequate supply of food and water). If practical, identify nearby 
shelters that accept pets and share this information with your team. 


• Behavioral health care. Some of your employees may have literally “lost everything.” On-site 
disaster behavior health professionals (e.g., an available member of your facility’s employee 
assistance program [EAP] who is certified in Psychological First Aid) can help staff get through the 
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http://www.redcross.org/get-help/disaster-relief-and-recovery/find-an-open-shelter

http://www.redcross.org/get-help/disaster-relief-and-recovery/find-an-open-shelter

https://www.northwell.edu/about/news/north-shore-lij-raises-23-m-employees-devastated-hurricane-sandy

https://www.northwell.edu/about/news/north-shore-lij-raises-23-m-employees-devastated-hurricane-sandy

http://www.modernhealthcare.com/article/20151009/NEWS/151009909

http://www.modernhealthcare.com/article/20151009/NEWS/151009909

https://www.avma.org/KB/Resources/Reference/disaster/Pages/PETS-Act-FAQ.aspx

https://www.avma.org/KB/Resources/Reference/disaster/Pages/PETS-Act-FAQ.aspx

https://www.avma.org/KB/Resources/Reference/disaster/Pages/PETS-Act-FAQ.aspx

http://www.nctsn.org/content/psychological-first-aid

https://www.facebook.com/winstonmedicalcenter/?fref=ts

https://www.facebook.com/winstonmedicalcenter/?fref=ts
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initial shock of the event, and provide them with 
additional resources and services as necessary. Ensure 
staff have the time and a safe place to grieve/share 
stories. Consider scheduling optional meetings where 
staff can share challenges they are encountering. Provide 
a designated email address and/or collection box at each 
facility labeled “Staff Concerns/Questions” to allow those 
who wish to remain anonymous to share information. Act 
upon that feedback, as practical. Consider setting up a 
24/7 hotline or offer links to professional mental health 
sources. 


• Funding. Consider working with your Board of Trustees 
and other community leaders to commit funding or raise 
money that can be used to provide assistance to employees and their families. The Board of 
Trustees from a hospital system in New Jersey committed $1 million to team members affected by 
Hurricane Sandy. The same group distributed $350 gift cards to “severely impacted team 
members” to assist with the purchase of necessities. Hospitals may consider creating funds for staff 
who suffered significant damage to or entirely lost their homes 


• Communication. Consider using social media to keep employees apprised of any service updates 
throughout the response and recovery phases. Tools such as Facebook, Instagram, LinkedIn, and 
Twitter can be used to announce upcoming updates and events. 


• Charging stations. Create ample areas for staff (and their loved ones, as necessary and practical) to 
charge their mobile devices. This can help them stay in touch with their loved ones, colleagues, and 
contractors. 


• Flexible scheduling. There will be staff who cannot make it home, and staff who cannot make it in. 
Consider staggering shifts to allow employees to more flexibility (e.g., to meet with insurance, 
repair teams, and to care for relatives). 


Short-Term Needs 
Once employees have been able to adjust to their “new normal” and gain a better understanding of 
the recovery process that lies ahead, healthcare facilities can continue making it easier for team 
members to report for duty. In addition to maintaining care that was 
provided in the immediate aftermath, facility executives may 
consider providing the following: 


• On-site post-disaster services liaison(s). Consider staging 
someone on site (e.g., from the American Red Cross) who can 
help your staff document their personal loss and create a 
recovery plan. If closure of the facility is imminent and employees 
are facing temporary unemployment, you may wish to convene 
meetings where employees can learn more about Disaster 
Unemployment Assistance through the Department of Labor and 
loans available through the Small Business Association. 


Related Resources  
• ASPR TRACIE’s  Disaster  


Behavioral Health  topic  
collection  


• ASPR’s  Creating a Caring  
Workforce  Culture: Practical 
Approaches for Hospital  
Executives  


• Mount Sinai’s  Pandemic  
Workforce Wellbeing  Toolkit  


Short-Term Needs 
• Disaster service liaison 
• Clothing/laundry 
• Onsite break rooms 
• Behavioral health care 
• Care for loved ones 
• Nourishment 
• Transportation 
• Home improvement 
• Paychecks/leave 
• Volunteers 



https://www.benefits.gov/benefits/benefit-details/597;%20https:/www.fema.gov/media-library/assets/documents/24418

https://www.benefits.gov/benefits/benefit-details/597;%20https:/www.fema.gov/media-library/assets/documents/24418

https://www.sba.gov/loans-grants/see-what-sba-offers/sba-loan-programs/disaster-loans

https://asprtracie.hhs.gov/dbh-resources

https://asprtracie.hhs.gov/dbh-resources

https://www.phe.gov/Preparedness/planning/abc/Pages/hospital-exec-practical-approaches.aspx

https://www.phe.gov/Preparedness/planning/abc/Pages/hospital-exec-practical-approaches.aspx

https://www.phe.gov/Preparedness/planning/abc/Pages/hospital-exec-practical-approaches.aspx

https://www.phe.gov/Preparedness/planning/abc/Pages/hospital-exec-practical-approaches.aspx

https://icahn.mssm.edu/files/ISMMS/Assets/About%20the%20School/Office-well-being/MSHS_COVID-19_Toolkit.pdf

https://icahn.mssm.edu/files/ISMMS/Assets/About%20the%20School/Office-well-being/MSHS_COVID-19_Toolkit.pdf
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• Clothing and laundry services. Staff who evacuated their homes may not have access to clothes 
other than what they were wearing at the time the disaster hit. Encourage employees to help one 
another—in one state, employees brought snacks and toiletry items in for those who were 
stranded and unable to go home for supplies. Consider relaxing the dress code to help staff deal 
with laundry challenges. Work with the on-site or subcontracted laundry service provider to collect, 
track, and launder staff items. 


• Onsite break rooms. Dedicated spaces for healthcare staff to take breaks from the cognitive and 
emotional demands of their jobs proved essential during COVID-19. Healthcare leadership can 
support their staff by ensuring staff have space for quiet during their shifts. 


• Maintaining morale can help you retain and demonstrate your commitment to the health of 
employees. Encourage your team to seek help from the EAP or other behavioral health professional 
if they need to. Consider appointing an employee whose primary duty is to focus on staff wellness 
and morale. This helps demonstrate your commitment to your team, and can be integrated into 
the culture of the organization as it moves forward. Find meaningful/genuine ways to acknowledge 
the work of your employees (e.g., via mental health rounding teams, thank you notes, other forms 
of recognition, and deliveries of coffee and healthy snacks). Encourage and help staff and their 
loved ones to get back to routine activities as soon as practical. Find ways to create “fun” for the 
employees and ways for them to appropriately “let off steam” and continue to build a team 
environment to know they are supported. 


• Home improvement help and materials. In the event of a natural disaster, some staff may have 
sustained damage to their homes, but can still live in them. In hurricane-prone states, hospitals 
may consider keeping a supply of tarps on hand and distributing them to employees after 
hurricanes. Healthcare systems may consider establishing a response team from plant operations 
or facilities management to help “shore up” employees’ homes. Some colleagues and/or team of 
first responders may be able to help others “dig out” or clean up once the threat has dissipated. 


• Paychecks and donating leave. Some employees may live “paycheck to paycheck” and others may 
have relatively low personal leave balances. Rebuilding after a disaster is costly and takes time. 
Shortly after Hurricane Sandy, staff contributed more than 1,000 vacation hours to their colleagues. 
Consider pay incentives for extra work performed by those able to report for duty. 


• Use other professionals and volunteers. Network with healthcare facilities not affected by the 
event to borrow staff, with a “no-hire pledge” in place. Identify nurses and other practitioners 
whose place of employment was damaged and bring them on to assist with certain tasks (e.g., 
administrative); their knowledge of clinical language and facility processes will help. Volunteers can 
free up your staff to perform their regular jobs by serving as runners, performing administrative 
duties, and even making or delivering sandwiches. Train temporary employees and use downtime 
procedures for untrained staff. 


The aftermath of a disaster can be traumatic, whether the disaster is acute like a hurricane or longer-
term like COVID-19. People may want to return to work, but may be hampered by injury, caring for 
loved ones, especially when schools close, or unable to access transportation. These tips can help 
healthcare facility executives provide support for those who care so much for others, ensuring the 
continuity of a healthy, safe workforce and a resilient community at large. 
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https://icahn.mssm.edu/files/ISMMS/Assets/About%20the%20School/Office-well-being/MSHS_COVID-19_Toolkit.pdf

https://omh.ny.gov/omhweb/disaster_resources/pfa/healthcare.pdf

https://omh.ny.gov/omhweb/disaster_resources/pfa/healthcare.pdf

https://omh.ny.gov/omhweb/disaster_resources/pfa/healthcare.pdf

https://www.northwell.edu/about/news/north-shore-lij-raises-23-m-employees-devastated-hurricane-sandy



		Tips for Retaining and Caring for Staff

		after a Disaster

		Updated May 2022

		When disasters strike, the ripple effects are significant. Survivors may be injured or displaced or may have loved ones in similar situations. Public health emergencies which may not have a clear “end point” (e.g., the COVID-19 pandemic) can take a si...

		This tip sheet assumes that a facility is operational after an event and that certain pre-planning and continuity of operations considerations are already in place. Here we share general promising practices—categorized by immediate and short-term need...

		Supporting Staff During COVID-19 Stressors

		Healthcare is an inherently stressful field and many healthcare workers experienced negative mental health effects while caring for patients during the pandemic. Retaining healthcare workers became a significant challenge due in part to stressors uniq...

		Immediate Needs

		Remind your team that their jobs are important and secure. Provide regular and clear communication regarding how leadership is working to continue and restore operations.

		 Shelter

		 Transportation

		 Food, water, hygiene

		 Care for loved ones

		 Behavioral health care

		 Funding

		 Communication/ charging stations

		 Flexible schedules

		Ways to Support Staff in a Pandemic or other Public Health Emergency

		Healthcare organizations can support their staff during pandemics by making resources available to address stressors, starting with the most basic requirements on Maslow’s hierarchy of needs. Examples include helping staff cover basic needs such as fo...

		 Protect the health, safety, and well-being of all health workers.

		 Eliminate punitive policies for seeking mental health and substance use care.

		 Reduce administrative and other workplace burdens to help health workers make time for what matters.

		 Transform organizational cultures to prioritize health worker well-being and show all health workers that they are valued.

		 Recognize social connection and community as a core value of the health care system

		 Invest in public health and our public health workforce.

		Immediate Needs after a Disaster/Mass Casualty Incident

		It will be easier to encourage employees to return to work if they know that certain immediate needs will be met. First, try to help your staff (and their loved ones if applicable) receive access to any medical care necessary to address injuries incur...

		Related ASPR TRACIE Resources

		 ASPR TRACIE Mini Modules to Relieve Stress for Healthcare Workers Responding to COVID-19

		 COVID-19 and Healthcare Professional Stress and Resilience (Speaker Series)

		 COVID-19 Behavioral Health Resource Collection

		 COVID-19 Workforce Resilience/Sustainability Resources

		 Disaster Mental Health Resources for Healthcare Workers during COVID-19

		 Healthcare Provider Shortages: Resources and Strategies for Meeting Demand

		 Issue 12: COVID-19 and Healthcare Professional Stress and Resilience

		 Promoting Healthcare Provider Performance and Well-being in the Age of COVID-19: Exploring Novel Strategies

		 Shelter. If staff have lost their homes or their residences are uninhabitable, consider providing them with shelter within or close to the facility. Nearby schools, hotels, houses of worship, and other local stakeholders may be willing to donate spa...

		 Transportation. It may be difficult for displaced staff to get to and from work after a significant disaster or during protests affecting traffic. Consider partnering with churches or schools to use buses and drivers to transport employees to and fr...

		 Food, water, and personal hygiene. In the immediate aftermath of a disaster, it may be challenging for staff and their loved ones to access food and water. Work with your facility’s cafeteria to ensure food and water is available for staff (and for ...

		 Child (or older adult) “daycare.” Healthcare providers will be more likely to report to work if they know their loved ones are cared for and safe. Consider providing on-site childcare (and on-site care for older adults, if possible) for all shifts. ...

		 Pet care.  Disaster survivors may be reluctant to evacuate their homes because they do not want to leave their pets behind.  Employees may volunteer to “foster” their colleagues’ pets in the short term (or make sure the pets have been let out and ha...

		 Behavioral health care. Some of your employees may have literally “lost everything.” On-site disaster behavior health professionals (e.g., an available member of your facility’s employee assistance program [EAP] who is certified in Psychological Fir...

		After his staff and facility experienced a tornado, a hospital Chief Executive Officer noted, “Take time to laugh and cry with each other. Healthcare workers always stand ready to help our community in a time of need and sometimes that is at our own e...

		 Funding. Consider working with your Board of Trustees and other community leaders to commit funding or raise money that can be used to provide assistance to employees and their families.  The Board of Trustees from a hospital system in New Jersey co...

		 Communication. Consider using social media to keep employees apprised of any service updates throughout the response and recovery phases. Tools such as Facebook, Instagram, LinkedIn, and Twitter can be used to announce upcoming updates and events.

		 Charging stations. Create ample areas for staff (and their loved ones, as necessary and practical) to charge their mobile devices. This can help them stay in touch with their loved ones, colleagues, and contractors.

		 Flexible scheduling. There will be staff who cannot make it home, and staff who cannot make it in. Consider staggering shifts to allow employees to more flexibility (e.g., to meet with insurance, repair teams, and to care for relatives).

		Short-Term Needs

		Once employees have been able to adjust to their “new normal” and gain a better understanding of the recovery process that lies ahead, healthcare facilities can continue making it easier for team members to report for duty. In addition to maintaining ...

		 On-site post-disaster services liaison(s). Consider staging someone on site (e.g., from the American Red Cross) who can help your staff document their personal loss and create a recovery plan. If closure of the facility is imminent and employees are...

		Short-Term Needs

		 Disaster service liaison

		 Clothing/laundry

		 Onsite break rooms

		 Behavioral health care

		 Care for loved ones

		 Nourishment

		 Transportation

		 Home improvement

		 Paychecks/leave

		 Volunteers

		Related Resources

		 ASPR TRACIE’s Disaster Behavioral Health topic collection

		 ASPR’s Creating a Caring Workforce Culture: Practical Approaches for Hospital Executives

		 Mount Sinai’s Pandemic Workforce Wellbeing Toolkit

		 Clothing and laundry services. Staff who evacuated their homes may not have access to clothes other than what they were wearing at the time the disaster hit. Encourage employees to help one another—in one state, employees brought snacks and toiletry...

		 Onsite break rooms. Dedicated spaces for healthcare staff to take breaks from the cognitive and emotional demands of their jobs proved essential during COVID-19. Healthcare leadership can support their staff by ensuring staff have space for quiet du...

		 Maintaining morale can help you retain and demonstrate your commitment to the health of employees. Encourage your team to seek help from the EAP or other behavioral health professional if they need to.  Consider appointing an employee whose primary ...

		 Home improvement help and materials. In the event of a natural disaster, some staff may have sustained damage to their homes, but can still live in them. In hurricane-prone states, hospitals may consider keeping a supply of tarps on hand and distrib...

		 Paychecks and donating leave. Some employees may live “paycheck to paycheck” and others may have relatively low personal leave balances. Rebuilding after a disaster is costly and takes time. Shortly after Hurricane Sandy, staff contributed more than...

		 Use other professionals and volunteers. Network with healthcare facilities not affected by the event to borrow staff, with a “no-hire pledge” in place. Identify nurses and other practitioners whose place of employment was damaged and bring them on t...

		The aftermath of a disaster can be traumatic, whether the disaster is acute like a hurricane or longer-term like COVID-19. People may want to return to work, but may be hampered by injury, caring for loved ones, especially when schools close, or unabl...
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AAR/IP 	After Action Report and Improvement Plan

ABA 		American Burn Association

ABLS		Advance Burn Life Support

ACF	Alternate Care Facility or Administration for Children and Families

ACS		Alternate Care Site

AEMT		Advanced Emergency Medical 			Technician

AFN		Access and Functional Needs

AHIMT	All-Hazards Incident Management Team

AHRQ	Agency for Health and Research Quality

ALF		Assisted Living Facility

ALS		Advanced Life Support

AMS		Air Medical Services Agency

ANG		Air National Guard

APHT		Applied Public Health Team

AOA		Agency on Aging

ARES	Amateur Radio Emergency Service

ARF		Action Request Form

ARS		Acute Radiation Syndrome

ASC		Ambulatory Surgery Center

ASPR	Assistant Secretary for    Preparedness and Response

AST		Ambulance Strike Team

ATSDR	Agency for Toxic Substances and Disease Registry



BCMG		Base/Camp Manager

BLS		Basic Life Support

BMCI		Burn Mass Casualty Incident

BRCA	Burn and Reconstructive Centers of America

BSH		Burn Surge Hospital

CAH		Critical Access Hospitals

CAP		Corrective Action Plan

CAT		Coalition Assessment Tool

CBRNE	Chemical, Biological, Radiological, Nuclear, or Explosive Materials

CDC		Centers for Disease Control

CDP	Centers for Domestic Preparedness

CECA	Children’s Emergency Care Alliance

CEDEP	Communicable and Environmental Diseases and Emergency Preparedness

CEO		Chief Executive Officer

CERT	Community Emergency Response Plan under EMA planning

CHO		County Health Office

CMHCs	Community Mental Health Clinics

CMP		Civil Monetary Penalties

CMS	Centers for Medicare and Medicaid Services

COML		Communication Unit Leader





COMP	Compensation/Claims Unit Leader

CONOPS 	Continuity of Operations

COOP		Continuity of Operations Plan

CORF	Comprehensive Outpatient Rehabilitation Facilities

COST		Cost Unit Leader

CRC		Community Reception Center

CRPC	Comprehensive Regional Pediatric Center

CRS		Cutaneous Radiation Syndrome

CSC		Crisis Standards of Care

CST		Coalition Surge Test

CT		Computed Tomography (Scan)

DEOC	Director’s Emergency   Operations Center

DHS	Department of Homeland Security

DIVS		Division or Group Supervisor

DMAT	Disaster Medical Assistance    Team

DMOB		Demobilization Unit Leader

DMORT	Disaster Mortuary Operational Response Team

DOCL		Documentation Unit Leader

DOD		Department of Defense

DOE		Department of Energy

DOH		Department of Health

DOL		Department of Labor

DPMU		Disaster Portable Morgue Unit



DRG		Domestic Readiness Group

DRH		Division of Radiation Health

EAS		Emergency Alert System

EAST		Exposure and Symptom Triage

ED		Emergency Department

ECC	Emergency Communications Center

EMA	Emergency Management Agency

EMAC	Emergency Management Assistance Compact

EMMA	Emergency Managers Mutual Aid

EMD		Emergency Medical Dispatch

EMG		Emergency Management Group

EMMA	Emergency Managers Mutual Aid

EMP		Emergency Management Plan

EMS		Emergency Medical Services

EMS-RC	Emergency Medical Services Regional Consultant

EMST	Emergency Medical Support Team

EMT		Emergency Medical Technician

EMTALA	Emergency Medical Treatment and Labor Act

EMT-P		EMT Paramedic or Paramedic

EOC		Emergency Operations Center

EOP		Emergency Operations Plan

EP		Emergency Preparedness



EPA	Environmental Protection Agency

ERC	Emergency Response Coordinator

ERT-A	Emergency Response Team- Advance

ERT-N	Emergency Response Team- National

ESC	Emergency Services Coordinator

ESF-8	Emergency Support Functions #8 (Public Health and Medical)

ESRD		End-Stage Renal Disease

EVAC		Evacuating Facility Assessor

FACL		Facilities Unit Leader

FBI		Federal Bureau of Investigation

FBO		Faith-based Organizations

FCC	Federal Communications Commission

FDA		Food and Drug Administration

FDUL		Food Unit Leader

FE		Functional Exercise

FEMA	Federal Emergency Management Agency

FMS		Federal Medical Stations

FNP		Functional Needs Population

FOA	Funding Opportunity Announcement

FOBS		Field Observer

FQHC	Federally Qualified Health Centers



FRS		Fire and Rescue Service

FSC	Finance/Administration Section Chief

FSE		Full-scale Exercise

GER		Global Emergency Response

GSUL		Ground Support Unit Leader

Gy	Gray (unit of ionizing radiation dose)

HAI		Healthcare-Associated Infection

HAZMAT	Hazardous Materials

HCC		Healthcare Coalition

HCO		Healthcare Organization

HHA		Home Health Agency

HHS	U.S. Department of Health and Human Services

HICS	Hospital Incident Command System

HIPAA	Health Insurance Portability and Accountability Act of 1996

HIRA	Hazard Identification and Risk Assessment

HPP	Hospital (Healthcare) Preparedness Program

HOSA	Health Occupational Student Education Association

HRSA	Health Resources and Services Administration

HRTS	Healthcare Resource Tracking System

HSEEP	Homeland Security Exercise and Evaluation Program





HSPD	Homeland Security Presidential Directive

HST		Hospital Surge Test

HVA		Hazard Vulnerability Analysis

IAP		Incident Action Plan

IC		Incident Commander

ICF/IID	Intermediate Care Facilities for Individuals with Intellectual Disabilities

ICN		Infection Control Nurse

ICP		Incident Command Post

ICS		Incident Command System

ICU		Intensive Care Unit

IMT		Incident Management Team

IND		Improvised Nuclear Device

IP		Improvement Plan

IRCT	Incident Response Coordination Team

IT		Information Technology

IV		Intravenous

JCAHO	Joint Commission on Accreditation of Healthcare Organizations

JFO		Joint Field Office

JIC		Joint Information Center

JIS		Joint Information System

LEA		Law Enforcement Agencies

LEAD		Lead Assessor

LEPC	Local Emergency Planning Committee



LHD		Local Health Department

LOFR		Liaison Officer

LRN		Laboratory Response Network

LSC		Logistics Section Chief

LTC		Long Term Care

LTCF		Long Term Care Facility

MA		Mission Assignment

MAC	Multiagency Coordination Groups

MAA		Mutual Aid Agreement

MAC	Group Multiagency Coordination Center

MACC	Multiagency Coordination Center

MACS	Multiagency Coordination System

MCG	Tennessee Department of Health Mission Coordination Group

MCI		Mass Casualty Incident

MCM		Medical Counter Measures

MDI	Medicolegal Death Investigation

MEDL		Medical Unit Leader

MHT		Mental Health Team

MOA		Memorandum of Agreement

MOCC	Medical Operations Coordination Cells 

MOU	Memorandum of Understanding

MRC		Medical Reserve Corps



MRI		Magnetic Resonance Imaging

MRSE	Medical Response and Surge Exercise

MSCC	Medical Surge Capacity and Capability

MSEHPA	Model State Emergency Health Powers Act

NACCHO	National Association of County and City Health Officials

NAEMT	National Association of Emergency Medical Technicians

National VOAD 	National Voluntary Organizations Active in Disaster

NDMS	National Disaster Medical System

NGOs	Nongovernmental Organizations

NHPP	National Healthcare Preparedness Program

NHSN	National Healthcare Safety Network

NH		Nursing Home

NICU		Neonatal Intensive Care Unit

NIH		National Institutes of Health

NIMS	National Incident Management System

NJTTF	National Joint Terrorism Task Force

NOAA	National Oceanic and Atmospheric Administration

NOC	National Operations Center

NNSA	National Nuclear Security Administration



NRCC	National Response Coordination Center

NRF		National Response Framework

NRP	Nationally Registered Paramedic or National Response Plan

NWS	National Weather Service

OEM	Office of Emergency Management

OPDIV	Operating Division

OPO	Organ Procurement Organization

ORDM	Ordering Manager

OSC	Operations Section Chief

PACE	Program of All-Inclusive Care for the Elderly

PBM		Patient Bed Matching

PFO		Principal Federal Officer

PH		Public Health

PHEP	Public Health Emergency Preparedness

PIO		Public Information Officer

PM		Performance Measure

POC		Point of Contact

POD		Point of Dispensing

PPE		Personal Protective Equipment

PROC		Procurement Unit Leader

PRTF	Psychiatric Residential Treatment Facilities

PSC	Planning Section Chief



RCD	Redundant Communications Drill

RD	Regional Director

RDF	Rapid Deployment Force

REAC/TS	Radiation Emergency Assistance 		Center/Training Site

REC	Regional Emergency Coordinator

RESL	Resources Unit Leader

RHA	Regional Health Administrator

RHC	Regional Healthcare Coordinator

RHOC	Regional Health Operations Center

RITN	Radiation Injury Treatment Network

RMCC	Regional Medical Communications Center

RRCC	Regional Response Coordinator Center

SA		Situational Awareness

SAMHSA	Substance Abuse and Mental Health Services Administration

SAPOST	Situational Awareness, Priorities, Objectives, Strategies, and Tactics

SARS	Severe Acute Respiratory Syndrome

SBCC	Southern Region Burn Coordination Center

SCMC	South Central Medical Communications





SCHIP	State Children’s Health Insurance Program

SCKN	Status Check-in Recorder

SCRHCC	South Central Region Healthcare Coalition

SEMS	State Emergency Management System

SEOC	State Emergency Operations Center

SHO	Senior Health Official

SHOC		State Health Operations Center

SITL		Situation Unit Leader

SitMan		Situation Manual

SitRep		Situation Report

SME		Subject Matter Expert

SNS		Strategic National Stockpile

SOC		Secretary’s Operations Center

SOF		Safety Officer

SOG		Standard Operating Guide

SOP		Standard Operating Procedures

STAM		Staging Area Management

START	Simple Triage and Rapid Treatment

SUL	Supply Unit Leader

SVI		Social Vulnerability Index

TBSA		Total Burn Surface Area

TCA		Tennessee Codes Annotated

TDEC	Tennessee Department of Environment and Conservation





TDH	Tennessee Department of Health

TDSN	Tennessee Disaster Support Network

TECC	Tactical Emergency Casualty Care

TEMA	Tennessee Emergency Management Agency

TEMARR	Tennessee Emergency Medical, Awareness, Response, and Recovery

TEMP	Temporary Emergency Management Plan

TFFC	Tennessee Federation of Fire Chaplains

THA		Tennessee Hospital Association

THIRA	Threat Hazard Identification and Risk Assessment

THSP	Technical Specialist

TIME	Time Unit Leader

TOPOFF	Top Officials

TNEMSC	Tennessee Emergency Medical Services for Children

TRACIE	Technical Resources, Assistance Center, and Information Exchange

TNHAN	Tennessee Health Alert Network

TNNG		Tennessee National Guard

TNSG		Tennessee State Guard

TTX		Tabletop Exercise

TVA		Tennessee Valley Authority



TVM		Tennessee Volunteer Mobilizer

UC		Unified Command

USPHS	United States Public Health Services

USPSTF	United States Preventative Services Task Force

VA	Department of Veteran Affairs

VBHCS	Volunteer Behavioral Healthcare System

VMAT	Veterinary Medical Assistance Team

VOAD	Voluntary Organizations Active in Disaster

VPC	Vulnerable Populations Coordinator

WebEOC	Web-based Emergency Operations Center
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