WESTERN VIRGINIA EMERGENCY MEDICAL SERVICES COUNCIL
BOARD OF DIRECTORS

DRAFT MEETING MINUTES

DATE: March 14, 2013

LOCATION: Salem Civic Center — Parlor C

Directors Present Staff Present
Karen Alldredge, MD Mary Christian
Billy Altman Cathy Cockrell
John Beach Charles Berger
Bill Brown Mike Garnett
Jim Cady, Sr. Gene Dalton
Steven Eanes

Jason Ferguson Guests Present
Daryl Hatcher None

Rickey Hodge

Mike Jefferson
Charles Lane, MD
Rob Logan

Ryan Muterspaugh
Kris Shrader

Steve Simon
Dallas Taylor

Joe Trigg

Dale Wagoner
Ford Wirt

TO ORDER

President Ford Wirt called this regular meeting of the Board of Directors to order at 2:00 PM.
SECRETARY’'S REPORT

President Wirt presented minutes of the last meeting as distributed. He called for any
corrections or additions.

Motion was made and duly seconded to approve. Motion CARRIED.

TREASURER’'S REPORT

Business Manager Mary Christian presented the FY 13 year to-date report (February 28).
She noted that all accounts were within expectations.

Motion was made and duly seconded to accept the report. Motion CARRIED.

EXECUTIVE COMMITTEE
The Executive Committee met prior to this meeting to review and discuss the agenda items.
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The Executive Committee has reviewed, and recommends the adoption of several changes
to the Council's Employee Handbook. The changes were distributed with the agenda packet
and are made a part of these minutes. It was moved and duly seconded to approve the
revisions Employee Handbook as distributed and recommended by the Committee. Motion
CARRIED.

The President and the Executive Director reported on the three-year OEMS accreditation site
visit that took place on Monday, March 11. Reviewers Jennie Collins and Don Barklage were
at the Roanoke office for about five hours, and interviewed several board members, system
stakeholders and employees. They will issue a report and recommendations, and then the
Board of Health will act on our accreditation at an upcoming meeting.

The Committee reviewed and discussed the Regional EMS Strategic Plan. The plan with
recommended updates and revisions was distributed to the Board prior to the meeting, and
comments were solicited from board members and the public. After discussion of the various
identified strengths and weaknesses, and opportunities available to the Council, and threats
that the Council might face in the coming three years, After review of each recommended
change, it was moved and duly seconded to adopt the 2013 Regional EMS Strategic Plan.
Motion CARRIED.

The Council's board member orientation plan calls for the appointment of a mentor to new
board members. The President appointed Joe Trigg as mentor to Bill Brown, Steve Simon as
mentor to Karen Alldredge, Ford Wirt as mentor to Joe Coyle, and Jim Cady as mentor to
Dallas Taylor.

MEDICAL DIRECTION COMMITTEE

Dr. Charles Lane, Cathy Cockrell and Charles Berger reported for the regional medical
direction committee on the status of the protocol and drug box rollout project. Some 60
percent of the region’s drug boxes have been updated. Protocols have been distributed.

Rob Logan reported on development of the Smart Phone applications. He noted that the
original developer was no longer engaged in the project, and that two other developers were
being interviewed. No funds have been paid out for this project so far.

Rob asked for the authority to spend up to $5,000 to acquire 100 new drug boxes and
narcotic cases as part of the drug box update process. Motion ws made and duly seconded
to allow staff to expend up to $5000 on new drug boxes and narcotic cases. Motion
CARRIED.

Allied resources and Pharmacy Workgroups

Charles Berger reported for these workgroups. Neither has met formally since the last
meeting, but both have worked to expedite the drug box and supply exchange updates. Rob
expressed special thanks to the region’s hospital pharmacists for their commitment in making
the drug box updates a success.

Charles Berger and Charles Lane reported on the continuing drug shortage issues.
Education Workgroup

Steve Simon reported for the Education Workgroup, discussing the status of development of
a paramedic program. After a great deal of consideration by the Education Workgroup and
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the Executive Committee, it was recommended that the Council not pursue a Paramedic
program at this time. Many factors entered into this discussion, including the cost, the
requirement to partner with a teaching institution, and the willingness of Jefferson College of
Health Sciences to continue an EMT-I to EMT-P bridge program.

The Workgroup will meet again soon, and will convene a smaller sub-group to consider
options to assist Franklin County in obtaining EMT-I training.

EMS OPERATIONS

Communications Workgroup

Rob Logan reported for the committee concerning the Alleghany radio replacement project.
We have obtained Quiet Zone approval to proceed with licensure of the two repeaters
serving Alleghany County. We are now working with the radio vendor, with assistance from
John Hudson and Andy Seabolt, to determine what antenna will meet the requirements of the
NRAO.

All work on the Tinker Mountain tower has been completed. The next phase of that project
will be to begin maintenance on the equipment shelter.

MCI Planning Workgroup

Mike Garnett reported for the MCI Planning Workgroup. They presented the final draft of the
Regional MCI Plan. The plan is complete except for some minor formatting and content
placement.

It was moved and duly seconded to adopt the plan, subject to one final circulation to the
workgroup members. Motion CARRIED.

PERFORMANCE IMPROVEMENT COMMITTEE

Trauma and General Performance Improvement Subcommittees

Charles Berger reported for the General and Trauma Performance Improvement
Committees. Both met today. He discussed several research initiatives being undertaken by
both subcommittees. He noted that the Pl Subcommittees will be asking for assistance from
the agencies in obtaining data on scene time for trauma cases, and on the use and
effectiveness of field use of the CPAP devices.

NSPA
Danielle Lissberger was not in attendance due to a scheduling conflict. Her report is deferred
until the next meeting.

EMS ADVISORY BOARD

Dale Wagoner reported for the State EMS Advisory Board. A written report was provided in
the agenda packet. He discussed several legislative initiatives from the recently-ended
session of the Virginia General Assembly.

EMS FINANCIAL ASSISTANCE

Billy Altman reported for the EMS Financial Assistance Program. Amanda Davis, Grants
Coordinator for OEMS, conducted three grant workshops in the WVEMS region. The
deadline for the upcoming RSAF cycle is Friday, March 15.

Regional Reviews will be held at The Franklin Center on Tuesday, April 16.
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NEW BUSINESS
None

PRESIDENT'S REPORT

President Wirt reported 68 percent of the board members in attendance, and he thanked the
board members for their participation. He noted that the schedule of 2:00 PM quarterly
meetings will continue (with exception of the meeting held in conjunction with our annual
awards banquet)..

STAFF REPORTS

Rob Logan reported that Executive Committee decided that the annual EMS awards banquet
will be held on June 13 at the Vinton War memorial. This is a regular board meeting date, so
the meeting will be held at 5:00 PM rather than 2:00.

Mary Christian
None

Cathy Cockrell
None

Charles Berger
None

Gene Dalton
None

Mike Garnett
None

OTHER BUSINESS

Ryan Muterspaugh thanked staff for assisting with a county-wide drill held in Alleghany
County. Jim Cady thanked staff members for their diligent work in producing the newly-
released protocols.

HEARING OF THE PUBLIC
None

Being no further business, the meeting was adjourned at 3:18 PM.

/s Robert Logan, Executive Director
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WESTERN VA EMS COUNCIL
UNAUDITED TREASURER'S REPORT

AS OF

FEBRUARY 28, 2013

REVENUES BUDGET TOTAL % YTD
STATE GOVERNMENT (OEMS CONTRACT) 416,190 211,895 50.91%
LOCAL GOVERNMENT 120,000 130,054 108.38%
UNITED WAYS 2,000 1,768 88.38%
CONTRIBUTIONS 2,000 0.00%
NSPA/VHHA REVENUE 220,000 199,276 90.58%
DIRECT PROGRAM INCOME (Tuitions, grants, VDH/OEMS) 165,000 106,453 64.52%
DIRECT MRC INCOME 55,000 41,941 76.26%
CISM REVENUE 3,000
NSPA OFFSET REVENUE (Contract for services) 8,000 11,830 147.87%
RENT INCOME (NSPA) 18,000 10,000 55.56%
INVESTMENT / GAINS/LOSSES 3,000 11,157 371.90%
MISCELLANEOUS/SPECIAL FUNDS
TOTAL REVENUES 1,009,190 727,373 72.07%
EXPENDITURES BUDGET TOTAL % YTD
SALARIES / WAGES (WVEMS) 371,000 265,879 71.67%
PAYROLL TAXES (FICA) 27,203 20,521 75.43%
VEC 450 140 31.11%
403(b) / RETIREMENT 20,250 11,610 57.33%
HOSPITAL / MEDICAL INSURANCE 47,000 29,821 63.45%
LIFE INSURANCE/DISABILITY 10,000 6,553 65.53%
DENTAL INSURANCE 3,400 1,916 56.36%
PROFESSIONAL SERVICES/FEES 8,000 7,610 95.13%
MEDICAL DIRECTION ASSISTANCE 1,000 0.00%
MAINTENANCE / REPAIRS / SERVICE CONTRACTS 2,500 0.00%
OCCUPANCY (Utilities, repairs, NRV rent etc.) 16,000 12,958 80.99%
POSTAL / SHIPPING 2,000 1,031 51.56%
TELECOMMUNICATIONS 10,500 7,621 72.58%
SUPPLIES (ADMIN) 6,587 4,391 66.66%
EQUIPMENT 5,000 2,047 40.94%
INSURANCE 7,500 6,265 83.53%
DIRECT NSPA/VHHA EXPENSE 195,000 187,429 96.12%
DIRECT PROGRAM EXPENSES 150,000 78,322 52.21%
DIRECT MRC EXPENSES 55,000 37,581 68.33%
PRINTING / PUBLICATIONS 14,000 8,372 59.80%
TRAVEL / LODGING 7,000 5,941 84.87%
FUEL/VEHICLE MAINTENANCE 10,000 7,599 75.99%
MEETING SUPPORT 1,200 214 17.80%
DUES / MEMBERSHIP FEES 1,200 800 66.68%
STAFF DEVELOPMENT 9,000 5,044 56.04%
CISM PROGRAM COSTS 2,000 893 44.67%
COMMUNICATION SITE RENTAL 8,100 5,400 66.67%
COMMUNICATIONS WIRELINES 7,500 5,235 69.80%
COMMUNICATIONS MAINTENANCE 2,000 2,563 128.16%
COMMUNICATIONS UTILITIES 800 377 47.15%
COMMUNICATIONS INSURANCE 3,000 2,000 66.67%
COMMUNICATIONS EQUIPMENT 5,000 0.00%
TOTAL EXPENDITURES 1,009,190 726,133 71.95%
BOARD APPROVED ITEMS BOUGHT WITH RESERVE

ID CARD PRINTERS (2) AND SUPPLIES 5,677




NSPA-VHHA

REVENUES (NSPA ACCOUNTS) TOTAL
SPECIAL GRANTS / HOSPITAL FOUNDATIONS 88,386
TOTAL REVENUES 88,386
EXPENDITURES (NSPA ACCOUNTS) TOTAL
SALARIES -NSPA 71,042
PAYROLL TAXES (FICA) - NSPA 5,051
BENEFITS - NSPA 9,303
VEC - NSPA 36
TOTAL EXPENDITURES 85,432
REVENUES (VHHA ACCOUNTS) TOTAL

VHHA FUNDING 110,890
TOTAL REVENUES

EXPENDITURES (VHHA ACCOUNTS) TOTAL
SALARIES - VHHA 79,231
PAYROLL TAXES (FICA) - VHHA 5,594
BENEFITS - VHHA 3,324
MISC. - VHHA 13,848

TOTAL EXPENDITURES

101,996




PROGRAM

REVENUE (PROGRAM ACCOUNTS) TOTAL

OEMS FUNDS - INTERMEDIATE 11,220
OEMS FUNDS - ENHANCED

OEMS FUNDS - ADJUNCT 2,880
OEMS FUNDS - CARDIAC

OEMS FUNDS - CT TRANSITION

OEMS FUNDS - SHOCK TRANSITION

OEMS FUNDS - ALS CE 560
PROGRAM SERVICE FEES 1,200
PROTOCOL, ETC. SALES 9,184
TEXTBOOK SALES 8,400
CONSOLIDATED TESTING 14,210
DRUG BOX ENTRANCE FEES 1,050
GRANTS & SPECIAL PROJECTS 6,252
SALES - CONSUMER GOODS

WEB DATABASE

PROCESSING FEES

PROGRAM FEES - MONROE HEALTH CENTER 15,268
PROGRAM TUITION - INTERMEDIATE 4,860
PROGRAM TUITION - ENHANCED

PROGRAM TUITION - ADJUNCT 4,105
PROGRAM TUITION - CARDIC

PROGRAM TUITION - OTHER

PROGRAM TUITION - NRVTC 23,118
ID CARD SALES 364
COMMUNITY COLLEGE COURSE REVENUE 3,783
TOTAL REVENUES 106,453
EXPENSES (PROGRAM ACCOUNTS) TOTAL
CONTRACTS FOR SERVICES (INTERMEDIATE) 5,933
CONTRACTS FOR SERVICES (ENHANCED)

CONTRACTS FOR SERVICES (ADJUNCT) 1,650
CONTRACTS FOR SERVICES (CARDIAC)

CONTRACTS FOR SERVICES (SPEC. PROJ.)

CONTRACTS FOR SERVICES (ALS TEST) 6,813
CONTRACTS FOR SERVICES (CTS) 9,925
CONTRACTS FOR SERVICES (CE WEEKENDS)

CONTRACTS FOR SERVICES (DRUG TESTING) 960
CONTRACT FOR SERVICES (MONROE HEALTH CENTER)

PAYROLL TAXES (FICA) 1,861
VEC 631
RENT - NRV TRAINING CENTER 56
POSTAGE (NRVTC) 73
SUPPLIES (Programs) 1,326
SUPPLIES (CTS) 956
SUPPLIES (ALS TESTING) 318
SUPPLIES (EDUCATION) 8
SUPPLIES (NRVTC) 4,194
SUPPLIES (MONROE HEALTH CENTER)

TEXTBOOKS (EMT-I) 2,024
TEXTBOOKS (ALS) 804
TEXTBOOKS (BLS)

TEXTBOOKS (ITLS) 1,631
TEXTBOOKS (NRVTC) 8,622
TEXTBOOKS (MONROE HEALTH CENTER) 120
EQUIPMENT (BLS) 167
EQUIPMENT(BLS TESTING)

EQUIPMENT (ALS TESTING)

EQUIPMENT (EDUCATION)

EQUIPMENT (NRVTC) 59
INSURANCE 1,928
TRAVEL (MONROE HEALTH CENTER)

PRINTING / PUBLICATIONS (EDUCATION) 413
PRINTING / PUBLICATIONS (NRVTC)

AMLS CERTIFICATES AND CARDS 135
GRANTS & SPECIAL PROJECTS 5,856
DRUG BOX EXCHANGE 5,098
CREDIT CARD DISCOUNT 2,925
MERCHANDISE FOR RESALE 9,263
ID CARD PROGRAM 791
COMMUNITY COLLEGE FEES 3,783
TUITION REIMBURSEMENT - ENHANCED

TUITION REIMBURSEMENT - INTERMEDIATE

TOTAL EXPENDITURES 78,322




MRC

REVENUE (MRC ACCOUNTS) TOTAL
PROGRAM MANAGEMENT - MRC 40,000
COST REIMBURSEMENT - MRC 1,941
TOTAL REVENUES 41,941
EXPENSES (MRC ACCOUNTS) TOTAL
SALARIES AND WAGES - MRC 26,132
FICA EXPENSE - MRC 1,999
VEC - MRC 24
HOSPITAL MEDICAL - MRC 2,704
DENTAL INSURANCE - MRC 269
POSTAGE - MRC

TELECOMMUNICATIONS - MRC 645
SUPPLIES - MRC 39
PROMOTIONAL - MRC 399
TRAINING SUPPLIES - MRC 1,578
EQUIP-MRC

TRAVEL/LODGING - MRC 3,000
DUES & MEMBERSHIPS - MRC

STAFF DEVELOPMENT 792
MEETING SUPPORT - MRC

TOTAL EXPENDITURES 37,581




Current Assets

PETTY CASH

FSA CASH

MUTUAL BOARD DESIGNATED
SUNTRUST CHECKING
SUNTRUST PAYROLL

VALLEY BANK MONEY MARKET
PREPAID EXPENSES

ACCOUNTS RECEIVABLE

DUE FROM NSPA

Total Current Assets
Property and Equipment
Total Property and Equipment

Other Assets

ARC III REIT

FRANKLIN TEMPLETON
COMMUNICATIONS EQUIPMENT
MISCELLANEOUS EQUIPMENT
OFFICE EQUIPMENT

BUILDING

LAND

BLDG. IMPROVEMENTS
GENERATOR BUILDING & EQUIPMENT
ACCUMULATED DEPRECIATION

Total Other Assets

Total Assets

Current Liabilities

ACCOUNTSPAYABLE

CLEARING ACCT (UNCASHED CHECK)
TDA

ACCRUED SALARIES

SALESTAX PAYABLE

FLEX SPENDING ACCOUNT-MEDICAL
FLEX SPENDING ACCT-DEPENDENT
DEFERRED REVENUE

Total Current Liabilities
Long-Term Liabilities

Total Long-Term Liabilities
Total Liabilities

Capitd
FUND BAL. UNRESTRICTED

WESTERN VIRGINIA EMS COUNCIL, INC.
Baance Sheet
February 28, 2013

ASSETS

69.59
2,598.29
6,085.83

183,012.56
28,629.74
65,452.09

8.69
27,119.02
20,554.26

333,530.07

0.00

26,330.55
105,336.99
51,757.66
265,691.74
41,879.86
175,223.00
201,600.00
64,232.94
11,402.25
(274,598.97)

668,856.02

1,002,386.09

LIABILITIESAND CAPITAL

1,300.18
290.00
(1,113.71)
28,590.10
126.17
1,835.31
461.56
3,391.61

34,881.22

0.00

34,881.22

707,162.00
Unaudited - For Management Purposes Only



FUND BAL. UNRESTRICTED DES.

RETAINED EARNINGS

FUND BALANCE TEMP. RESTR.
Net Income

Total Capital

Total Liabilities & Capital

WESTERN VIRGINIA EMS COUNCIL, INC.
Baance Sheet
February 28, 2013

55,036.00
143,065.62
20,374.00
41,867.25
967,504.87
$ 1,002,386.09

Unaudited - For Management Purposes Only
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Western Virginia EMS Council, Inc.
Employee Handbook

114 Disability Accommodation

WVEMS is committed to complying fully with the Americans with Disabilities Act (ADA) and ensuring
equal opportunity in employment for qualified persons with disabilities. All employment practices and
activities are conducted on a non-discriminatory basis.

Hiring procedures have been reviewed and provide persons with disabilities meaningful employment
opportunities. Pre-employment inquiries are made only regarding an applicant's ability to perform the
duties of the position.

Reasonable accommodation is available to all disabled employees, where their disability affects the
performance of job functions. All employment decisions are based on the merits of the situation in
accordance with defined criteria, not the disability of the individual.

Qualified individuals with disabilities are entitled to equal pay and other forms of compensation (or
changes in compensation) as well as in job assignments, classifications, organizational structures,
position descriptions, lines of progression, and seniority lists. Leave of all types will be available to all
employees on an equal basis.

WVEMS is also committed to not discriminating against any qualified employees or applicants because
they are related to or associated with a person with a disability. WVEMS will follow any state or local
law that provides individuals with disabilities greater protection than the ADA.

This policy is neither exhaustive nor exclusive. WVEMS is committed to taking all other actions
necessary to ensure equal employment opportunity for persons with disabilities in accordance with the
ADA and all other applicable federal, state, and local laws.

Effective Date: 3/1/2013
Revision Date:



Western Virginia EMS Council, Inc. A ﬂ/ &UQ_M:DV :

Employee Handbook

386 Breaks for Nursing Mothers

Staff personnel who are nursing mothers are provided with unpaid breaks as often as needed to express
breast milk for the staff member’s nursing child. A private place (other than the bathroom) which is
shielded from view and free from intrusion from co-workers and the public is provided for this purpose.
These unpaid breaks for expressing breast milk are in effect for up to one year after the child’s birth.

Effective Date: 3/1/2013
Revision Date:
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Western Virginia EMS Council, Inc.
Employee Handbook

522 Workplace Violence Prevention

WVEMS is committed to preventing workplace violence and to maintaining a safe work environment.
Given the increasing violence in society in general, WVEMS has adopted the following guidelines to
deal with intimidation, harassment, or other threats of (or actual) violence that may occur durin g business
hours or on its premises.

All employees, including supervisors and temporary employees, should be treated with courtesy and
respect at all times. Employees are expected to refrain from fighting, "horseplay," or other conduct that
may be dangerous to others. Firearms, weapons, and other dangerous or hazardous devices or substances
are prohibited from the premises of WVEMS without proper authorization.

Conduct that threatens, intimidates, or coerces another employee, a customer, or a member of the public
at any time, including off-duty periods, will not be tolerated. This prohibition includes all acts of
harassment, including harassment that is based on an individual's sex, sexual orientation, race, age, or
any characteristic protected by federal, state, or local law.

All threats of (or actual) violence, both direct and indirect, should be reported as soon as possible to your
immediate supervisor or any other member of management. This includes threats by employees, as well
as threats by customers, vendors, solicitors, or other members of the public. When reporting a threat of
violence, you should be as specific and detailed as possible.

All suspicious individuals or activities should also be reported as soon as possible to a supervisor. Do not
place yourself in peril. If you see or hear a commotion or disturbance near your workstation, do not try to
intercede or see what is happening.

WVEMS will promptly and thoroughly investigate all reports of threats of (or actual) violence and of
suspicious individuals or activities. The identity of the individual making a report will be protected as
much as is practical. In order to maintain workplace safety and the integrity of its investigation, WVEMS
may suspend employees, either with or without pay, pending investigation.

Anyone determined to be responsible for threats of (or actual) violence or other conduct that is in
violation of these guidelines will be subject to prompt disciplinary action up to and including termination
of employment.

WVEMS encourages employees to bring their disputes or differences with other employees to the
attention of their supervisors or the Executive Director before the situation escalates into potential
violence. WVEMS is eager to assist in the resolution of employee disputes, and will not discipline
employees for raising such concerns.

Effective Date:
Revision Date:
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Western Virginia EMS Council, Inc.
Employee Handbook

107 Immigration Law Compliance

WVEMS is committed to employing only United States citizens and aliens who are authorized to work in
the United States and does not unlawfully discriminate on the basis of citizenship or national origin.

In compliance with the Immigration Reform and Control Act of 1986, each new employee, as a condition
of employment, must complete the Employment Eligibility Verification Form [-9 and present
documentation establishing identity and employment eligibility. Former employees who are rehired must
also complete the form if they have not completed an [-9 with WVEMS within the past three years, or if
their previous -9 is no longer retained or valid.

Employees with questions or seeking more information on immigration law issues are encouraged to
contact the Administrative Assistant. Employees may raise questions or complaints about immigration
law compliance without fear of reprisal.

Effective Date: 3/1/2013
Revision Date:



Western Virginia EMS Council, Inc.

Employee Handbook

1.03 Equal Employment Opportunity
Effective Date: 9/1/2006
Revision Date: 5/21/2006

In order to provide equal employment and advancement opportunities to all individuals, employment

decisions at WVEMS will be based on merit, qualifications, and abilities. WVEMS does not discriminate

in employment opportunities or practices on the basis of race, color, religion, sex, sexual orientation,

national origin, age, marital status,or any other characteristic protected by law. WVEMS complies with

the Genetic Information Nondiscrimination Act (GINA) which protects applicants and employees from r:\g,/uJ
discrimination based on genetic informatiuon in hiring, promotion, discharge. pay. fringe benefits,

classification, and other aspects of employment.

This policy governs all aspects of employment, including selection, job assignment, compensation,
discipline, termination, and access to benefits and training.

Any employees with questions or concerns about any type of discrimination in the workplace are
encouraged to bring these issues to the attention of their immediate supervisor or the Executive Director.
Employees can raise concerns and make reports without fear of reprisal. Anyone found to be engaging in
any type of unlawful discrimination will be subject to disciplinary action, up to and including termination
of employment.



Western Virginia EMS Council, Inc.

Employee Handbook

2.05 Introductory Period
Effective Date: 9/1/2006
Revision Date; 5/21/2006

The introductory period is intended to give new employees the opportunity to demonstrate their ability to
achieve a satisfactory level of performance and to determine whether the new position meets their
expectations. WVEMS uses this period to evaluate employee capabilities, work habits, and overall
performance. Either the employee or WVEMS may end the employment relationship at will at any time
during or after the introductory period, with or without cause or advance notice. (It is understood by the
employee that voluntary resignation without notice as described in Policy 3.15 will forfeit payment for
accrued PTO.)

All new and rehired employees work on an introductory basis for the first 189 90 calendar days after &
their date of hire. Any significant absence will automatically extend an introductory period by the length

of the absence. If WVEMS determines that the designated introductory period does not allow sufficient

time to thoroughly evaluate the employee's performance, the introductory period may be extended for a
specified period.

Upon satisfactory completion of the introductory period, employees enter the "regular" employment
classification.

During the introductory period, new employees are eligible for those benefits that are required by law,
such as workers' compensation insurance and Social Security. They may also be eligible for other
WVEMS-provided benefits, subject to the terms and conditions of each benefits program. Employees
should read the information for each specific benefits program for the details on eligibility requirements.



Western Virginia EMS Council, Inc.

Employee Handbook

3.13 Benefits Continuation (COBRA)
Effective Date: 9/1/2006
Revision Date; 5/21/2006

The federal Consolidated Omnibus Budget Reconciliation Act (COBRA) gives employees and their

qualified beneficiaries the opportunity to continue health insurance coverage under WVEMS's health

plan when a "qualifying event" would normally result in the loss of eligibility. Some common qualifying

events are resignation, termination of employment, or death of an employee: a reduction in an employee's

hours or a leave of absence; an employee's divorce or legal separation; and a dependent child no longer

meeting eligibility requirements. Former emplovees (and their dependents) are not eligible for COBRA } Pej&f
continuation coverage if the emplovee was dischrged for gross "misconduct.”

N
Under COBRA, the employee or beneficiary pays the full cost of coverage at WVEMS's group rates plus \Wﬁ\
an administration fee. WVEMS provides each eligible employee with a written notice describing rights
granted under COBRA when the employee becomes eligible for coverage under WVEMS's health
insurance plan. The notice contains important information about the employee's rights and obligations.



Western Virginia EMS Council, Inc.

Employee Handbook

3.15 Paid Time Off (PTO)

Effective Date: 9/1/2008
Revision Date: 9/11/2006

Paid Time Off (PTO) is an all purpose time-off policy for eligible employees to use for vacation, illness
or injury, and personal business. It combines traditional vacation and sick leave plans into one flexible,
paid time-off policy. Employees in the following employment classification(s) are eligible to earn and
use PTO as described in this policy:

* Regular full-time employees
* Introductory employees

Once employees enter an eligible employment classification, they begin to earn PTO according to the
schedule below. They can request use of PTO after it is earned.

The amount of PTO employees receive each year increases with the length of their employment as shown
in the following schedule:

* Upon initial eligibility the employee is entitled to 27 PTO days each year, accrued biweekly at the
rate of 8.31 hours.

* After 5 years of eligible service the employee is entitled to 33 PTO days each year, accrued
biweekly at the rate of 10.15 hours.

* After 10 years of eligible service the employee is entitled to 39 PTO days each year, accrued
biweekly at the rate of 12 hours.

The length of eligible service is calculated on the basis of a "benefit year." This is the 12-month period
that begins when the employee starts to earn PTO. An employee's benefit year may be extended for any
significant leave of absence except military leave of absence. Military leave has no effect on this
calculation. (See individual leave of absence policies for more information.)

PTO can be used in minimum increments of one-half day. Employees who have an unexpected need to be
absent from work should notify their direct supervisor before the scheduled start of their workday, if
possible. The direct supervisor must also be contacted on each additional day of unexpected absence.

Prior approval is required to take more than two consecutive days of PTO. To schedule planned
PTO, employees should request advance approval from their supervisors. Requests will be reviewed
based on a number of factors, including business needs and staffing requirements.



Western Virginia EMS Council, Inc.

Employee Handbook

/
In the event that more than one emplovee requests the same period of time off, approval will be at t\)?/J‘)
management's discretion. /

PTO is paid at the employee's base pay rate at the time of absence. [t does not include overtime or any
special forms of compensation.

All full-time employees must take at least two weeks (80 hours) of PTO per fiscal year. Employees are
encouraged to take at least one full week (five consecutive work days) during each fiscal year.

In the event that available PTO is not used by the end of the benefit year, employees may carry unused
time forward to the next benefit year. If the total amount of unused PTO reaches a "cap" of 600 hours,

further accrual will stop. When the employee uses PTO and brings the available amount below the cap,
accrual will begin again.

Upon voluntary termination of employment with at least two weeks notice, employees will be paid for
unused PTO that has been earned through the last day of work, not to exceed 200 hours. However, if
WVEMS, in its sole discretion, terminates employment for cause, forfeiture of unused PTO may result.



Western Virginia EMS Council, Inc.

Employee Handbook

4.10 Pay Deductions and Setoffs
Effective Date: 9/1/2006
Revision Date: 5/21/2006

VOLUNTARY
WVEMS offers programs and benefits beyond those required by law. Eligible employees may voluntarily
authorize (in writing) deductions from their paychecks to cover the costs of participation in these ,J M

programs. Such voluntary deductions are truly voluntary. and are not signed as a condition of

employment. ( ou./? V\QV/

Pay setoffs are pay deductions taken by WVEMS, usually to help pay off a debt or obligation to
WVEMS or others. Tax liens and garnishments must be honored in accordance with the State
garnishment law and the Federal Wage Garnishment Law. Handling such liens and garnishments
places an undue burden on WVEMS staff, and as such, employees are expected to take steps to
minimize such actions. Garnishment for more than one debt can result in disciplinary action, up
to and including termination.

If you have questions concerning why deductions were made from your paycheck or how they were
calculated, the Office Manager can assist in having your questions answered.
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5.02 Work Schedules

Effective Date: 9/1/2006 e I
Revision Date: 3/4/2013 3

The normal work schedule for all employees is 8 hours a day, 5 days a week. The work week begins at =
12:01 AM on Sunday and continues until 12:00 midnight on Saturday. Supervisors will advise employees
of the times their schedules will normally begin and end. Staffing needs and operational demands may
necessitate variations in starting and ending times, as well as variations in the total hours that may be
scheduled each day and week.

Flexible scheduling, or flextime, is available in some cases to allow employees to vary their starting and
ending times each day within established limits. Flextime may be possible if a mutually workable
schedule can be negotiated with the supervisor involved. However, such issues as staffing needs, the
employee's performance, and the nature of the job will be considered before approval of flextime.
Employees should consult their supervisor to request participation in the flextime program.
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5.08 Use of Equipment and Vehicles

Effective Date: 9/1/2006
Revision Date: 3/4/2013

Equipment and vehicles essential in accomplishing job duties are expensive and may be difficult to replace.
When using property, employees are expected to exercise care, perform required maintenance, and follow
all operating instructions, safety standards, and guidelines.

Please notify the Council's designated fleet manager if any equipment, machines, tools, or vehicles appear
to be damaged, defective, or in need of repair. Prompt reporting of damages, defects. and the need for
repairs could prevent deterioration of equipment and possible injury to employees or others. The supervisor
can answer any questions about an employee's responsibility for maintenance and care of equipment or
vehicles used on the job.

To schedule the use of a Council vehicle, please use the Vehicle Reservation Calendar or contact the L&F"’

5

~

Office- Manaser Administrative Assistant.

The Council maintains fleet fuel and maintenance accounts with some local governments. Wherever
possible, fuel for Council vehicles should be obtained at approved fueling facilities which accept the
Council's fleet card. Routine maintenance will be scheduled by the fleet manager and will be performed at
designated governmental service centers. Only when traveling out of the region should fuel be purchased

at retail.

The improper, careless, negligent, destructive, or unsafe use or operation of equipment or vehicles
(including text messaging and emailing while the vehicle is in operation), as well as excessive or avoidable
traffic and parking violations, can result in disciplinary action, up to and including termination of

employment.

)
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7.04 Attendance and Punctuality
Effective Date: 9/1/2006
Revision Date: 3/4/2013

To maintain a safe and productive work environment, WVEMS expects employees to be reliable and to
be punctual in reporting for scheduled work. Absenteeism and tardiness place a burden on other
employees and on WVEMS. In the rare instances when employees cannot avoid being late to work or are
unable to work as scheduled, they should notify their supervisor as soon as possible in advance of the
anticipated tardiness or absence.

Poor attendance and excessive tardiness are disruptive. Either may lead to disciplinary action, up to and
including termination of employment.

An employee who is absent for two consecutive work days without notifying his or her supervisor or \ ﬂ/’) _
management will be considered to have resigned his or her position with the company. B {\)/
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7.18 Problem Resolution 045 (e
Effective Date: 9/1/2006 '8

Revision Date: 3/4/2013 oY l‘:‘v&ﬁ
A
v

WVEMS is committed to providing the best possible working conditions for its employees. Part of this
commitment is encouraging an open and frank atmosphere in which any problem, complaint, suggestion,
or question receives a timely response from WVEMS supervisors and management.

WVEMS strives to ensure fair and honest treatment of all employees. WVEMS management,
supervisors, and employees are expected to treat each other with mutual respect. Employees are
encouraged to offer positive and constructive criticism.

If employees disagree with established rules of conduct, policies, or practices, they can express their
concern through the problem resolution procedure. No employee will be penalized, formally or
informally, for voicing a complaint with WVEMS in a reasonable, business-like manner, or for using the
problem resolution procedure.

If a situation occurs when employees believe that a condition of employment or a decision affecting them
is unjust or inequitable, they are encouraged to make use of the following steps. The employee may
discontinue the procedure at any step.

1. Employee presents problem to immediate supervisor within three business days of the time that the
incident oceurs. If supervisor is unavailable or employee believes it would be inappropriate to contact
that person, employee may present problem to Executive Director or any other member of management.
(If the employee reports directly to the Executive Director, then the problem may be reported by the
employee directly to the President.)

2. Supervisor responds to problem during discussion or after consulting with appropriate management,
when necessary, within three business days of the time that the incident was reported. Supervisor
documents discussion.

3. If problem is unresolved, the employee may present the problem to Executive Director (or to the
President if the problem involves the Executive Director or has already been addressed by him) within
three davs of receipt of receiving initial response from the supervisor.

4. Executive Director (or President in the case of the Executive Director) counsels and advises employee,
assists in putting problem in writing, visits with employee's supervisor if necessary, and directs employee
to President for review of problem.

5. Employee presents problem to President in writing.

6. President reviews and considers problem. President informs employee of decision and forwards copy
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of written response to Executive Director for employee's file within 10 work days of receipt of written
communication from the employee. The President has full authority to make any adjustment deemed
appropriate to resolve the problem.

Not every problem can be resolved to everyone's total satisfaction, but only through understanding and
discussion of mutual problems can employees and management develop confidence in each other. This
confidence is important to the operation of an efficient and harmonious work environment, and helps to
ensure everyone's job security.
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5.12 Business Travel Expenses
Effective Date: 9/1/2006

WVEMS will reimburse employees for reasonable business travel expenses incurred while on
assignments away from the normal work location. All out-of-town business travel must be approved in
advance by the employee's direct supervisor or the Executive Director. (Travel by WVEMS Management
is exempt from the prior approval requirement.). Employees are expected to use Council vehicles
whenever possible. Mileage reimbursement will not be paid for use of personal vehicles when an
appropriate Council vehicle is available without prior approval from the emplovee's supervisor.

Under no circumstances may travel reimbursement be requested from more than one source for the same
trip.

Employees whose travel plans have been approved may request the Offce Manager Administrative
Assistant to make travel arrangements, or may make their own.

When it is necessary to use personal vehicles, mileage is reimbursed at the approved state federal rate.
Lodging, may be charged to the emloyee's WVEMS credit card, and should utilize state rates whenever
possible. Other expenses directly related to accomplishing business travel objectives will be reimbursed
by WVEMS. Meals and incidentals will be paid on a per-diem basis at the established rate. The Office
Manager will provide the currently-approved rates. At the employee's option, actual costs for meals and
incidentals may be charged if less than the per-diem rate. Employees are expected to limit expenses to
reasonable amounts.

Employees who are involved in an accident while traveling on business must promptly report the incident
to their immediate supervisor. Vehicles owned, leased, or rented by WVEMS may not be used for
personal use without prior approval.

Cash advances to cover reasonable anticipated expenses may be made to employees, after travel has been
approved. Employees should submit a written request to the Office Manager when travel advances are
needed.

Employees should submit completed travel expense reports within 10 days. Reports should be
accompanied by receipts for all expenses charged to the council credit card and for any reimburseable
expenses other than those covered by the per-diem..

Employees should contact their supervisor for guidance and assistance on procedures related to travel
arrangements, travel advances, expense reports, reimbursement for specific expenses, or any other
business travel issues,

Abuse of this business travel expenses policy, including falsifying expense reports to reflect costs not
incurred by the employee, can be grounds for disciplinary action, up to and including termination of
employment.



Western Virginia EMS Council
Report from the State’s EMS Advisory Board

The most recent meeting was held on February 15, 2013 in Glen Allen, Virginia.

The 2012 EMS Needs Assessment survey was completed by 49% of the EMS agencies in
Virginia. Here are some of the interesting statistics from assessment:

e 43.5% of the respondents were from volunteer EMS agencies, followed by 32.9%
from combination (volunteer and career) agencies, and 18.4% from career EMS
agencies.

e A majority of the respondents indicated their primary response area was rural,
followed by suburban and urban.

e Less than 50% of the agencies have a recruitment program

85% reported 12-lead ECG capabilities, less than 50% can transmit them to the

hospital

65% has applied for a RSAF grant in the last 5 years

Only 4% reported no high-speed interest access

Hands on skills practice is the preferred type of EMS education

Over 50% reported problems with covering shifts

Nearly 60% bill for services

Overwhelmingly, the top need of EMS was identified as “personnel”

Top concerns were training and recruitment and retention of personnel

The Virginia Office of EMS Strategic and Operational Plan is mandated to be reviewed
and revised every three years. Each committee of the State EMS Advisory Board has
been tasked with evaluating the current plan and proposing additions and/or deletions as
it pertains to their particular subject area. The schedule calls for the final draft to be
available at the August meeting and it be open for public comment in September.

The General Assembly has passed a bill (still must be signed by the Governor) directing
the EMS Advisory Board to develop and facilitate implementation of (i) a process for
informing an emergency medical services provider who has received an adverse decision
relating to his authority to provide emergency medical care on behalf of an agency of the
process for appealing that decision and (ii) a standard operating procedure template to be
used in the development of local protocols for emergency medical services personnel for
basic life support services. The bill also requires the Board, in cooperation with the State
Emergency Medical Services Advisory Board, to review training for emergency medical
services personnel and address disparities in the delivery of training to and availability of
training for emergency medical services personnel.

The General Assembly has passed a bill (still must be signed by the Governor) making it
possible to eliminate written testing for re-certification.



Budget Bill Amendments

e Allocates up to $400,000 from existing revenues in the Virginia Rescue Squad
Assistance Fund for grants to local emergency medical services (EMS)
organizations to purchase 12-lead electrocardiograph (ECG) monitors

e Provides $90,000 in funding from the Virginia Rescue Squad Assistance Fund
(RSAF) to provide national background checks on persons applying for positions
as a licensed provider in licensed emergency medical services agencies

e Provides $1.0 million from the general fund to restore funding to operate three
poison control centers serving Virginia.

Congratulations (and thanks) to Mike Garnett for being selected to serve on the Training
and Certification committee.

Thank you for your confidence in me to represent the Council on the Advisory Board.

Should you have any questions, comments or concerns, please do not hesitate to contact
me.

Respectfully submitted,
Dale Wagoner
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REGIONAL MCI PLAN

I AUTHORITY

A. Regional

The Western Virginia and Blue Ridge EMS Councils represent two of eleven Regional EMS
Councils established within the State Code of Virginia, § 32.1-111.11. Created in 1975 and 1976
respectively, WWEMS and BREMS are charged by the code of Virginia "with the development
and implementation of an efficient and effective regional emergency medical services delivery
system" to include the regional coordination of emergency medical disaster planning and
response.

Working in tandem with the Near Southwest Preparedness Alliance, the designated regional
healthcare preparedness program coalition comprising both WVEMS and BREMS regions, the
three agencies have joined to realize this plan’s region wide implementation and ongoing
maintenance.

The Board of Directors of these three agencies have assigned this plan to a committee referred
to as “The Regional MCI planning committee”, hereinafter referred to as the (MCIPC).
Furthermore, the respective boards have endorsed the MCIPC to create and fill positions on
relevant sub-groups. It is the responsibility of the MCIPC to produce and maintain on an annual
basis the regional MCI Plan.

Each Jurisdiction shall develop and implement, as part of their state-mandated Emergency
Operations Plan, as Outlined in § 44-146.19, Letter E, a local and/or regional MCI plan to
address each type of MCI. This plan should include:

\ List of local target hazards

v Incident/Event hazard analysis for their jurisdiction

\ Mutual aid agreements and matrix of agency response

\ The jurisdiction’s Emergency Operations Center activation

\ A list traditional and non-traditional resources

\ A reference to THIS Regional MCI Plan and the integration and adoption of this plan’s
concepts when the capabilities of the local plan are exceeded.

The intention of this plan is to serve as a means to draw together localities and community
based organizations, namely, Healthcare, to enhance the local MCI plan based on a regional
accepted standard.

B. Local
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1. Interlocal Agreements and Contracts.
2. Adoption of Plan & Memorandum of Understanding

a. Participation in the plan shall be through the adoption by the appropriate
governing body and signing by an authorized representative of the
municipality or agency to the Regional Memorandum  of
Understanding/Mutual Aid, as most recently revised.

b. Copies of the Regional MCI Plan shall be provided to each locality and
hospital either through WVEMS, BREMS or NSPA. A copy of the plan should
be maintained within each Hospital and all licensed EMS commander
vehicles. The field guide is maintained and reproduced by WVEMS and
BREMS. This field guide is available thru the respective EMS Offices. The
MCIPC encourages that all licensed EMS Responders in the regions maintain
a copy of the field guide.

Copies of the plan shall be filed by WVEMS and BREMS with the Virginia Office of
Emergency Medical Services. NSPA will file a copy of the plan with the Virginia
Department of Health and Virginia Hospital & Healthcare Association.

In the case of a hospital, a resolution of adoption shall include an attachment that
provides for appropriate adjunctive or emergency privileges to be accorded to
attending physicians during an MCI. Required of Joint Commission accredited
hospitals — JC Std: EM.02.02.13 EP1-2

Il PURPOSE and SCOPE

A. Purpose

The purpose of this plan is to outline our approach to Mass Casualty Incident Management. It
provides general guidance for MCI Management activities and an overview of our methods of
mitigation, preparedness, response, and recovery.

The need for regional coordination and a common framework for addressing mass or multi
casualty incidents is imperative. In the interest of capitalizing on synergies known to the Blue
Ridge EMS Council, Western Virginia EMS Council and Near Southwest Preparedness Alliance,
this plan will provide guidance for regional healthcare activities in a mass or multi casualty
incident.

This plan, in design, is aimed to ensure an effective utilization of the various human and
material resources from various jurisdictions and healthcare agencies involved in a regional
mutual aid EMS and Healthcare agency response to a disaster or MCI that affects a part of, or
the entire region. This plan aims to support each municipalities Mass casualty plan by providing
for next-level support for incidents in scope and significance that surpass the capabilities
addressed in a local plan.

B. Scope
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The Blue Ridge EMS Council, Western Virginia EMS Council, and Near Southwest
Preparedness Alliance Regional MCI Plan will address the regional response to a mass or multi
casualty incident within our region. This plan, in scope, will cover operations for the first two
consecutive 12 hour operational periods. This plan will accomplish standard MCI incident levels
with common actions and triggering points for each level. It is understood that each hospital and
EMS agency has varying capabilities. Each agency will implement this plan at the appropriate
level based on the agency’s current capabilities. This plan is intended to be an ‘All hazards’
guide to meet the incidents needs regardless of cause.

This document will provide an overarching framework that will identify resources and guide
response. Response guidance will be supported with an operational focused field guide and
resource document accessible to field staff. Due to the unique and complex nature of pandemic,
non Bio-terrorism events, this plan will not address the EMS Response to pandemics.

Il. EXPLANATION OF TERMS

A. Acronyms

BREMS Blue Ridge EMS Council, Inc.

CBRNE Chemical, Biological, Radiological, Nuclear and Explosive
C-SALTT Size, Amount, Location, Type, and Time
EMS Emergency Medical Services

EMT Emergency Medical Technician

EOC Emergency Operations or Operating Center
Haz-Mat Hazardous Materials

ICP Incident Command Post

ICS Incident Command System

MCI Mass or Multi Casualty Incident

MCIPC Mass Casualty Incident Planning Committee
MOU Memorandum of Understanding

NIMS National Incident Management System

NRF National Response Framework

NSPA Near Southwest Preparedness Alliance
OCME Office of the Chief Medical Examiner

OEMS The Virginia Office of Emergency Medical Services
PI1O Public Information Officer

RHCC Regional Healthcare Coordination Center
SOGs Standard Operating Guidelines

VDH Virginia Department of Health

VHHA Virginia Hospital & Healthcare Association
WVEMS Western Virginia EMS Council, Inc.

B. Definitions
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10.

11.

12.

13.

Blue Ridge EMS Council. One of 11 non-profit EMS Councils serving the Cities of
Lynchburg and Bedford and the Counties of Amherst, Appomattox, Bedford and
Campbell

C-SALTT. Capability — Size - Amount - Location - Type - Time.

Hazardous Materials. Define here.

Inter local agreements. Define here.

Mass Casualty Incident. Mass casualty incidents are incidents resulting from man-made
or natural causes resulting in injuries or illnesses that exceed or overwhelm the EMS
and hospital capabilities of a locality, jurisdiction, or region. A mass casualty incident is
likely to impose a sustained demand for health and medical services rather than a short,
intense peak demand for these services typical of multiple casualty incidents.

Multiple Casualty Incidents; Multiple casualty incidents are incidents involving multiple
victims that can be managed, with heightened response (including mutual aid, if
necessary), by a single EMS agency or system. Multi-casualty incidents typically do not
overwhelm the hospital capabilities of a jurisdiction and/or region, but may exceed the
capabilities of one or more hospitals within a locality. There is usually a short, intense
peak demand for health and medical services, unlike the sustained demand for these
services typical of mass casualty incidents

Near Southwest Preparedness Alliance. Referred to as “NSPA”, this is a consortium of
healthcare emergency managers and counterparts working to further prepare the
BREMS and WVEMS Regions for healthcare disasters.

National Incident Management System: a structured framework used nationwide for both
governmental and non-governmental agencies to respond to natural disasters and or
terrorist attacks at the local, state, and federal levels of government

Regional Healthcare Coordination Center. The Regional Healthcare Coordination
Center, or RHCC, is a coordinating entity that is tasked with surveillance and
coordinating a defined geographic regions response to a healthcare emergency. The
RHCC is a central answering point for healthcare needs and should possess the
capabilities to communicate and collaborate with entities in its region and abroad.

START & JumpSTART. Define here.

VHASS. Virginia Healthcare Alerting and Status System

WebEOC. A web based tool that holds “boards” and other methods of messaging and is
used broadly in the Emergency Management community to communicate between
EOCs, RHCCs, Hospitals, and other entities.

Western Virginia EMS Council. One of eleven non-profit EMS Councils supporting the
counties of Alleghany, Craig, Botetourt, Floyd, Franklin, Giles, Henry, Montgomery,
Roanoke, Patrick, Pittsylvania, and Pulaski; and the cities of Covington, Danville,
Martinsville, Radford, Roanoke, and Salem.
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V. SITUATION & ASSUMPTIONS

A. Situation

1.

All disasters are considered local. All Virginia jurisdictions are required by the Code of
Virginia to have an Emergency Operations Plan (EOP). The EOP for each jurisdiction
will delineate the Scope, Jurisdiction and Authority of each entity in their plan. This
planning tool is not meant to take the place of the jurisdiction’s Emergency Operations
Plan. This document is intended to be a supplement to planning already taking place
and should be integrated into those efforts. The Regional Mass Casualty Incident
Planning Committee, hereinafter referred to as the MCIPC encourages EMS response
agencies and hospitals to stay involved with their locality in developing and enhancing
the jurisdictional Emergency Operation Plans. The committee also requests EMS
response agencies and hospital's staff, to include the emergency department, stay
current in the National Incident Management System training.

Our area is vulnerable to a number of hazards. These hazards could result in a mass or
multiple casualty incidents.

Medical and health care facilities that remain in operation after a mass casualty incident
and have the necessary utilities and staff could be overwhelmed by the “walking
wounded” and seriously injured victims transported to facilities in the aftermath of a
disaster.

Use of nuclear, chemical, or biological weapons of mass destruction could produce a
large number of injuries requiring specialized treatment that could overwhelm the local
health and medical system.

B. Assumptions

All agencies and other entities and/or jurisdictions will operate during an Incident or
Evacuation under the National Incident Management System (NIMS) as endorsed by the
MCIPC and taught within the WVEMS, BREMS and NSPA region.

In most multiple or mass casualty incidents (MCls), the following ICS functions/positions
should be staffed: incident command, staging area, extrication, triage, treatment and
transportation. In a small scale incident, one person may assume more than one
function, (i.e., triage and treatment may be done by the same person or transportation
and staging may be handled by the same person.) In a larger incident, the Incident or
Unified Commander may establish a Medical Group or Medical Branch to oversee some
or all of the above functions. The RHCC and the hospitals involved will interact with and
support the Medical Branch as requested by the Unified Command. In multi area events
or widespread disaster situations, the RHCC may serve as the Medical branch if
requested by Unified Command.

The incident command structure will expand or contract as necessary based on the size
and complexity of the incident, and maintain the span of control. Only those
functions/positions that are necessary will be filled and each element must have a
person in charge.
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4. START and JumpSTART Triage criteria will be utilized by pre-hospital EMS and hospital
agencies.

5. The resources needed to mitigate multiple simultaneous incidents are dependent on the
size and complexity of the incidents as well as their location. Expected mutual aid
resources may not be available or may be significantly delayed. Providers must be
prepared to sustain their patients for long periods of time. Non-traditional modes of
transportation and alternate patient transport destinations will need to be considered.

6. Jurisdictions and/or other agencies will respond to a mutual aid request from the host
locality with appropriate personnel and equipment as available when the MCI Plan is
activated. However, the response will be dispatched by the local Emergency
Communications Center (ECC) and will not reduce any locality's own EMS response
capabilities below established, predetermined levels. Each Locality should outline the
acceptable resource allocation in a mutual aid event and maintain that with the ECC.

7. Hospital and pre-hospital components in the region should participate in annual training
exercises of the MCI Plan. Inclusion of other healthcare entities, such as LTCs,
Behavioral Health, and coordinating entities like the RHCC and VDH is encouraged.

8. The proximity and capabilities of appropriate health care facilities will be the primary
considerations of MCI Medical Control when designating the health care facilities to
which patients are sent during any local or regional emergency situation that results in
the activation of the MCI Plan. The coordinating Emergency room will interact with the
RHCC to verify bed availability and transport destinations.

V. CONCEPT OF OPERATIONS

A. Objective

The objective of our mass casualty incident plan is to provide resources to the MCI response
that will support life safety, incident stabilization, and incident mitigation while doing the greatest
amount of good for the greatest number of people.

B. General

1) It is our responsibility to protect public health and safety and preserve property by
preparing for Mass or Multiple casualty events. We have the primary role in
identifying and mitigating hazards, preparing for and responding to, and managing
the recovery from a Mass Casualty Incident that affects our community.

2) Local government is responsible for organizing, training, and equipping local
emergency responders, Healthcare workers and emergency management
personnel, providing appropriate emergency facilities, providing suitable warning
and communications systems. WVEMS, BREMS, and NSPA, along with the state
and federal governments offer programs that provide some assistance with
portions of these responsibilities.
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To achieve our objectives, we have adopted this Regional Mass Casualty Incident
plan that is both integrated (employs the resources of government, organized
volunteer groups, and businesses) and comprehensive (addresses mitigation,
preparedness, response, and recovery). This plan is one element of our
preparedness activities.

This plan is based on an all-hazard approach to emergency planning. It
addresses general functions that may need to be performed during any Mass
Casualty Incident situation and is not a collection of plans for specific types of
incidents.

Managing MCIs can produce significant stressors for responders and the
community. CISM Teams comprised of volunteers within the region are available
and are encouraged to be used to by agencies for post-incident stress
management. These services are free and confidential and free to the emergency
services community. Teams for each EMS Council have their own activation
procedures. WVEMS 24/7 Dispatch: 1-888-377-7628; BREMS CISM Team: 434
947 5934 or by email: Janet Blankenship [j.blankenship@bedfordcountyva.gov];
Meg Cosby [MCosby@depaulfamilyservices.org]-or- [MCosby@depaulcr.org]

Care must be taken to meet the communication, mobility, cognitive and other
needs of victims with special needs. Responders must make certain that assistive
devices and equipment are transported with the victim or patient. (e.g. glasses,
hearings aids, and mobility devices such as walkers and wheel chairs.) Theses
items should be labeled with the patient’'s name if known or the patient’s Virginia
Triage Tag number. Patients should not be separated from their assistance
animal. Assistance animals are vital to the recovery of these patients and their
prompt return to the activities of daily living. If the patient must be transported to a
health care facility then arrangements must be made for the housing and care of
the assistance animal. Information of the location of the animal must be provided
to the patient and/or their family or other care giver. This also applies to working
dogs such as canine law enforcement officers (e.g. drug dogs, bomb detection
dogs), search and rescue dogs, and cadaver dogs.

7) Mass Casualty Incident Management Goals: Manage scarce resources. Do not

8)

relocate the disaster.

Departments and agencies tasked in this plan are expected to develop and keep
current standard operating procedures that describe how emergency tasks will be
performed. Departments and agencies are charged with ensuring the training and
equipment necessary for an appropriate response are in place. WWEMS, BREMS,
and NSPA will support regional training activities and as able, equipment
purchases in support of this plan.

We have adopted the National Incident Management System (NIMS) in

accordance with the President's Homeland Security Directive (HSPD)-5.
Participating agencies will conform to the NIMS Systems as defined.
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C. Operational Guidance

There will be four levels that classify Mass or Multiple casualty incidents within the WVEMS,
BREMS and NSPA regions. In utilizing the NIMS typing matrix, the levels move from the
most significant and demanding of resources (“Level 17) to the least significant (“Level 4”).

1.

2.

Levels for MCIl Response

MCI Level 4 (up to 15 lll/Injured Victims) (4-10 HazMat Patients requiring Gross Decon)

Resources:

MCI Level 3 (16-30 lll/Injured Victims) (11-20 HazMat Patients requiring Gross Decon)

Resources:

MCI Level 2 (31-100 Ill/Injured Victims) (21-40 HazMat Patients requiring Gross Decon)

The RHCC will be contacted and work collaboratively with Emergency Department
MedComs to provide patient placement support for this level.

Resources: Plan activation strongly recommended

MCI Level 1 (101 or more lll/Injured Victims) (40 or more HazMat Patients requiring
Gross Decon)

The RHCC will be contacted and work collaboratively with Emergency Department
MedComs to provide patient placement support for this level.

Resources: Plan activation strongly recommended

Implementation of ICS and Triage

a. The first local emergency responder to arrive at the scene of a potential Mass
Casualty Incident will implement the incident command system and serve as the
incident commander until relieved by a more senior or more qualified individual.

b. The State of Virginia, and the WVEMS and BREMS Regions have adopted and
trained on the ‘START triage system of patient assessment and scene management.
When the incident is deemed a MCI or Multiple Casualty event, START or
JumpSTART triage will be initiated by the first arriving, appropriately medically
trained units.

c. Prompt communication of assessment of the MCI and communicating needs is
essential. The Incident commander or a designee will assess the situation, and
based on the current known or estimated patient count, notify hospitals proximate to
the Scene, and if indicated, the RHCC.

MCI-11



d.

Requesting resources and communicating an assessment of the scene will be done
through a communications plan (see Attachment 11).

For some types of emergency situations, a specific incident scene may not exist in
the initial response phase and the EOC may accomplish initial response actions,
such as mobilizing personnel and equipment and issuing precautionary warning to
the public. As the potential threat becomes clearer and a specific impact site or sites
identified, an incident command post may be established, and direction and control
of the response transitioned to the Incident Commander.

3. Source and Use of Resources.

a.

Each agency will use its own resources, all of which meet the requirements for
resource management in accordance with the NIMS, to respond to emergency
situations. In general, Resource requests should follow a common progression: Local
resource, County / Municipal, Mutual Aid, Regional Resource, State resource,
Federal resource.

Each resource request must specify the size, amount of the resource, location where
the resource is needed, the type of resource required, and the time the resource is
needed (SALTT). Resource requests will be submitted using the processes and ICS
forms required by the IC/IMT.

Regional mutual aid resources should be requested via the IC/IMT using existing
EMS agency, hospital, or jurisdiction policies and standard operating procedures.
State and Federal resources must be requested via your local jurisdiction’s
Emergency Operations Center (EOC). The request will then be sent to the Virginia
State Emergency Operations Center (VaEOC) by calling 1-800-468-8892.

When external agencies respond to a MCI in any jurisdiction, they are expected to
conform to the guidance and direction provided by the incident commander, which
will be in accordance with the NIMS.

Tracking Resources will be managed by the IMT/IC, or their designee using existing
ICS forms (i.e. ICS form 308, ICS form 310, ICS form 312, etc.)

When indicated, the IC/IMT will establish refueling and emergency vehicle
maintenance locations and procedures. Vehicle refueling and emergency
maintenance/repairs should be requested using the procedures established by the
IC/IMT

D. Activating the Plan

1.

The determination to activate the plan will be made by the on scene designated Incident
Commander or designee (i.e. Emergency Communications Center), affected
Hospital/Healthcare facility and/or locality EOC.

Activation of the plan should occur once the local area has exceeded its capabilities

The decision to activate the plan will engage the NSPA RHCC and Regional Healthcare
entities, including Hospitals, Long Term Care, Behavioral health, OCME, EMS agencies,
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etc. Activation of the plan will provide for mutual aid ambulances (and other resources),
initiate a bed status update for all 16 NSPA region hospitals, allow for readiness steps to
be taken by receiving hospitals, and provide for regional situational awareness.

The emergency room(s) closest to the scene will be contacted by EMS and bed
availability will be assessed and provided in the Start Triage Categories of
Red/Yellow/Green. Once the closest 1 or 2 hospitals have been contacted, EMS and the
contacted hospital(s) should weigh the need for contacting the RHCC and the activation
of the MCI PLAN. The hospital, or the EMS Agency may contact the RHCC. The RHCC
will alert_regional contacts of an MCIl. The RHCC Dispatch center may assist EMS in
contacting ERs close to the scene if requested by EMS.

a. SUGGESTED ACTIVATION GUIDANCE: The plan should be activated (By EMS or
by Hospital) and the RHCC should be consulted and assist as the regional guide for
patient capacity and placement for EMS when any of the below conditions are met:

1) The number of patients requiring transport and definitive medical care requires
more than two hospitals be involved

2) Patients will be taken to hospitals out of the state (due to a disaster response
only)

3) For any Level 2 or Level 1 (highest acuity) MCI

4) A large portion of the patients exceed the capabilities or the scope of the
hospital proximate to the scene (such as complex Trauma, Pediatrics, etc).

5) The scene requires RHCC assistance with resources

6) When multiple, simultaneous incidents are producing patient surge that taxes
EMS and local Hospital resources.

7) When a Healthcare facility is evacuating patients

Decision to activate: Activation should be accompanied with the assessed level (Section
V, Letter C, Bullitt 1.) and_an assessment of resources needed. The NSPA RHCC should
be notified when the plan is activated by calling 1-866-679-7422, regardless of the need
for patient placement support. When Calling, You will be asked the following questions:

Entity (Locality, Agency, EOC) requesting MCI Plan activation

Call Back Number

Radio channel being utilized (Channel Name)

Tier and if possible, number of Red/Yellow/Green patients

Needs (Such as patient placement or resources)
o0 Please specify to the Dispatcher whether or not you will need patient placement

support and the Emergency Room(s) that have already been contacted

f. Actions you've taken so far (Such as calling a local Emergency Room, Deploying a MCI
trailer, or notifying a neighboring Jurisdiction)

g. A brief summary of the incident to include “What happened”

© 20T

Smaller Level MCI's, such as Level 4 and 3, may not require the activation of this plan or
require the support of the RHCC.
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VII. DIRECTION & CONTROL

1.

. General

The localities Public Safety entity shall direct and coordinate the efforts of local
emergency medical services and agencies, and other response organizations during the
field response portion of major emergencies and disasters requiring.

Hospitals and LTC facilities will maintain an EOC and internal command structures
based on incident needs.

Command and coordination entities (EOCs, On Scene Command, RHCCs, Etc) will work
together in mitigating the incident.

Each participating entity will work under the immediate control of their own supervisors.
Supervisors will conform to the incident command system for the location they are
working under.

IX. ADMINISTRATION & SUPPORT

. Reporting

1.

1.

In addition to reports that may be required by their parent organizations, health &
medical elements participating in emergency operations should provide appropriate
situation reports to the Incident Commander, or if an incident commands operation has
not been established, to the Health Officer in the EOC. The Incident Commander will
forward periodic reports to the EOC.

Pertinent information from all sources will be incorporated into the Initial Emergency
Report and the periodic Situation Report that is prepared and disseminated to key
officials, other affected jurisdictions, and state agencies during major emergency
operations.

. Maintenance and Preservation of Records

Maintenance of Records. Health and medical operational records generated during an
emergency will be collected and filed in an orderly manner. A record of events must be
preserved for use in determining the possible recovery of emergency operations
expenses, response costs, settling claims, assessing the effectiveness of operations,
and updating emergency plans and procedures.

Documentation of Costs. Expenses incurred in carrying out health and medical services
for certain hazards, such as radiological accidents or hazardous materials incidents, may
be recoverable from the responsible party. Hence, all departments and agencies will
maintain records of personnel and equipment used and supplies consumed during large-
scale health and medical operations.

Preservation of Records. Vital health & medical records should be protected from the
effects of a disaster to the maximum extent possible. Should records be damaged
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during an emergency situation, professional assistance for preserving and restoring
those records should be obtained as soon as possible.

. Post Incident Review

For large-scale emergencies and disasters, the locality emergency manager, in cooperation
with designees from WVEMS, BREMS, and NSPA shall organize and conduct a review of
emergency operations. The purpose of this review is to identify needed improvements in this
annex, procedures, facilities, and equipment. Health and medical services that participated
in the emergency operations being reviewed should participate in the post-incident review.

. Exercises

Local drills, tabletop exercises, functional exercises, and full-scale exercises based on the
hazards faced by our [county/city] will periodically include health and medical services
operations.  Additional drills and exercises may be conducted by various agencies and
services for the purpose of developing and testing abilities to make effective health and
medical response to various types of emergencies.

. Resources

1. Alist of local health & medical facilities is provided in Attachment 1.

2. A list of deployable health and medical response resources is provided in Annex M,
Resource Management.

X. ANNEX DEVELOPMENT & MAINTENANCE

. Plan Development

The WVEMS, BREMS, and NSPA is responsible for approving and promulgating this MCI
Annex.

. Review

This MCI Annex shall be reviewed annually by the Regional MCI Planning team. The
Regional Mci Planning Team will establish a schedule for annual review of planning
documents by those tasked in them. The schedule for annual review will be approved by
WVEMS, BREMS, and NSPA

. Update

1. This plan will be updated based upon deficiencies identified during actual emergency
situations and exercises and when changes in threat hazards, resources and
capabilities, or government structure occur.

2. This MCI annex must be revised or updated by a formal change at least once every
year. Responsibility for revising or updating this MCI annex is assigned to the MCIPC.
Responsibility for revising or updating the annexes to this plan is outlined in Section
VI.B, Assignment of Responsibilities, as well as in each attachment.
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3. Revised or updated planning documents will be provided to all departments, agencies,
and individuals tasked in those documents.

XI. ATTACHMENTS

Attachment 1. Local Health & Medical Facilities contact page
Attachment 2. START and JUMP Start Triage Algorithms
Attachment ... Field Triage Guide
Attachment 4 ... Scene setup guide for MCI Incidents
AAChMENT S MCI Tactical Worksheets
Attachment6................c VHHA-MCl.org Guidelines for accounts
PaNuecToraloa[=To) A AU, - SOOI O . TSR Use of ICS
Attachmenig@. e, ... 3 TSRS A Assignment of responsibility
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ATTACHMENT 1

LOCAL HEALTH & MEDICAL FACILITIES LISTING

1. Hospitals
Organization Name Address 1 City Zipcode Main Phone 24H Phone Tr.aum.::\
Designation

Near Southwest

Southern Virginia Mental Health

Institute 382 Taylor Drive Danville 24541 | (434) 799-6220 | (434) 773-4250 None

Veterans Affairs Medical Center -- (540) 982-2463 | (540) 982-2463

Salem 1970 Roanoke Blvd. Salem 24153 | 2173 2667 None

(434) 200-4000 | (434) 200-3211

Virginia Baptist Hospital Virginia Baptist Hospital Lynchburg 24503 | 3135 3156 None

Catawba Hospital 5525 Catawba Hospital Dr. | Catawba 24070 | (540)375-4200 | (540) 375-4711 None

Bedford Memorial Hospital 1613 Oakwood Street Bedford 24523 | (540) 586-2441 | (540) 586-2441 None

Memorial Hospital of Martinsville &

Henry Co 320 Hospital Dr Martinsville 24112 | (276) 666-7200 | (276) 666-7200 None

LewisGale Hospital - Montgomery 3700 South Main Street Blacksburg 24060 | (540)951-1111 | (540)953-5112 Level 3

LewisGale Hospital - Pulaski 2400 Lee Highway Pulaski 24382 | (540)994-8100 | (540)994-8100 None

Pioneer Community Hospital 18688 Jeb Stuart Highway Stuart 24171 | (276) 694-8600 | (276) 694-8600 None

Danville Regional Medical Center 142 South Main Street Danville 24541 | (434)799-2100 | (434)799-2100 None

LewisGale Medical Center 1900 Electric Rd. Salem 24153 | (540) 776-4000 | (540) 776-4000 None
Lynchburg General (434) 200-3000

Lynchburg General Hospital Hospital Lynchburg 24501 | (434)200-3000 | 3135 Level 2

LewisGale Hospital - Alleghany One ARH Lane Low Moor 24457 | (540) 862-6011 | (540) 862-6011 None

Carilion Franklin Memorial Hospital 180 Floyd Avenue Rocky Mount 24151 | (540) 483-5277 | (540) 483-5277 None

Carilion Giles Community Hospital 159 Hartley Way Pearisburg 24134 | (540) 921-6000 | (540) 921-6000 None

Carilion New River Valley Medical

Center 2900 Tyler Road Christiansburg 24073 | (540) 731-2000 | (540) 731-2000 Level 3

Carilion Medical Center (CRMH and

CRCH) 1906 Belleview Ave Roanoke 24014 | (540)981-7000 | (540) 981-7140 Level 1

2. Clinics
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3. Nursing Homes

Facility Phone Address City Zip
Abingdon Place of Danville (434) 799-1930 149 Executive Court, Danville 24541
Autumn Care of Altavista (804) 369-6651 1317 Lola Avenue, Altavista 24517
Avante at Lynchburg (434) 846-8437 2081 Langhorne Road Lynchburg 24501
Avante at Roanoke (540) 345-8139 324 King George Avenue, Southwest Roanoke 24016
B&B Adult svc., Inc. DBA Covington Manor | (540) 962-4967 4401 Midland Trail, Covington 24426
Bedford County Nursing Home (540) 586-7658 1229 County Farm Road Bedford 24523
Bentley Commons at Lynchburg (434) 316-0207 1604 Graves Mill Road, Lynchburg 24501
Berkshire Healthcare Center, The (540) 982-6691 705 Clearview Drive Vinton 24179
Bethel Ridge, Inc. (540) 992-6226 10535 Lee Highway, North, Fincastle 24090
Blue Ridge Manor (276) 638-8701 400 Blue Ridge Street, Martinsville 24112
Blue Ridge Nursing Center (276) 694-7161 105 Landmark Drive, PO 549 Stuart 24171
Blue Ridge Rehab (276) 638-8701 300 Blue Ridge Street PO4904 Martinsville 24112
Branches of Hope, LLC (276) 656-2181 337 East Church Street, Martinsville 24112
Brandon Oaks (540) 776-2600 3804 Brandon Avenue SW, Roanoke 24018
Brandon Oaks Nursing and Rehabilitation ct (540) 776-2616 3837 Brandon Avenue, Southwest Roanoke 24018
Brian Center Nursing Care/Fincastle (540) 473-2288 188 Old Fincastle Road Fincastle 24090
Brian Center Rehabilitation and Nursing (540) 862-3610 100 Alleghany Regional Hospital Lane Low Moor 24457
Campbell Rest Home (540) 586-0825 1350 Longwood Ave., Bedford 24523
Cana Adult Home (276) 755-4981 2004 Wards Gap Road, Cana 24317
Candis Adult Care, Inc (540) 343-8640 1619 Hanover Ave, Roanoke 24017
Carriage Hill (540) 586-5982 1203 Roundtree Drive, Bedford 24523
Carrington Place at Botetourt Commons (540) 966-0056 290 Commons Parkway Daleville 24083
Carrington, The (434) 846-3200 2406 Atherholt Road Lynchburg 24501
Cave Creek ALF 5409924599 8088 Lee Highway, Troutville 24175
Central Va. Training Center (MR) (434) 947-6000 521 Colony Road Lynchburg 24572
Central Va. Training Center (SNF/NF) (434) 947-6960 521 Colony Road Lynchburg 24505
Eastwood Assisted Living, Inc. (540) 265-2244 320 Hershberger Road, Roanoke 24012
Elkridge ALF (Central VA CSB) (434) 213-2471 109 Elkridge Drive, Forest 24551
Elks National Home (540) 586-8232 931 Ashland Avenue, Bedford 24523
Emeritus at Cave Spring (540) 772-7181 3585 Brambleton Avenue, Roanoke 24018
Emeritus at Danville (434) 791-3180 432 Hermitage Drive, Danville 24541
Emeritus at Ridgewood Gardens (540) 387-4945 2001 Ridgewood Drive, Salem 24153
Emeritus at Roanoke (540) 343-4900 1127 Persinger Road, S.W. Roanoke 24015
English Meadows Senior Living Facility 540-3824919 1140 West Main Street Christiansburg 24073
Fairmont Crossing (434) 946-2850 173 Brockman Park Drive Amherst 24521
Fairview Home (540) 674-5260 5140 Hatcher Road, Dublin 24084
Fairview Home Assisted Living Facility 540-674-5260 5140 Hatcher Road Dublin 24084
Forest Hill ICF/IMR (434) 386-4449 3018 Forest Hill Circle Lynchburg 24501
Fork Mountain Adult Home (540) 483-8800 2925 Fork Mountain Road, Rocky Mount 24151
Franklin Healthcare Center (540) 489-3467 720 Orchard Avenue Rocky Mount 24151
Friendship Health and Rehab Center (540) 265-2100 327 Hershberger Road, Northwest Roanoke 24012
Glebe, The (540) 591-2100 250 Glebe Road Daleville 24083
Golden LivingCenter - Allegheny (540) 862-5791 1725 Main Street Clifton Forge 24422
Golden LivingCenter - Martinsville (276) 632-7146 1607 Spruce Street Extension Martinsville 24112
Grace Lodge (434) 528-0969 1503 Grace Street, Lynchburg 24504
Guggenheimer Nursing Home (434) 947-5100 1902 Grace Street Lynchburg 24504
Hairston Home for Adults (276) 638-5121 601 Armstead Ave, Martinsville 24112
Hamilton Haven of Roanoke (540) 366-5355 2720 Cove Road NW, Roanoke 24017
Harmony Hall Assisted Living Facility (276) 629-3533 PO Box 1614, Bassett 24055
Heritage Green Daybreak (434) 385-5102 200 Lillian Lane, Lynchburg 24502
Heritage Hall 540-951-7000 3610 South Main Street Blacksburg 24060
Heritage Hall - Brookneal (434) 376-3717 633 Cook Avenue Brookneal 24528
Highland House (540) 862-4271 3501 Longdale Furnace Road, Clifton Forge 24422
Highland Ridge Rehab Center 540-674-4193 5872 Hanks Ave Dublin 24084
Hollins Manor (540) 563-1212 7610 Williamson Road, Roanoke 24019
Jeanne's Elderly Care (540) 563-1262 1682 Monterey Road, Roanoke 24019
Johnson's Senior Center, Inc. (434) 964-2770 108 & 112 Senior Street, Amherst 24521
Joseph C. Thomas Center (540) 380-6527 3939 Daugherty Road, Salem 24153
Kings Grant Retirement Community (276) 634-1000 350 Kings Way Rd., Martinsville 24112-6631
Kroontjie Health Care Center 540-953-3200 1000 Litton Lane Blacksburg 24060
Lea's Home For Adults (434) 792-5865 157 Broad Street, Danville 24541
Lynchburg Health & Rehabilitation Center 434 239-2657 5615 Seminole Avenue Lynchburg 24502
Magnolia Ridge ALF 5403428861 1007 Amherst Street, SW, Roanoke 24015
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Facility Phone Address City Zip
Medical Care Center 804 740-2900 2200 Landover Place Lynchburg 24501
Milam's Home for Adults (434) 799-9482 1111 N Main St Danville 24540
North Roanoke Assisted Living Facility (540) 265-2173 6910 Williamson Road, Roanoke 24019
Oak Grove Lodge Residential Care (434) 432-0513 220 Oak Grove Lane, Chatham 24531
Oaks of Lynchburg 4348466611 2249 Murrell Road, Lynchburg 24501
Oakwood Manor (Bedford Mem Hosp LTC) (540) 586-2441 1613 Oakwood Street Bedford 24523
0Odd Fellows Home of Virginia (434) 845-1261 600 Elmwood Avenue, Lynchburg 24503
Our Lady of the Valley (540) 345-5111 650 N. Jefferson St, Roanoke 24016
Pheasant Ridge Nursing and Rehab Ctr 540 725-8210 4355 Pheasant Ridge Road Roanoke 24014
Pheasant Ridge Senior Living (540) 725-1120 4435 Pheasant Ridge Road SW, Roanoke 24014
Pinecrest Adult Home (434) 685-1620 709 River Ridge Road, Danville 24541
Pineview Estate (434) 352-8282 4471 Salem Road, Spout Spring 24593
Pulaski Health and Rehab 540-980-3111 2401 Lee Highway Pulaski 24301
Pulaski Retirement Community (540) 980-8535 2421 Lee Highway, Pulaski 24301
Radford Health and Rehab 540-633-6533 700 Randolph Street Radford 24141
Raleigh Court Health and Rehab Center 540 342-9525 1527 Grandin Road Roanoke 24015
Red Oak Manor (540) 482-0982 18360 Virgil Goode Highway, Rocky Mount 24151
Restin South (540) 774-9255 6347 Crowell Gap Road, Roanoke 24014
Richfield Recovery and Care Center 540 380-4500 3615 West Main Street Salem 24153
Riverview Nursing Home 540-726-2328 120 Old Virginia Ave. PO Box 327 Rich Creek 24147
Roanoke United Methodist Home (540) 344-6248 1009 Old Country Club Road, N.W., Roanoke 24017
Runk & Pratt of Forest Inc. (434) 385-6678 208 Gristmill Drive, Forest 24551
Runk & Pratt Residential Adult Care 4342377809 20212 Leesville Road, Lynchburg 24502
Salem Health and Rehabilitation Center 540 345-3894 1945 Roanoke Boulevard Salem 24153
Salem Terrace at Harrogate 5404440343 1851 Harrogate Drive, Salem 24153
Showalter Center (540) 443-3427 1060 Showalter Drive, Blacksburg 24060
Skyline Nursing and Rehab 540-745-2016 2378 Franklin Pike Road Floyd 24091
Slagle Home (434) 845-1636 3209 Memorial Avenue, Lynchburg 24501
Smith Mountain Lake Retirement Village 5407191300 115 Retirement Drive, Hardy 24101
Smith's Adult Care Facility (434) 685-1778 16069 Martinsville Highway, Axton 24054
Snyder Nursing Home 540 389-0160 11 North Broad Street Salem 24153
South Roanoke Nursing Home 540 344-4325 3823 Franklin Road, Southwest Roanoke 24014
Springtree Health & Rehabilitation Center 540 981-2790 3433 Springtree Drive Roanoke 24012
Stanleytown Healthcare Center 276 629-1772 240 Riverside Drive PO538 Stanleytown 24055
Stratford House (434)799-2266 1111 Main Street, Danville 24541
Summit Assisted Living (434) 845-6045 1320 Enterprise Drive, Lynchburg 24502
Summit Health & Rehabilitation Center 434 845-6045 1300 Enterprise Drive Lynchburg 24502
The Brian Center (540) 862-3610 100 ARH Lane, Robert (Bob) McClintic Low Moor 24457
The Fields of Heritage Green (434) 385-5102 201 Lillian Lane, Lynchburg 24502
The Glebe (540) 591-2100 200 Glebe Boulevard, Daleville 24083
The Landmark Center (276) 694-3050 227 Landmark Drive, Stuart 24171
The Oaks at Richfield (540) 380-4500 3706 Knollridge Rd, Salem 24153
The Park-Oak Grove Retirement
Community (540) 989-9501 4920 Woodmar Drive, SW, Roanoke 24018
The Village on Pheasant Ridge (540) 400-6482 4428 Pheasant Ridge Road, Roanoke 24014
The Wybe & Marietje Kroontje Health Care (540) 953-3200 1000 Litton Lane, Blacksburg 24060
Timothy and Bethany House (804) 239-0722 3011 Roundelay Road Lynchburg 24502
TLC Adult Home (276) 629-4884 880 Lillian Naff Drive, Henry 24102
Trinity Mission Health & Rehab of Rocky 540 483-9261 300 Hatcher Street Rocky Mount 24151
, (540) 563-9153 &)
Valley Retirement Home 1418 10TH Street NW, Roanoke 24012
Valley View Retirement Community (434) 237-3009 1213 Long Meadows Drive, Lynchburg 24502
Virginia Baptist Hospital LTC (434) 947-4000 3300 Rivermont Avenue Lynchburg 24503
Virginia Veterans Care Center (540) 982-2860 4550 Shenandoah Ave., Roanoke 24017
Virginia Veterans Care Center 540/982 2860 4550 Shenandoah Avenue, Northwest Roanoke 24017
Virginia's Assisted Living Facility (540) 343-3330 1205 Moorman Rd. NW, Roanoke 24017
Westminster Canterbury of Lynchburg (434) 386-3500 501 Ves Road, Lynchburg 24503
Wheatland Hills-Christiansburg (540) 382-5200 201 Wheatland Court, Christiansburg 24073
Wheatland Hills-Radford (540) 639-2411 7486 Lee Highway, Radford 24141
Williams Home Incorporated 4343848282 1201 Langhorne Road, Lynchburg 24503
Woodhaven Nursing Home 540/947-2207 13055 West Lynchburg/Salem Turnpike Montvale 24122-0168
Woodlands Health & Rehab Ctr, The 540/863-4096 1000 Fairview Avenue Clifton Forge 24422
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JumpStart Triage Algorithm

S.TAR.T. - Simple Triage and Rapid Treatment
Remember RPM: Respirations, Perfusion, Mental Status
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JumpSTART Triage Algorithm

JumpSTART Pediatric MCI Triage e
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ATTACHMENT 3
Standard Trauma Triage Methods

The purpose of triage is to assign treatment and transportation priorities to patients by
separating the victims into easily identifiable groups. The method of initial field triage to be
utilized is the Simple Triage and Rapid Treatment (START) method for adult patients. Pediatric
patients, ages 8 and under, will be better served by using the JumpSTART triage method.

There are some incidents where START Triage may not be the most appropriate tool to sort
patients. Patients who have been exposed to various HAZMAT or CBRNE may need to be
triaged using guidelines that are specific to the agent to which they have been exposed.
Patients who have been exposed to certain CBRNE weapons may have different triage needs
than trauma patients. START Triage is the preferred tool for sorting trauma patients.

Initial Triage

@ Establish Command/
Scene Size-up

© Request Additional
Resources

© Triage
o Treatment
© Transport

Provisions must be made for the following:

Establishment of a medical command post at the disaster site.
Coordinating health & medical response efforts.

Triage of the injured, if appropriate.

Medical care and transport for the injured.

Identification, transportation, and disposition of the deceased.

Holding and treatment areas for the injured.

Isolating, decontaminating, and treating victims of hazardous materials

~NOoO Ok~ WN -
N N’ N N N N S

The initial triaging of victims must begin right where the patients lay. The EMS Provider must
begin to triage patients where they enter the scene and then progress in a deliberate and
methodical pattern to ensure that all of the victims are triaged. When using both the START and
JumpSTART triage methods all ambulatory patients are initially directed to a designated
Green/Minor treatment area where they will be assessed and further triaged as personnel
become available. For all remaining patients, triage personnel must quickly triage each patient
and apply the appropriate color-coded triage ribbons (surveyor's tape).
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The initial triage of the victims establishes the order in which non-ambulatory patients will be
moved to the treatment area. Red Tagged/Immediate victims should be moved first, Yellow
Tagged/Delayed second. All Green Tagged patients should already be in the Green/Minimal
Treatment Area as outlined above by moving ambulatory patients first. Deceased victims (Black
Tagged/Deceased) are left where they are found unless they must be moved to gain access to
living patients or if the remains are in danger of being destroyed.

Secondary Triage

Secondary triage includes a more traditional assessment of patients and is based on the clinical
experience and judgment of the provider. Secondary triage is performed on the way to the
treatment area (entry point), in the patient treatment area, and/or en route to the hospital. The
Virginia Triage Tag and work sheets are utilized to document assessment and treatment.

In some cases a patient may be reclassified as red, yellow, or green after secondary triage.
Findings from secondary assessment will further determine priorities. For example a “yellow”
abdominal trauma patient will take priority over a “yellow” patient with an ankle injury.

Catastrophically injured patients who still have signs of life may be classified as “yellow prime”
and designated with a “P” or “///” on the yellow tape or triage tag. These patients have a low
probability of survival even with immediate treatment and transport and should be placed in a
separate in the delayed / yellow prime treatment area.

Ongoing triage is then performed continually as a part of the patient assessment until the patient
arrives at an Emergency Department/hospital.

Triage and Mass Patient Care

Providers can expect to face a non-traditional multiple or mass casualty incident resulting from a
man-made biological event (e.g. anthrax attack), a natural occurring pandemic disease event
(e.g. influenza), natural disaster or other event resulting in a large number of victims becoming
ill, or where patients with preexisting conditions become increasing ill due to the exacerbation of
their illness or condition.
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ATTACHMENT 4
Scene Setup and Patient Management

First Arriving Unit Actions

The first arriving unit on a potential MCI must restrain themselves from rushing into the
scene. The first arriving unit should use the “5-S’s” to properly assess the scene and report the
information to their dispatch center. This step is vital to initiate a response appropriate to the
size and complexity of the MCI. Notifications (to the appropriate entities) must be made as soon
as possible.

The Incident Scene

Initial triage must be conducted at the incident scene if it is safe to do so.

- Allinjured victims must be rapidly triaged.

- Make certain that triage ribbons are applied.

- Ambulatory(Green Tagged/Minimal) patients must be directed to a safe place as soon as
one is identified.

- Green Tagged/Minimal patients should be asked to assist other patients if they are able to
do so.

- Non-ambulatory patients are removed from the scene to the Treatment Area by porters in
the following order: Red Tagged/Immediate, Yellow Tagged/Delayed, Yellow
Prime/Catastrophically Injured.

- Deceased victims (Black Tagged/Deceased) are left where they are found, unless they must
be moved to gain access to living patients or if the remains are in danger of being
destroyed.

- Allincident victims must be accounted for. This includes victims who may be uninjured,
trapped, or who have been rescued or extricated.

Continual Evaluation

Patients in the treatment area must be continuously reevaluated (re-triaged) throughout their
stay in the treatment area.

Designating and Marking the Treatment Area

Patients are placed in the Treatment Area and emergency medical care is provided on the basis
of the triage priority. The Treatment Area is usually divided into separate areas for the care of
Red Tagged/Immediate, Yellow Tagged/Delayed, Yellow Prime/Catastrophically Injured, and
Green Tagged/Minimal patients. Personnel, equipment and supplies are allocated to patients
based on their triage priority.

Careful consideration should be given to selecting the location of the Treatment Area. If there is
inclement weather or temperature extremes consideration should be given to locating the
Treatment Area indoors, whereas lighting of the Treatment Area will be a consideration during
night operations. In addition, the location of the treatment area should be visible to porters. The
Treatment Area should be marked with color coded (red, yellow, green, and black) flags, tarps,
and/or colored chemical lights.
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Designate a separate, secure and isolated area for the Incident Morgue. The incident morgue is
for the placement of victims who die en route to, or in the Treatment Area. An EMS provider
must be assigned to this area to confirm death and track patients transported to and from this
area. The Incident Morgue/Black Tagged Area should be secured by Law Enforcement Officers,
not EMS providers.

Treatment Area Space Requirements

It is important to provide enough space between patients to allow providers room to place, treat,
and move safely between patients.
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The Transportation Area

The Transport Group Supervisor/Unit Leader or Medical Communications Coordinator must be
in contact with the ED or the RHCC. The entity the Medical Communications coordinator is
speaking to is based on magnitude of the event.

Patient transports to receiving Emergency Departments are documented on the Virginia Triage
Tag and the MCI Patient Tracking Form located in Annex B of this document. If time and
resources allow medical care should also be documented on the Pre-hospital Patient Care
Report (PPCR).

Scene Layout

It is important for responders to establish an orderly flow of patients from the incident scene
through the transport area. The way a scene is organized will depend on scene security &
location, terrain, weather, the number of patients, and other factors.

Uncontaminated Patient Flow Diagram
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Scene Setup and Patient Management

HAZ MAT PATIENTS

First Arriving Unit Actions

(In addition to non-haz-mat situation actions)
Request the Regional HAZMAT Team to respond. The first arriving unit should also make an

effort to control the scene by designating a “danger zone” and a “safe zone”. Consult the
Emergency Response Guide (ERG) for initial isolation distances.

Weapons of Mass Destruction, CHEMPACKS

If WMD antidotes are needed, coordinate with local hospital based Emergency Departments to
obtain additional pharmaceuticals and supplies from the Strategic National Stockpile Emergency
Medical Services CHEMPACKS. For more information on the Strategic National Stockpile and
CHEMPACKS refer to Annex J of this document.

Designation of the Hot, Warm, and Cold Zones

Upon arrival the HAZMAT Team will assess the incident scene and designate a “Hot Zone,
“Warm Zone” and a “Cold Zone”.

l. Hot Zone

The hot zone is the area that immediately surrounds a hazardous materials incident. Patients
may receive antidotes and other life saving treatments in the hot zone.

1. Warm Zone

The warm zone is the area where personnel and equipment decontamination and hot zone
support takes place. The warm zone is the first place that patients will be decontaminated.
Patients may receive antidotes and other life saving treatments in the warm zone. Once patients
have been decontaminated, they will be transferred into the care of EMS Providers in the cold
zone.

1. Cold Zone

The cold zone serves as the control zone for a hazardous materials incident. The cold zone
contains the Incident Command Post and other incident support facilities. This zone is also
referred to as the clean zone or support zone.

In some cases victims may remove themselves from the contaminated area. It is important to
channel these victims into a hasty decontamination corridor consisting of the strip, flush, and
cover activities. This action may be necessary to save lives and protect first responders before
a more formal contamination reduction corridor can be established.

V. Decontamination
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Patient decontamination, if required, should be carried out in the warm zone by properly trained
personnel wearing appropriate chemical-protective clothing and respiratory equipment. (i.e.
Regional HAZMAT Team, etc.)

Refer to established protocols to:

- Determine the potential for secondary contamination, the necessity for and extent of decontamination.

- Select appropriate personal protective equipment for wear by personnel in the warm zone.

- Decontaminate patients when the exposure is to an unidentified gas, liquid, or solid material.

- Provide emergency decontamination for patients with critical injuries and iliness requiring immediate
patient care or transport.

- Identify and consider crime scene related issues such as the preservation of evidence, chain of
custody, etc.

V. Packaging Radiologically Contaminated Patients for Transport
In this instance the rendering of life saving treatment takes precedence over decontamination.
Unstable ALS patients requiring immediate transport can be “packaged” to reduce the likelihood

of spreading contamination to providers, the ambulance or the hospital.

Follow these steps to wrap the patient for transfer or transport:

- Cover ground or floor up to location A properly packaged radiologically

of patient. contaminated patient.
- Place two sheets on a clean

(uncontaminated) ambulance
cot/stretcher.

- Bring in the clean ambulance
cot/stretcher.

- Transfer the patient to the clean
ambulance cot or stretcher.

- Wrap one sheet around patient,
then the other.

- Perform radiological monitoring of
the ambulance cot/stretcher and
wheels to reduce the spread of
contamination.

VI. Transportation Considerations

Clinically unstable, radiologically contaminated patients must be transported via ground
ambulance to an Emergency Department. These patients should be packaged as outlined
above and the receiving Emergency Department must be notified that they will be receiving a
contaminated patient.

Air ambulances will NOT transport contaminated patients of any kind. If there are any questions

as to whether or not a patient is safe to fly, consult with the pilot of the responding air
ambulance. The pilot has the final authority as to whether or not the patient will be accepted.
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VII.  Scene Layout

It is important for responders to establish an orderly flow of patients from the incident scene in
the hot zone, through the warm zone, and then through the cold zone to the transport area.
Ultimately the way a scene is organized will depend on scene security & location, terrain,
weather, presence and type of hazardous materials, the number of patients, and other factors.

VIIl. Contaminated Patient Flow Diagram
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Attachment 5: MCI Tactical Worksheets and Response Guide
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MASS CASUALTY PATIENT FLOW

INCIDENT SCENE

e First actions done at close to the same time.
o Direct walking patients to a supervised area.
o0 Locate all victims.
0 Quickly triage patients using START and apply triage ribbons.
o Start extrication of trapped victims.
Complete initial patient count.
Decontaminate patients if needed prior to leaving the incident scene.
Move walking GREEN patients with escort to TREATMENT.
Move RED and YELLOW patients by porter to TREATMENT.
Leave BLACK victims where they lie.

TREATMENT AREA

e Re-triage arriving patients (secondary triage) and apply triage tags.

e Put patients in RED, YELLOW, or GREEN areas.

Give stabilizing or definitive care based on Triage priority (RED then
YELLOW then GREEN).

Assign Providers, equipment, and supplies to patients based on Triage priority.

Continuously re-triage patients.

Move patients who die to separate BLACK area.

Select patients to move from scene to hospitals based on severity (RED first,
then YELLOW).

TRANSPORTATION AREA

Contact Command Hospital to start patient distribution decisions.

Assign patients to ambulances or air medical helicopters based on severity and
most appropriate vehicles available.

Move GREENS early on vehicles such as buses if available.

Porters move patients from TREATMENT through TRANSPORTATION to
ambulances.

Advise hospitals of patient movement before departure.

Ambulance crews provide emergency care and reassessment on way to hospital.
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IX. FIRST EMERGENCY MEDICAL UNIT ON SCENE

OBJECTIVE: Safely initiate patient assessment and start operations for the Medical
Group.

1. SAFETY Assessment - observe for hazards.

a. Fire.

b. Electrical hazards.

C. Flammable liquids.

d. Hazardous materials.

e. Other situations threatening lives of rescuers and patients.
2. SURVEY the scene - determine how many injured and how bad.

a. Type or cause of the incident.

b. Approximate number and location of patients.

C. Severity of injuries (Major or Minor).
3. SEND information and request help and resources.

a. Contact dispatch with SURVEY information.

b. Declare mass casualty incident.

C. Request resources and mutual aid as needed.

d. Advise COMMAND HOSPITAL.

4. SET-UP scene to handle patients.

a. Identify COMMAND on scene and brief on actions.

b. Unless otherwise instructed, assume MEDICAL GROUP role
until relieved. Announce on radio.

C. Identify best location for STAGING and direct incoming
resources to it.

5. Begin START triage.
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SECOND EMERGENCY MEDICAL UNIT ON SCENE

OBJECTIVE: Expand incident management; continue initial patient assessment and

treatment.

1.

Second unit reports to first unit on scene for briefing and

assignment. If appropriate, relieve as MEDICAL GROUP
Supervisor.

2.

MEDICAL GROUP Supervisor assigns Ambulance

STAGING Officer and directs establishment of STAGING Area.

a.

Coordinate with COMMAND or Incident STAGING to
locate away from scene with easy access.

3. MEDICAL GROUP Supervisor assigns key functions as required:

a. EXTRICATION. Coordinate with agency providing
extrication if not an EMS function.
b. TRIAGE.
G TREATMENT.
d. TRANSPORTATION.
e. MEDICAL COMMUNICATIONS.
f. AMBULANCE STAGING
g. Others as required.
4. Each function puts on vest and starts to carry out their checklist.
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INCIDENT COMMAND
(COMMAND)

NOTE: EMS will not usually command a major incident. However, as first-in resource
you are in command until relieved. Use this checklist and FIRST and SECOND
EMERGENCY MEDICAL UNIT ON SCENE checklists to guide your actions.

OBJECTIVE: Coordinate incident response to save lives, stabilize the incident, save
property, and keep the rescuers safe.

1.

6.

7.

As first unit on scene, assume command.
a. Announce on radio with your location.
b. Put on INCIDENT COMMANDER vest.

2. Set up command post in a safe location where you can easily
be seen and with a clear view of the incident area. Stay at the
command post and use the vehicle mobile radio.

Assess situation and provide size-up to dispatch.

a. What has happened and number of victims.

b Potential hazards.

G What resources are on scene and what are they doing.
d What help you need.

Develop initial strategy of:

a. What has to be done to make area safe to work in.
b. What priorities are for rescuing and caring for injured.
C. What has to be done to reduce chances of more casualties.

Assign existing resources to jobs and monitor the work in progress.
Appoint as soon as possible:

a. STAGING Area Manager.

b. SAFETY Officer.

C. GROUP, DIVISION, SECTOR Supervisors.

d. PUBLIC INFORMATION Officer.

Account for all personnel assigned to the incident.

Make a clean hand-off to your successor. Brief on what you know

about the incident. Brief on resources committed, available, responding. Brief on strategy
and tasks in progress.

MEDICAL GROUP SUPERVISOR
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(MEDICAL GROUP)

OBJECTIVE: Manage all Medical Group functions to safely and quickly extricate,
triage, treat, and transport all patients according to the incident medical objectives.
WORKS FOR: OPERATIONS Section Chief or COMMAND (if no OPERATIONS).

1.

10.

Put on the MEDICAL GROUP vest.

2. Set up MEDICAL GROUP in a location where you are
visible and you have a clear view of the working area.

3. Coordinate with COMMAND on incident objectives and
plans. Set MEDICAL GROUP objectives and make sure all unit
leaders know them.

4. Start using Tactical Worksheets to record key information
and help manage the response.

5. Ensure STAGING and traffic flow established for arriving
resources. Coordinate with OPERATIONS or COMMAND.

6. Assign personnel to jobs based on available people and time
the function will be needed. Consider following order for
assignments.

a. STAGING, EXTRICATION (if done by EMS), TRIAGE

b. TREATMENT

C. TRANSPORTATION

d MEDICAL COMMUNICATIONS

7. Request added resources as needed and assign new resources
to tasks quickly. Keep any resources with no assignment in
STAGING.

Monitor work and progress toward incident objectives.

9. Monitor condition of assigned personnel. Request relief
crews as needed to keep people safe and reduce incident stress and
to keep moving toward MEDICAL GROUP objectives.

Account for all assigned personnel.
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11.  Keep OPERATIONS Section Chief or COMMAND
informed.
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TRIAGE UNIT LEADER
(TRIAGE)

OBJECTIVE: Locate, initially assess, and sort patients to establish priorities for
TREATMENT, move patients to TREATMENT, and safeguard the dead. WORKS
FOR: MEDICAL GROUP Supervisor.

1.

Put on TRIAGE vest.

2. Set up TRIAGE on site or at closest safe area if site is too
dangerous. Locate where you can be seen and have a clear view of
the incident.

3. Identify a safe place to have GREEN patients walk to. Order
them to start walking toward that place.

Identify TRIAGE Teams and dispatch them to begin START.

a. Have them work through the site in a systematic way.

b. If necessary, subdivide site and assign teams to each division.
C. Use START algorithm and tag patients with surveyor=s tape.
) Establish PORTER Teams. Obtain backboards and straps
from STAGING or MEDICAL SUPPLY for the PORTER Teams.
6. PORTER Teams follow TRIAGE teams and start moving
patients to TREATMENT on backboards with C-Spine precautions.
a. If area permits, move REDs first, then YELLOWs.

b. Do not have porters wait for REDs to be tagged if there are
YELLOWS waiting.

7. Designate FATALITY MANAGER.

a. Have FATALITY MANAGER log BLACK patient locations.
b. Do not authorize movement of BLACK patients prior to
MEDICAL EXAMINER approval unless to protect remains.
Monitor condition of assigned personnel. Request relief crews as
needed to keep people safe, reduce incident stress and maintain
progress toward TRIAGE objectives.

Account for all personnel assigned.

10. Keep MEDICAL GROUP, EXTRICATION, and
TREATMENT informed.

FATALITY MANAGER
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(FATALITY MANAGER)

OBJECTIVE: To locate and safeguard remains of the deceased and personal effects
pending arrival of the MEDICAL EXAMINER. WORKS FOR: TRIAGE Unit Leader.

1.

2.

Put on FATALITY MANAGER Vest.

Locate and tag remains of incident casualties in the incident area.
Plot approximate positions on Tactical Worksheet and record
description of the remains.

Establish a BLACK casualty area separate from TREATMENT.
BLACK area should be accessible with 2-wheel-drive vehicles.

4, Coordinate with TREATMENT and TRIAGE for porters to
move to the BLACK area any patients who die in TREATMENT.

5. Maintain records of patients dying in TREATMENT,
including identify (if known), triage tag number, situation and time
of death, and description of clothing and personal effects.

Safeguard remains and personal effects. Do not leave remains
unattended or unobserved. Request assistance of law enforcement if
necessary.

Where appropriate to preserve privacy or to protect the remains,
cover remains with disposable non-absorbent or fluid barrier sheets.
Keep TRIAGE and TREATMENT informed.

Turn over responsibility for remains to the MEDICAL EXAMINER.

MCI-38



TREATMENT UNIT LEADER
(TREATMENT)

OBJECTIVE: Continually assess patients, stabilize patients and begin definitive
treatment based on priorities and resources, and determine priority for transport to
medical facilities. WORKS FOR: MEDICAL GROUP Supervisor.

1.

2.

10.
11.

13.
14.

Put on TREATMENT vest.

Set up Treatment area. Consider: (1) safety, (2) portering distance,
(3) space, (4) weather, (5) lighting, (6) TRANSPORTATION access.

Inform TRIAGE and MEDICAL GROUP of Treatment location.

4, Determine how to do secondary triage - assign a Secondary
Triage Officer and funnel patients through Secondary Triage.

Arrange Treatment Area for parallel rows of patients.
a. Allow room for RED and YELLOW areas to grow outward.
b. Consider separate location for GREEN area.

Assign Treatment Teams with RED, YELLOW, GREEN Managers.
Set up MEDICAL SUPPLY. Assign MEDICAL SUPPLY Officer.

Consider use of Special Procedures Teams for common treatments
(Airway, IV, Splinting, etc.) if needed and resources available.

Supervise prehospital patient care per approved protocol. Supervise
regular reassessment of patient conditions and priorities.

Isolate emotionally disturbed patients if possible.

Determine patient transport order and best means.

12.  Monitor condition of assigned personnel. Request relief
crews as needed to keep people safe and reduce incident stress and
to maintain progress toward TREATMENT incident objectives.
Account for all assigned personnel.

Keep MEDICAL GROUP and TRANSPORTATION informed.

MEDICAL SUPPLY MANAGER
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(SUPPLY)

OBJECTIVE: Provide Porters and Treatment Area supplies and equipment needed to
move and treat the injured. WORKS FOR: TREATMENT Unit Leader.

1.

2.

8.

Put on MEDICAL SUPPLY vest.
Set up within easy reach of the TREATMENT Unit.

3. Coordinate with Ambulance STAGING Officer to have crews
bring extra supplies from vehicles to the MEDICAL SUPPLY area
(keep essential equipment on vehicles). Request:

Backboards and rescue baskets and straps
Splints

Oxygen and airway Kits

IV sets

Bleeding control supplies

Prepacked disaster kits

Sort supplies and arrange for easy access. Determine points in
inventory at which more supplies will have to be ordered.

For night time operations, coordinate with MEDICAL GROUP
Supervisor and Ambulance STAGING Officer to have portable
lighting brought to TREATMENT Unit.

Issue supplies as needed within the TREATMENT Unit.

Contact TRANSPORTATION to arrange for returning vehicles to
bring additional supplies when order points are reached.

On completion of operations collect unused supplies and equipment and attempt

to return to owning agency (if marked). Make arrangements for distribution or return of unmarked
supplies and equipment.
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TRANSPORTATION UNIT LEADER
(TRANSPORTATION)

OBJECTIVE: Coordinate all patient transportation and maintain all records of patient
and unit movement. WORKS FOR: MEDICAL GROUP Supervisor.

1.

11.

Put on TRANSPORTATION vest.

2. Set up TRANSPORTATION Unit at exit from
TREATMENT Unit.

3. As needed appoint AMBULANCE STAGING MANAGER,
MEDICAL COMMUNICATIONS MGR, TRANSPORT
RECORDER(s), TRANSPORT LOADER(s), AIR AMBULANCE
COORDINATOR.

4. Set up vehicle flow from STAGING to Transportation to
Hospitals.

5. Contact COMMAND HOSPITAL through
COMMUNICATIONS to determine hospital capabilities to accept
patients in each category.

6. Select mode of transportation based on patient needs and
available air and ground ambulance resources.

7. Order ambulances from STAGING for patients
TREATMENT selects.
a. Load RED patients first, then YELLOW, then GREEN.

b. Depending on hospital capacity load mixed patients.
C. If non-ambulance transport is available early move GREENS.
8. Ensure ambulances are parked parallel to each other. Avoid

end-to-end. If end-to-end must be used, load first in the line first.

9. Request porter teams from TRIAGE to move patients from
TREATMENT and assist in loading.

10.  Coordinate with COMMAND HOSPITAL for destination for
each ambulance dispatched to hospitals.

Brief ambulance crews on destination hospital and route (if needed).
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12.  Record patient and unit movements on tactical worksheet..

13. Keep MEDICAL GROUP and TREATMENT informed.
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AMBULANCE STAGING MANAGER
(STAGING)

OBJECTIVE: Maintain EMS manpower and ground vehicle resources ready for
dispatch at a location separated from the incident (may be collocated with incident
STAGING). WORKS FOR: TRANSPORTATION Unit Leader.

1.

10.

Put on STAGING vest.

2. Establish ambulance STAGING in coordination with
OPERATIONS Section Chief or incident STAGING. Site is away
from scene and should:

a. Be large enough to hold the needed number of units.

b. Have easy road access from major transportation routes.

C. Have easy access to TRANSPORTATION Unit.

3. Direct arriving vehicles to stage for easy departure. Parallel
staging for pull through should be used unless space does not permit.

4, Ensure personnel on staged vehicles remain with their unit.
Park vehicles used to transport scene staff out of traffic flow.

6. Update TRANSPORTATION on available vehicles and
personnel.

Ensure ambulance cots are not removed from units.

As needed, remove medical supplies from ambulances for relocation
to MEDICAL SUPPLY:
Backboards and straps
Splints and bandages
Blankets
Portable oxygen equipment and supplies
Airway equipment
IV sets

Coordinate for REHABILITATION (food, drink) for staged crews.
As ordered dispatch vehicles to the TRANSPORTATION Unit.
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11.  Track the status, number, and types of ambulances in STAGING.
Use the Tactical Worksheet.

MEDICAL COMMUNICATIONS MANAGER
(COMMUNICATIONS)

OBJECTIVE: Establish, maintain, and coordinate medical communications at the
incident scene between TRANSPORTATION, the COMMAND HOSPITAL, and the
MEDICAL GROUP. WORKS FOR: TRANSPORTATION Unit Leader.

1. Put on COMMUNICATIONS vest.

2. Set up close to TRANSPORTATION Unit. Check for good radio
contact with repeater or other simplex users.

3. Establish initial communications with the COMMAND HOSPITAL
or nearest receiving hospital using public safety radio, cellular
telephone, or amateur radio (if available).

4. Break out tactical worksheets and use to track information.

5. Get initial information from MEDICAL GROUP. Give
hospital initial report. Be accurate. Identify estimates. Do not

speculate.

a. CATEGORY or level of Mass Casualty Incident.
b. CAUSE of incident.

C. NUMBER of patients.

d. SEVERITY of injuries.

6. Get hospital emergency capacity information. Provide to
TRANSPORTATION and MEDICAL GROUP.

7. Coordinate with COMMAND HOSPITAL to determine to

which facility ambulances should be dispatched. Provide transport

reports to COMMAND HOSPITAL on departure. Include:

a. UNIT transporting.

b. DESTINATION hospital.
C. NUMBER of patients.
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d. PATIENT INFORMATION (triage category, chief
complaint, age, sex)

8. Monitor equipment status - replace batteries as needed.

TRANSPORT RECORDER
(RECORDER)

OBJECTIVE: Ensure proper documentation of patient and vehicle movements.
WORKS FOR: TRANSPORTATION Unit Leader.

1. Put on TRANSPORT RECORDER vest.
2. Set up at patient loading point in the TRANSPORTATION Area.
3. Record patient movement information on tactical worksheet.

4. Give COMMUNICATIONS following information on every
patient leaving TREATMENT.

UNIT transporting

DESTINATION hospital

NUMBER of patients

PATIENT INFORMATION (triage category, age, sex, chief
complaint)

ETA at destination

5. Give other information to COMMUNICATIONS for relay to
hospital.
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TRANSPORTATION LOADER
(LOADER)

OBJECTIVE: Ensure proper loading of patients on ground vehicles and provide directions to
receiving hospitals. WORKS FOR: TRANSPORTATION Unit Leader.

1. Put on TRANSPORTATION LOADER vest.
2. Get local area maps and directions to receiving hospitals.

3. Set up at the patient loading point in TRANSPORTATION Unit.

4. Make sure patients selected for ground transportation by
TRANSPORTATION are:
a. Ready for movement.
b. Loaded on the correct ambulance - cross check numbers with
RECORDER.
5. Provide instructions to vehicle drivers:
a. Directions to the designated hospital.
b. Actions to take (Return to Staging or Return to Home) after

delivering patients.

6. Keep TRANSPORTATION and RECORDER informed.
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OBJECTIVE: Establish helicopter landing zone and coordinate helicopter operations into and out of

AIR AMBULANCE COORDINATOR
(AIR)

the landing zone. WORKS FOR: TRANSPORTATION Unit Leader.

1. Put on AIR AMBULANCE COORDINATOR vest.

2. Select Landing Zone site.

a. Select area large enough for safe operations:
DAY NIGHT

small helicopter 60" x 60' 100" x 100’
medium helicopter 75'X 75' 125' x 125'
large helicopter 125'x 125" 200" x 200

b. Landing surface is flat and firm and free of debris.

C. Landing zone not close to TREATMENT.

d. Clear approach path.

e. Upwind of hazardous materials scenes.

3. Assign people to assist in establishing the Landing Zone.

4. Mark the Landing Zone.

a.
b.

Other light sources are preferred to flares (source of ignition).
At night, make sure spotlights, floodlights, vehicle headlights,

and other white lights are not pointed toward the helicopter.

5. Advise flight crew before their landing approach of:

6.

OBSTRUCTIONS (towers, power lines, buildings, etc.)

WIND DIRECTION and any gusting
SPECIAL HAZARDS

Coordinate patient loading and movement with TRANSPORTATION.

7. Keep operations safe and secure. Do not allow anyone to approach
the aircraft who is not accompanied by a flight crew member.

8. Keep TRANSPORTATION and HELICOPTER CREWS informed.

STAFFING CHART - TREATMENT AND PORTERS
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PURPOSE: Quick reference chart of desired numbers of providers for mass casualty incidents. Total
column gives number by Treatment Area and an overall total.

PATIENTS ALS
10 2 RED 2
1 2

6 GREEN 0
3
20 4 RED 4
4 YELLOW 1
12 GREEN 0
5
50 10RED 10
10 YELLOW 3
30 GREEN 0
13
100 20RED 20
20 YELLOW 6
60 GREEN 0
26

BASIC STAFFING RATIOS:

RED TREATMENT AREA

YELLOW TREATMENT AREA

GREEN TREATMENT AREA

PORTERS

BLS PORTERS TOTAL

2 4 area 2 YELLOW
3 area

2 2 area

6 8 17

4 8 area

4 5 area

4 4 area

12 8 25

10 20 area

10 13 area

10 10 area

30 20 63

20 40 area

20 26 area

20 20 area

60 40 126

1 ALS Provider and 1 BLS Provider per patient.

1 BLS Provider per patient.
1 ALS Provider per 3 patients.

1 BLS Provider per 3 patients

1 per RED or YELLOW patient
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TACTICAL WORKSHEET BOOK

TACTICAL
WORKSHEET

Commonwealth of Virginia

Mass Casualty Incident Management

MCI

Rev 1

Incident

Date Time

Time

Task

Scene Safe

Survey/Size-Up

Send Help

Contact IC

Set-up Medical

Staging

Extrication

Porter Teams

Scene Sketch:

Treatment

UNIT Assignment

UNIT

Assignment

Medical Supply

Brief Hospital

Transportation

Landing Zone

REDs First

Move GREENS
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EMS INCIDENT Commonwealth of Virginia MCI
ACTION PLAN Mass Casualty Incident Management 10

Incident Date Time

For Operational Period From: To:

INCIDENT COMMANDER

GOALS:

INCIDENT COMMANDER

STRATEGY:

Scene Sketch

TACTICAL (1) By:

PRIORITIES:
2 By:
3 By:
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(5) By:
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(2) (5)
3) Other:
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STAFFING Commonwealth of Virginia MCI
WORKSHEET Mass Casualty Incident Management Revl |11
Incident Date Time

Position Agency: Person:

INCIDENT COMMAND

OPERATIONS SECTION CHIEF

MEDICAL GROUP SUPV

EXTRICATION UNID LDR

Extrication Team Ldr

Extrication Team Ldr

TRIAGE UNIT LEADERS

Triage Team Leader

Triage Team Leader

Triage Team Leader

Fatality Manager

TREATMENT UNIT LEADER

Red Area Manager

Yellow Area Manager

Green Area Manager

Medical Supply Manager

TRANSPORTATION UNIT LDR.

Ambulance Staging Mgr

Medical Communications

Transport Recorder

Transport Loader

Air Ambulance Coord.
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Accountability Commonwealth of Virginia MCI

Worksheet Mass Casualty Incident Management 12
Incident Date Time
Unit Assignment Released Accountability Checks

1 2 3 4 5 6

Action Taken:
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EXTRICATION Commonwealth of Virginia MCI
WORKSHEET Mass Casualty Incident Management 2
Incident Date Time
Scene Sketch:
No. Patients Problem Unit Start Complete
Notes: Special Resources
Time Task Time Task
Set Up Treatment
Assign Monitor
Resources Personnel
Locate Victims Account
for
personnel
Triage Complete
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TRIAGE Commonwealth of Virginia MCI
WORKSHEET Mass Casualty Incident Management 3
Incident Date Time
Scene Sketch:
TRIAGE TEAM REPORTS
Team RED YELLOW GREEN BLACK Total Notes
TOTALS
Time Task Time Task
Assign Triage Teams Safeguard BLACKS
START Personnel Count
Assign Porter Teams Patient Count
Clear Scene

MCI-54




FATALITY
WORKSHEET

Commonwealth of Virginia
Mass Casualty Incident Management
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Incident

Date

Time

Scene Sketch:

Number Sex

Description

Condition

Individual
Completing:

Agency:
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TREATMENT Commonwealth of Virginia MCI
WORKSHEET Mass Casualty Incident Management 4
Incident Date Time
RED TEAM YELLOW TEAM GREEN TEAM MEDICAL SUPPLY
Patients Time Patients Time Patients Time
Staff Time Staff Time Staff Time
Notes:
Time Task Time Task
Set up area Move to Transport

Secondary triage

Monitor staff

Assign Teams

Personnel count
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Priority

Notes

To
Transport
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TRANSPORTATION Commonwealth of Virginia MCI
WORKSHEET Mass Casualty Incident Management rev 1 5
Incident Date Time
Hospital (Optional Use):
Patient Status Hospital Unit Time

Name

Name

Name

Name
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COMMUNICATIONS
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Incident Date
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A: B: C: D:
Time Station | Freq Message
Calling
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LANDING ZONE Commonwealth of Virginia
WORKSHEET Mass Casualty Incident Management
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Incident

| Date | Time

LZ Sketch

AIRCREW BRIEFING

LZ Lat:

LZ Lon:

Landmark:

Approach From:

Size:

Hazards:

Lighting:

Aircraft Type Patients

Operational

Winds:

Visibility:

Precip:

Other:

AIRSPACE RESTRICTION

HOSPITALS RECEIVING PATIENTS BY AIR

Time From:

Facility From Scene:

Time To:

By:

Contact:

Altitudes:

Area;

Notes:

STAGING Commonwealth of Virginia
WORKSHEET Mass Casualty Incident Management rev 1
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Incident Date Time
In Agency / Unit Crew Class Assignment Out

Notes and Special Instructions Supplies to Scene

X. Blan | Backboard
kets

Oxygen Dressings
IV Sets Splints
Airway
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Attachment 1 to Annex H

Attachment 6: Registration on VHHA-MCl.org

How do | register a user account?

Register Now

Open your browser and go to the VHHA-MCI Website (http://www.vhha-mci.org). You

may need to type the full web address out in the address bar the first time you go to the
site.

o NOTE: You may not logon to VHHA-MCI until your account has been approved
by either a VHHA-MCI Administrator or your organization’s designated
Organization Contact or Alternate Organization Contact.

o NOTE: You may want to create a bookmark of the homepage to quickly access

the logon screen. Hold down the CTRL key and press the D Key (CTRL+D) to
create a bookmark.

The VHHA-MCI Homepage will be displayed as shown below: Under the “Are you a
Healthcare Provider” heading, click the green “Register Now” button

/= YHHA-MCI »> Home - Windows Internet Explorer g@gl
@- __ | W betpei fumon.vhba-me ongf ol lhe iR |[2]-

File Edit Wiew Favorites Tools Help

e afr |FAvHHA-MCE 5> Home fir - B

VHHA-MCI s ——

Welcome to VHHA-MCl.org

Member Login This site is created to enhance the distribution of critical emergency management information needed Areyoua
by Virginia hospitals and healthcare providers. Because of the sensitive nature of this information, Healthcare Provider?
Username: access to this site is open to authorized users only
L Obtain access to VHHA-MCI
Password: If you would like information about personnel emergency planning or state and federal planning site.

aclivities, please contact:

Register Now
Login to VHHA-MCI » Federal Emergency Management Agency

EMERGENCY « Virginia Department of Health
OPERATIONS » \irginia Department of Emergency Management
PAGE

Click here if you were unable
to successfully register as a
Healthcare Provider,

If you would like more information about VHHA or Virginia Hospitals, contact Virginia Hospital &
Healthcare Association .

If you would like information about VHHA Emergency Management Activities, click here .

Instructions T for registering
on this site (updated 8/21/2008)

Virginia Fusion Center

Mission: Gather, classify, and disseminate information to better defend the
Commonwealth against terrorist threats andlor attack.

To report any suspicious activity please use any means of the contact information below.

Toll Free # 1-877-4VA-TIPS
General # (804) 674-2196
Fax#: (804) 674-2983
E-mall: vic@vsp virginia.gov
Website: VA Fusion Center

Recognizing & Reporting Potential Terrorist Activities T

ation. Al ights reserved. 8

&9 Internet H1o0% -
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Select Hospital/Organization

Select your organization from the dropdown menu and click the “Continue” button under
“Select Your Organization”

= VHHA-MCI »> User >> Add User >> Choose Organization - Windows Internet Explorer

@ I mhttp:,l’,l’devZ.vhhafmci.org)’indax.cFm?Fusaaction=user.orgSe\ectForm&fromHome=l ~ (¥ X Pi-

File Edit Yiew Favorites Tools Help

n — »
o ‘mVHHA-MCI =% User = Add User = Chaose Organiz. .. ‘ | - B dsh ~ [k Page ~ {CF Tools ~

VHHA_Mcl VHHA Web Ste | Contact Us | Home

Select Hospital/Organization

Select Your Organization

The first step in creating a new user accountis selecting your Hospitall/Employer/Organization. Use the following select box to see if your

organization is currently registered in our system. If your organization is listed, please select your organization and click "Continue™to create
your account.

15t Medical Group Hospital v
Add New Organization

If your hospitalfemployer/organization is not listed, please click the button below to add your organization/employer. After adding your
organization/employer, you will then be able to create an account.

Add Organization

& Internet 00w v

Account Information
Fill in the information on this page. The required fields are:
o Username
o Password (and Confirm Password)
o First Name
o Last Name
o Email Address
o Business Address
o Business Telephone

NOTE: The username and password must contain a minimum of 4 letters, numbers, or
a combination of both.

You can select a job category from the dropdown menu and click the check boxes
beside any professional groups you are a member of.

You will be able to communicate with members of your professional groups and
committees thought the state using the post office.
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Click the “Continue” button at the bottom of the page.
Review the information on the confirmation page and click the “Continue” button to
submit your information and complete the registration process.

o

=¥
=
Q.\ i @http:,f,l’devz.vhha-mci.nrg)’indax.cFm7Fusaactinn=user.cnntactInFnFnrm V| (| % | | B

HA-MCI => User == Add User, >> Contact Information - Windows Internet Explorer E”Elrg|

File Edt Yiew Favorites Tools Help

- - - »
o [ﬂ YHHA-MCT 55 User =% Add User = Contact Inform... ] l M - B = v |hPage » () Tooks v

W vHHa-mal s e g

Account Information

General Information
Middle Initial: l:l
Contact Information

Email Address: | |

Business Address: | |

address 1
| |
address 2
[ |[va_ S|
city state zip
Business Telephone: fl:l}l:l’l:le’d-l:l
Business Fax (|:|)|:|_|:|
Cell Phone: (l:l)l:l_l:l -
Dane 0 Internet H100% -

Registration Complete

Upon completing the registration process, you will be sent a confirmation email notifying
you that your information has been received.

Your user account will now be sent to your organization’s designated organization
contact.

Once your account has been approved, you may then login to VHHA-MCI and begin
using the system.
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Attachment 7: Incident Command System

Incident Command System (ICS)

1. We intend to employ ICS, an integral part of the NIMS, in managing emergencies. ICS
is both a strategy and a set of organizational arrangements for directing and controlling
field operations

2. The incident commander is responsible for carrying out the ICS function of command --
managing the incident. The four other major management activities that form the basis
of ICS are operations, planning, logistics, and finance/administration. For small-scale
incidents, the incident commander and one or two individuals may perform all of these
functions. For larger incidents, a number of individuals from different departments or
agencies may be assigned to separate staff sections charged with those functions.

3. An incident commander using response resources from one or two departments or
agencies can handle the majority of emergency situations. Departments or agencies
participating in this type of incident response will normally obtain support through their
own department or agency.

4. In emergency situations where other jurisdictions or the region, state or federal
government are providing significant response resources or technical assistance, it is
generally desirable to transition from the normal ICS structure to a MAC model or Area
Command structure. This arrangement helps to ensure that all participating agencies
are involved in developing objectives and strategies to deal with the emergency.
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Attachment 8: ORGANIZATION & ASSIGNMENT REPONSIBILITIES

A. Organization

1. Most departments and agencies of local government have emergency functions in
addition to their normal day-to-day duties. During emergency situations, our normal
organizational arrangements are modified to facilitate emergency operations

B. Assignment of Responsibilities
2. General

For most emergency functions, successful operations require a coordinated effort from a
number of departments, agencies, and groups. The municipality where the MCI takes
place will be the lead responder and incident command entity. To facilitate a coordinated
effort the municipality will provide clear guidelines regarding emergency authority on MCI
incidents. Usually, this authority is clearly outlined in the Municipalities emergency
operations plan. Generally, primary responsibility for an emergency function will be
assigned to an individual from the department or agency that has legal responsibility for
that function or possesses the most appropriate knowledge and skills. Other officials,
departments, and agencies may be assigned support responsibilities for specific
emergency functions. Attachment 4 summarizes the general emergency responsibilities
of local officials, department and agency heads, and other personnel.

All agencies/organizations assigned to provide health and medical services support are
responsible for the following:

a. Designating and training representatives of their agency, to include NIMS and ICS
training.

b. Ensuring that appropriate SOPs are developed and maintained.

c. Maintaining current notification procedures to insure trained personnel are available
for extended emergency duty in the EOC and in the field.

3. EMS, Hospital, RHCC, Locality Responsibilities

A. EMS Initial Actions and responsibilities:

a. First Arriving Unit Responsibilities: It is the responsibility of the first arriving
unit to establish command and to perform the initial scene size-up using what
is known as the “5-S’s and reporting the information to their dispatcher. The
“6-S’s” are:

i. SAFETY assessment: Assess the scene for safety by looking for:
v Electrical hazards.

Flammable liquids.

Hazardous Materials

Other life threatening situations.

The potential for secondary explosive devices or other security

threats.

AN NEANEAN
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ii. SIZE UP the scene: How big and how bad is it? Survey the incident
scene for:
v" Type and/or cause of incident.
v" Approximate number of patients.
v’ Severity level of injuries (either Major or Minor).
v' Area involved, including problems with scene access.
iii. SEND information:
v Contact dispatch with your size-up information.
v" Request additional resources.
v Notify the closest hospital.

iv. . SETUP the scene for management of the casualties:
v Establish the staging area.

v"ldentify access and egress routes.
v Ildentify adequate work areas for Triage, Treatment, and
Transportation.

v. START Triage: Triage all patients using Simple Triage and Rapid
Treatment (START) and Jump START triage methods as appropriate.
(The triage algorithms may be found in Chapter 4 of this document.)
v Begin where you are standing.

Ask anyone who can walk to move to a designated area.
Use surveyor’s tape to mark patients.

Move quickly from patient to patient.

Maintain patient count including a record of casualties and
transport destinations

Provide only minimal treatment.

v" Keep moving!

AN N NN

\

b. The First Unit On-Scene size-up position check list is located in attachment x

C.

of this document.

All ambulances and emergency rescue vehicles serving in our region will be
equipped with Virginia Field Triage Tags and shall contain at all times, those
essential items as specified by the VDH/WVEMS/BREMS Councils.

Emergency Department/Hospital and RHCC Notification. It is vital that the
First Arriving contact the closest one or two Emergency Departments and
inform the facility that there is a MCI in progress. The EDs contacted will
report Capacity utilizing the START Triage Categories “Red, Yellow, and
Green”. EMS or the Hospital will then notify the RHCC if it is necessary.

i. Each of these naotifications should include the nature or apparent
cause of the event, the estimated number of victims, and whether or
not the victims may be contaminated.

Establishing Incident Command. The senior crewmember on the first arriving
unit becomes the Incident Commander and reports that they established
command to their dispatcher. This person will remain in charge until
command is transferred to a higher authority.
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Once capacity numbers have been obtained for the closest one or two
Emergency Departments, EMS can start making transports to said hospitals.

When activated, the RHCC or the RHCC Dispatch center will update EMS on
additional facilities bed capacity and make transport recommendations when
more than two EDs are needed to absorb the patients generated from the
MCI

Upon the establishment of a Triage / Transport Officer, all ambulance service
personnel will place themselves at his/her disposal and will follow their
directions in regard to casualty movement.

The Triage / Transport Officer, during the course of the disaster, will provide
the ambulance personnel with information relative to situation and/or existing
capabilities at the various medical treatment facilities.

Request Additional Resources. If the emergency situation warrants, the
Operations Chief (or another appropriate designee) will request, through the
Incident Commander, additional ambulances. The Incident Commander’'s
request for additional resources should be accompanied by the identification
of the incident Staging Area(s).

B. Hospitals/Healthcare Facilities

a.

© Q00T

K.

Initiate assessment of Emergency Room and Inpatient bed capacity and
report that capacity to requesting On Scene EMS and to the RHCC via
VHASS.

Implement internal and/or external disaster plans.

Provide for the security of facility and monitor for self-presenting patients
Report patient arrivals to incident command or, if activated, to the RHCC
Continually re-assess bed capacity and evaluation for ability to continue to
accept patients.

i. Notify the RHCC and On Scene incident command if you are no
longer able to accept patients (EMS DIVERSION). If you require
diversion declaration assistance, tell the RHCC when notifying.

Monitor status and count of critical medical supplies necessary for sustained
operations. Consider requesting additional supplies to be deployed as
needed (RHCC or local EOC).

Consider requesting police / security support thru the local EOC

Establish and staff a reception and support center at each hospital for
relatives and friends of disaster victims searching for their loved ones.

Report names of received victims to the FAC if activated. This may be done
thru the RHCC. If a FAC is not activated (or an RHCC not activated) Share
this information with local emergency management PIO, the EOC, or
Command (depending on accessibility)

Coordinate with local emergency responders to isolate and decontaminate
incoming patients, if needed, to avoid the spread of chemical or bacterial
agents to other patients and staff.

C. Regional healthcare Coordination Center (RHCC)

H-1-7
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Receive call for assistance
Ask standard questions (Section V, Letter E, and Bullitt 5.)
Clarify if bed status for up to three closest hospitals is needed
Send SMS text alert to RHCC ICT

i. Monitor for Incident commander call back and initiate a phone tree if

no response within 5 minutes

Upon IC call back, provide a brief report of known incident, immediate needs,
actions taken, and overall status of regional assets.
Carry out actions per direction of IC
Prepare Main RHCC (physical space) for occupancy if instructed per IC
Maintain contact with RHCC ICT thru Radio, phone, or WebEOC
Receive notification of incident (or potential incident)
Assess situation based on information available and determine Tier for RHCC
Response
Alerting Regional Contacts affiliated in the VHASS (VHHA-MCl.org) System.
Generally by SMS Text message and Email
1) Regional Contacts include key individuals with Emergency management at
each of the 16 regional Hospitals, Municipal EMS and Emergency
Management, Long Term Care facilities, and other affiliated agencies.
Initiate Tier specific actions per protocol
k. Obtain a Bed count for regional hospitals via SMS Text Message alert sent to
regional contacts in VHASS
Place follow-up phone calls to facilities who have not posted status.

apow

Se e~ @

[—

l.

m. Establish a WebEOC Event and post a SitREP based on known information

n. Monitor radio channels and email for updates from response entities

0. For MCI Level Two and One, transmit a SitRep to the state including known
Injured and fatality count.

p. Collaborating with involved hospitals, On Scene EMS, and the local EOC to

assure equal distribution of patients and resources. Ensure check-back to
hospitals proximate to the Scene to verify status.
g. Escalate incident to additional RHCCs when the incident occurs on or near a
geographic boundary. Request specific hospital status updates.
r. Request bed count for specialty centers (Burn, Pediatric, Neuro, Trauma,
hyperbaric chamber, etc) when the nature of the incident mechanism can
produce patients of a specialty nature.
Respond to requests for assistance as the incident matures.
Support large-scale evacuation and mass healthcare operations
Deploy NSPA Resources as available and as requested
Create radio patches to support inter-operable communication as requested.
Coordinate efforts of local health and medical organizations activated for an
emergency assessing their needs, obtain additional resources, and ensure
that necessary services are provided.

Togc o

D. The Mental Health Authority will:

Ensure appropriate mental health services are available for disaster victims, survivors,
bystanders, responders and their families, and other community caregivers during
response and recovery operations. The request to deploy Mental Health servies will
come from the:
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Local EOC
Hospital(s) involved
RHCC (on behalf of an aforementioned entity)

E. Law Enforcement will:

F.

a. Upon request, provide security for medical facilities.
b. Conduct investigations of deaths not due to natural causes.
c. Locate and notify next of kin.

Public Information.

a. Primary responsibility for this function is assigned to the locality leading the
response. A common message is essential, and Annex | (Public Information)
provides guidance on the collaboration between PIOs.

b. Emergency tasks to be performed include:

(1) Establish a Joint Information Center (JIC) when indicated by the scope
of the incident.

(2) Pursuant to the Joint Information System (JIS), compile and release
information and instructions for the public during emergency situations
and respond to questions relating to emergency operations.

(3) Utilize WebEOC or Email distribution groups to share and collaborate on
common message between PIOs involved in the incident.

(4) Provide information to the media and the public during emergency
situations.

(5) Arrange for media briefings.

(6) Compiles print and photo documentation of emergency situations.

3. Recovery / Post-Incident

1) Primary responsibility for this function is assigned to the Locality leading the
response.

2) Emergency tasks to be performed include:

a) Evaluate the need for Counseling and bereavement coordination.

b) Enact a Family Assistance Center

c) Assess and compile information on damage to public and private property
and needs of disaster victims.

4. The Health Regional District of the Virginia Department of Health will coordinate:

"0 Qo

Public health and medical activities as requested by the local EOC

Rapid assessments of health and medical needs in collaboration with the RHCC.
Support ESAR VHP activities as requested.

Monitor situation for public health concerns and communicate identified issues to
local EOC

Collaborate with the lead PIO on casualties and instructions to the public on dealing
with public health problems.

The provision of laboratory services required in support of emergency health and
medical services.
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i. Immunization campaigns or quarantines, if required.

j- As applicable Inspections of foodstuffs, water, drugs, and other consumables that
were exposed to the hazard.

k. Implementation of measures to prevent or control disease vectors such as flies,
mosquitoes, and rodents.

I.  Preventive health services, including the control of communicable diseases such as
influenza, particularly in shelters.

m. Food handling and sanitation monitoring in emergency facilities.

5. Mortuary Services, Regional/State/Federal Teams

A. Mortuary Services

1)

2)

3)

Law enforcement is responsible for investigating deaths that are not due to
natural causes or that do not occur in the presence of an attending physician.
The office of the chief medical examiner and the local Medical Examiner are
responsible for determining cause of death, authorization of autopsies to
determine the cause of death, forensic investigations to identify unidentified
bodies, and removal of bodies from incident sites.

When it appears an incident involves fatalities, the Incident Commander shall
request the Emergency communications Center make notifications to the
Medical Examiner and law enforcement requesting a response to the scene.

Law enforcement or and the Medical Examiner shall arrange for the
transportation of bodies requiring autopsy or identification to morgues or suitable
examination facilities. When mass fatalities have occurred, it may be necessary
to establish a temporary morgue and holding facilities. Additional mortuary
service assistance may be required.

B. Medical and Mortuary Assistance

1)

Virginia Department of Health (VDH). When requested by local officials, the
VDH can provide health and medical advice and assistance during emergency
situations from its various regional offices.

C. Disaster Medical Assistance Team (DMAT)

DMAT is a group of professional and Para-professional medical personnel (supported by
a cadre of logistical and administrative staff) designed to provide medical care during a
disaster or other event. DMATSs are designed to be a rapid-response element to
supplement local medical care until other Federal or contract resources can be
mobilized, or the situation is resolved. DMATSs deploy to disaster sites with sufficient
supplies and equipment to sustain themselves for a period of 72 hours while providing
medical care at a fixed or temporary medical care site. To supplement the standard
DMATSs, there are highly specialized DMATSs that deal with specific medical conditions
such as crush injury, burn, and mental health emergencies.

In mass casualty incidents, their responsibilities may include triaging patients, providing
high-quality medical care despite the adverse and austere environment often found at a
disaster site, and preparing patients for evacuation. DMATSs are designed to be a rapid-
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response element to supplement local medical care until other Federal or contract
resources can be mobilized, or the situation is resolved.

D. Disaster Mortuary Operational Response Teams (DMORT)

DMORTSs provide victim identification and mortuary services. These responsibilities
include: temporary morgue facilities; victim identification, forensic dental pathology,
forensic anthropology methods, processing preparation, and disposition of remains.

DMORTSs are composed of funeral directors, medical examiners, coroners, pathologists,
forensic anthropologists, medical records technicians and scribes; finger print
specialists, forensic odontologists, dental assistants, x-ray technicians, mental health
specialists, computer professionals, administrative support staff, and security and
investigative personnel.

The DMORT provides mortuary and victim identification services following major or catastrophic
disasters. The team is comprised of volunteer professionals from the mortuary and funeral
industries.

5. Volunteer and Other Services
This group includes organized volunteer groups and businesses that have agreed to provide

certain support for emergency operations. *The Medical Reserve corps is considered a state
supported agency and is listed in Section 4.
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ADDENDUM TO MINUTES

DIRECTORS

2013

JUN |SEP

DEC

Allen, Steve

Alldredge, Karen

Altman, Billy

Beach, John

XX

Brown, Bill

Cady Sr., Jim

Coyle, Joe

Davis, Steve

Dick, Tim

Duffer, Tim

Eanes, Steven

Ferguson, Jason

Guests

Harveycutter, Carey

Hatcher, Daryl

Hodge, Rickey

Jefferson, Mike

Lane, Charles

Lissberger, Danielle

Logan, Robert

Muterspaugh, Ryan

Shrader, Kris

Simon, Stephen

Simpkins, Lee

XIX|X[O|X|O|OX|X|X|X|o|O|X|X[X]|X]|O|O

Taylor, Dallas

Trigg, Joe

O X[ X[OX|X|X|X]|O|O| XN X[X]|O|O|O|X|>
XIX|O|O|X|X|O[O|O| XX |X|X]|O|O|X|X]|O

XIO| XXX XXX XXX N X X]O [ XX X | X[ XX ] <

Wagoner, J. Dale

Wirt, Ford

X|X|>

X|X|O
X|X[X*

XIX[XIXIO XX [XIX[O] XXX X|O[o| X[ X|O|O|O|O| X[ X|X|X]X|O

XXX

STAFF PRESENT:

2012

2013

MAR

SEP

DEC mMAR

JUN |SEP

DEC

Berger, Charles

Christian, Mary

Cathy Cockrell

Dalton, Gene

Garnett, Mike

Short, Sandi

OO X|X[X|>

C
O><><><O><Z

O X[ XIX[X[X*

(@] (0] P[] P4 Pt
O X[ XIX|X[X*

June 2012 Guests: Billy Duff RCFRD, Mike Berg OEMS
September 2012 Guest: Jeff Echternach, RHCC, CCPT
December 2012 Guests: Dallas Taylor/Hash
March 2013 Guests: NONE

Notes: December 2012,Steve Ausband replaced by Karen Alldredge, MD;
Andrew Galvin replaced by Dallas Taylor
Bill Brown added to represent 4th Planning District At-Large




