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FORWARD  
While this plan serves as a guide for specific activities during an event, every emergency is unique and the judgment of King County Public Health Seattle-King County and the Local Health Officer will be essential in providing a timely and appropriate response.

The Alternate Care Site Planning Team should recognize that services provided at an Alternate Care Site will not include all services found in hospitals. Care at an Alternate Care Site will be determined by resource availability and event-specific patient needs as well as by the patient types.

A special thank you and acknowledgement to the Department of Health, State of Virginia; Emergency Management, Loudon County, Virginia; Department of Health, State of California; Department of Health, Oregon; and Emergency Management, Clark County, Washington and many others for their ideas,  materials, and references reflected throughout this document.  There are many whom have contributed to the plans, appendices, and ideas we have incorporated.  We appreciate your collaboration, efforts, and willingness to share.  May others find these tools and plans useful!  
I. Overview:

Public Health Seattle King County (PHSKC), as the organization assigned the health welfare of the citizens of King County, when faced with imminent need of medical services due to circumstances created by a natural or manmade disaster and an overburdened local medical infrastructure will establish an Alternate Care Facility (ACF) scalable to 250 bed occupancy for the provision of medical evaluation and care based on available manpower and resources in what best can be described as an austere environment.  PHSKC plans for services to provide for the physical needs of the patients seen at the facility based on its capabilities at the time and the availability of support from established health care facilities within the immediate vicinity and region.  Each patient’s health status will be assessed and serve as a basis for determining health care needs and delivery of care.  Though limited by the situation and facilities, it is PHSKC’s intent that the ACF be activated to levels of care commensurate to the need of the event. The circumstances surrounding the activation of the ACF as well as the limitations of physical location and staffing elements capabilities will target Joint Commission “sufficiency of care” levels of service as part of the community response network.   The ACF is designed to be activated to three basic levels of capability and patient care.  At each stage, urgent care and evaluation capabilities will be available for assessment and stabilization prior to transfer to appropriate higher acuity facility, if necessary.  Inpatient facilities and staffing will be based on the three general descriptive levels as listed below:

Level 1- General medical needs shelter.  The ACF will be staffed and provisioned for patients requiring minimal medical monitoring and support, but not eligible for general sheltering based on the American Red Cross assessment tool (Appendix V).  

Level 2 – Non acute medical/surge capacity sheltering.  Staffing and provisions will exist to accept inpatients of a medical nature requiring non acute medical intervention involving possible intravenous medication and therapy not dependent on IV pumps or oxygen therapy.

Level 3 – General medical /surgical patients requiring oxygen therapy and respiratory support.  This level of activation will indicate severe regional medical infrastructure compromise or need to support a hospital evacuation..  The existing community response network will dictate the “sufficiency of care” based on circumstances.  
A. Scope of Medical Care:
1. To deliver sufficient medical care for patients that have specific illnesses or injuries due to a disaster and that cannot be adequately and timely provided by an existing healthcare sector (e.g. ambulatory care clinics, hospitals, long-term care facilities or home health services).

2. To deliver urgent care (non-life threatening medical care) to offload Emergency Departments (ED) and ambulatory care clinics, so that these sectors can maximize care for other patient needs.

3. To deliver sufficient non-complex care which is traditionally provided in inpatient settings to offload acute care hospitals to maximize care for more seriously ill patients with potentially survivable conditions. 
4. To deliver sufficient non-complex care which is usually provided at home with home health services for patients that have insufficient home situations and for when home health care services and hospitals are operating above maximal capacity to offload acute care hospitals to maximize care for more seriously ill patients.
5. To facilitate sufficient follow-up services so patients can be safely discharged to a non-medical site (e.g. home, shelter) and where follow-up at Emergency Departments or the ACF is minimized.

B. Standard of Medical Care:

1. The standard of care is based on what a reasonably prudent person with similar knowledge and experience would do under similar circumstances.  Standard of care is a legal concept that requires licensed healthcare personnel, when caring for patients, to adhere to the customary skill and care that is consistent with good medical (or other healthcare) practice.

II. Mission:

A. Establish a 250 bed Alternate Care Facility in a previously identified site within12-24 hours after notification.  

B. Staff the ACF utilizing available Public Health Seattle-King County Medical Reserve Corps volunteers limiting the pull of professionals from Public Health clinics and local Hospitals.

C. Operate within the Incident Command Structure (ICS) to facilitate communication and requests through local and federal agencies.

D. To offload Ambulatory Care Clinics, Urgent Care sites and Emergency Department Unscheduled Patient Visits.

1. Patients requiring simple wound management

2. Patients with nausea and vomiting requiring oral or IV fluid resuscitations

3. Non-narcotic prescription refill

4. Other patients without potentially life-threatening symptoms or vital signs

5. Care Processes:

a) Wound management including suturing

b) Short-term IV fluid resuscitation

c) Short-term Oxygen delivery

d) Oral medications (select)

e) Short-term fracture/ musculoskeletal injury management

f) Bronchodilator Therapy/ Peak Flow assessment 

6. Non-narcotic prescription authorization  
E. To offload inpatient volume.

1. Patients with IV antimicrobial needs without many additional medication/laboratory needs.

2. Post-surgical patients anticipated for hospital discharge within 48 hours.

3. Patients who are homeless/ or who have inadequate home situations and whose medical conditions would have allowed for discharge if their home situation were more functional.

4. Patients ready for discharge and awaiting a vacant bed at a long-term care facility or skilled nursing facility.

5. Patients who would normally be admitted primarily for IV antimicrobials and monitoring to insure their condition does not worsen and who are expected to be discharged within 48-72 hours (e.g. patient with diabetes and moderately severe cellulites without sepsis).

6. Patients who are dying and for whom no advanced interventions are available or deemed appropriate.

7. Care Processes:

a IV fluid resuscitation

b IV antimicrobial administration 

c IV symptom relief (e.g. antiemetic)

d Oral medications (select)

e Traditional inpatient Physical Therapy

f Oxygen delivery (if possible can expand above patient qualifications)

g Laboratory

h Radiology

F. Special Populations Considerations:

1. Pediatrics will be treated to age “zero”

2. Prisoners will be treated with appropriate security escort present.

3. Translators and culturally sensitive services will be utilized as time and the situation permits.
4. Palliative care and mental health services will be available.

G.   Point of Distribution Operations (POD):
1. Staff, supplies, and resources may be transitioned on order of the Local Health Officer to provide mass dispensing or mass vaccinations in support of a strategic health plan.  

2. At a minimum, the 250 bed ACF will be divided into 3 different Points of Distribution (PODS) to conduct such exercises.

H. Partnerships

1. ACF development, staffing and operational readiness is a function of the Public Health Seattle-King County Preparedness section in association with the following organizations:

2. Hospital Strategic Planning Group – Healthcare Coalition

3. Public Health Seattle-King County

4. King County Medical Examiners Office
5. Seattle Police Department

6. Seattle Fire Department

7. Bellevue Fire Department

8. Preparedness Staff, Seattle Center
III. Definitions (see Glossary in Appendix X) 
IV. Assumptions

A. A catastrophic event, natural or man made, has occurred with resultant medical needs that exceed the normal surge capacity of existing regional healthcare facilities.

B. In the event of a pandemic influenza, approximately 30% of the population will be directly affected.  Manpower staffing issues may be the limiting factor for ACF capability.  Local hospitals will be fully occupied and may have difficulties sustaining their workforce limiting the support they could provide the ACF

C. Some State and Federal Regulations will necessarily be waived following an emergency declaration (such as in state medical licensure requirements)

D. No medical personnel or law enforcement resources beyond local assets will be available for the first 48-72 hours.

E. At all levels of activation, the ACF will provide an Urgent Care capability in order to stabilize and evacuate as required.

V. Concept of the Operation:  

Under normal conditions, providers are responsible for employing appropriate health and medical resources and responses to improve the health status and/or save the life of an individual patient. However, during a healthcare surge, the standard of care will shift from focusing on patient-based outcomes to population-based outcomes.  According to a report by Health Systems Research Inc., Altered Standards of Care in Mass Casualty Events, (an AHRQ Publication, April 2005), providers should anticipate “a shift to providing care and allocating scarce equipment, supplies and personnel in a way that saves the largest number of lives in contrast to the traditional focus on saving individuals.”  

To accomplish this goal, Public Health Seattle-King County will preposition equipment and supplies, preregister and credential medical volunteers, preselect viable public facilities to utilize as ACFs, enter into formal agreements with public facilities to act as an ACF, identify and secure pharmaceuticals, train and evaluate staff, establish and operate an ACF and evaluate overall functionality.

A. Coordinating Instructions:
1. The authorization to set up an Alternate Care Facility will reside with the Local Health Officer (LHO).  The Local Health Officer will be in communication with executives from our local hospitals and healthcare agencies as part of the Multi Agency Coordinating group (MAC).  The ACF will activate only when an emergency has been declared and an emergency declaration number obtained from the State Department of Health.
2. The Alternate Care Facility Program Manager will identify and develop floor plans for no less than 2 sites in each of King County’s fire response zones in which to establish a 250 bed facility.  Each site chosen will have a specific binder created with the following documented, photographed and tested:
a. Power generation capability

b. Emergency vehicle access

c. Access to kitchen facilities

d. Road access

e. Security Assessment (Appendix J)
f. Adjacent or Local Medical Care Facilities identified

3. The Public Health Seattle-King County Volunteer Management System Program Manager is responsible for recruiting, credentialing, and developing Just-In-Time (JIT) training for volunteer staff.  The VMS Manager will recruit and fill positions in support of our ACF deployment plan.  Likewise the program manager will also recruit those professions identified in the Emergency System of Advanced Registration of Volunteer Health Professionals (ESAR-VHP).  Further this position will be responsible for the following:

a. Credentialing & Volunteer Management (Appendix C)
b. Liability Protections (Appendix L)

4. Public Health Seattle-King County Program Manager in coordination with the Logistics Manager will be responsible for the development and readiness of the following:

a. Signage (Appendix S) 
b. Medical Equipment (Appendix E)
c. Food Operations (Appendix K)
d. Memorandums of Agreement (Appendix Q)
e. Security Planning (Appendix J)
f. Floor Plans (Appendix F)

g. Communications (Appendix D)
5. The Medical Director for the Alternate Care Facility will work with the clinical committee to develop, implement and maintain the following:

a. Pharmaceutical Plan (Appendix R)

b. Formulary (Appendix W)

c. Discharge Planning (Appendix D)

d. Pediatric Care (Appendix H)

e. In-Patient Processing (Appendix I)

f. Mortuary Affairs (Appendix M)

g. Out-patient Services (Appendix O)

h. Palliative Care Plan (Appendix P)

i. Forms (Appendix U)

6. The ACC Planning Chief will support the operation by conducting ongoing planning and demobilization support as the incident or event matures and develops.  Internal to the ACF, the Planning Chief will coordinate with the site incident commander and the ACC Planning Chief to meet the needs on scene.

B. Support Roles
1. Finance will be coordinated through the activated Emergency Operations Center (EOC) or Area Command Center (ACC) Finance Branch Chief.
2. Liaison personnel will coordinate with the Incident Commander on scene.  Primary responsibilities include the coordination of non medical logistical support such as:
a. Security

b. Facility use, such as laundry or kitchen

c. Safety

d. Public Information

e. EMS Liaison

f. City EOC Liaison

VI. Command and Control
A. Chain of Command (See Appendix B)
1. The Chain of Command will be NIMS compliant with some modifications to reflect the Hospital Incident Command System (HICS) structure (Appendix B).

2. Decision making authority resides with the Incident Commander on scene.  The Incident Commander will also fill the role of Operations Chief in the Area Command Center structure for Public Health, reporting to the Area Commander, fig. 1,  as Public Health Seattle-King County ICS will focus on providing Logistical and Planning support to the field operation.
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Figure 1.  Public Health Seattle-King County Preparedness Structure

3. Liability and limitation protections are mandated by the Federal PREP Act.  Further, Washington Administrative Codes and Emergency worker registration provide significant protections to volunteer and registered workers in the event of a disaster.  (See the Prep Act in Appendix L.)
B. Staffing 

1. An ACF will have minimal professional health care staffing.  (See Appendix B) It is recommended that for each 120 patient increment, two professional health care staff be assigned (MD, PA, NP, RN, LPN), to rotate 12 hour shifts (with a third professional available for substitution).  Professional staffing should not be drawn from hospitals; all hospital care providers will be used to maximally expand care in the hospital where care will be superior to that provided in an ACF.  Sources of professional staff include licensed personnel who are retired, administrative or who are not employees of a local hospital. 

2. All other staff at an ACF can be non-professional staff.  The number of non-professional staff needed will depend on the patient load, but must be sufficient to provide care consistent with minimum ethical standards.  Volunteers working in pairs will be expected to care for 40 individuals per two person team (staffing ratio 1:20).   This will require a minimum of 12 volunteers per 24 hours (plus alternates) for each 120 patient unit, with all staff working 12 hour shifts.  The facility director will communicate with incident command and the local hospital regarding his or her assessment of the facilities capability of exceeding the 1:20 ratio.  In the absence of any alternative (e.g., no additional ACF can be used or created), the director may expand care to greater than 1:20, but must determine the point at which the facility can no longer expand care.  All volunteers should be registered with state workers compensation.  All volunteers will be considered employees of SKCPH for the purposes of liability protection.     

3. Job Action Sheets for each position provide basic guidance and responsibilities (Appendix Z).
C. Infection Control measures will be in place as per Appendix Y.
D. Medical Protocols will be followed by all volunteers and staff members as published in Appendix Y of this document unless otherwise directed by the Medical Director on scene or his/her superior medical officer within the ICS command structure.

VII. Conclusion.

This plan will be reviewed and updated annually by the Program Manager responsible for Preparedness Health and Medical Operations.  Follow on signature pages may be added as needed.
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