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Section 3 - Leadership and Direction of the Emergency Management Program

A.
Overview
This step is concerned with establishing leadership, direction and administration of the Emergency Management Program (EMP).  Components of this step include creation of an oversight or advisory committee; designation of staff to manage the EMP on a day-to-day basis; defining the role of the healthcare organization in the community-wide EMP; and, setting goals and objectives and developing an annual schedule of activities that fulfill these objectives.  These goals and objectives are, in part, based upon the recommendations for corrective action for issues identified in past exercises or from actual emergencies.

B.
Related Standards
1.
The Joint Commission.
a.
EC 4.11, Managing the Consequences of Emergencies

1)
The organization’s leaders (including the administrator, the medical director, the nursing leader, and other clinical leaders) actively participate in emergency management planning.  

b.
EC 4.20, Exercises
19)
The strengths and weaknesses identified during exercises are communicated to the multidisciplinary improvement team responsible for monitoring environment of care issues. 

2.
Department of Homeland Security, National Incident Management System (NIMS).
· Adopt NIMS throughout the healthcare organization including all appropriate departments and business units.  (Established 2007, required 2008)
· Ensure Federal Preparedness awards support NIMS implementation (in accordance with the eligibility and allowable uses of the awards).  (Established 2007, required 2008)

· Apply common and consistent terminology as promoted in NIMS, including the establishment of plain language communications standards.  (Established 2007, required 2008).
3.
National Fire Protection Association Standard 1600.
4.1
Program Administration.  The entity shall have a documented program that includes the following:  

(1)
Executive policy including vision, mission statement, roles and responsibilities, and enabling authority.
(2)
Program goals, objectives, and method of program evaluation.
(3)*
Program plan and procedures.

(4)
Applicable authorities, legislation, regulations, and/or industry codes of practice.
(5)
Program budget and project schedule, including milestones.
(6)
Records management practices.

4.2*
Program Coordinator.  The program coordinator shall be appointed by the entity, and authorized to administer and keep current the program.

4.3*
Advisory Committee.

4.3.1*
An advisory committee shall be established by the entity in accordance with its policy.

4.3.2
The advisory committee shall provide input to or assist in the coordination of the preparation, implementation, evaluation, and revision of the program.

4.3.3
The advisory committee shall include the program coordinator and others who have the appropriate expertise, knowledge of the entity, and the capability to identify resources from all key functional areas within the entity and shall solicit applicable external representation.

5.1*
General.

5.1.1
The program shall include the elements given in Sections 5.2 through 5.16, the scope of which shall be determined by the impact of the hazards affecting the entity.

5.1.2*
The program elements shall be applicable to prevention, mitigation, preparedness, response, and recovery.

5.2
Laws and Authorities.

5.2.1*
The program shall comply with applicable legislation, policies, regulatory requirements, and directives.

5.2.2*
The entity shall implement a strategy for addressing the need for revisions to legislation, regulations, directives, policies, and industry codes of practice.

5.16*
Finance and Administration.

5.16.1*  The entity shall develop financial and administrative procedures to support the program before, during, and after an emergency or a disaster.

5.16.2
Procedures shall be created and maintained for expediting fiscal decisions in accordance with established authorization levels and fiscal policy.

5.16.3
The procedures shall include the following: 

(1)
Establishment and definition of responsibilities for the program finance authority, including its reporting relationships to the program coordinator.
(2)
Program procurement procedures.
(3)
Payroll.
(4)
Accounting systems to track and document costs.
(5)*
Management of funding from external sources.

4.
Department of Homeland Security, Continuity of Operations Planning (COOP).
a.
Delegations of Authority.  To ensure rapid response to any emergency situation requiring COOP plan implementation, agencies should pre-delegate authorities for making policy determinations and decisions at headquarters, field levels, and other organizational locations, as appropriate.  These delegations of authority should:

1)
Identify the programs and administrative authorities needed for effective operations at all organizational levels having emergency responsibilities.
2)
Identify the circumstances under which the authorities would be exercised.
3)
Document the necessary authorities at all points where emergency actions may be required, delineating the limits of authority and accountability.
4)
State explicitly the authority of designated successors, referred to in paragraph 10d, to exercise agency direction, including any exceptions, and the successor’s authority to re-delegate functions and activities as appropriate.
5)
Indicate the circumstances under which delegated authorities would become effective and when they would terminate.  Generally, pre-determined delegations of authority would take effect when normal channels of direction are disrupted and would terminate when these channels have resumed.
6)
Ensure that officials who may be expected to assume authorities in an emergency are trained to carry out their emergency duties.
7)
Specify responsibilities and authorities of individual agency representatives designated to participate as members of interagency emergency response teams.

b.
Orders of Succession.  Agencies are responsible for establishing, promulgating and maintaining orders of succession to key positions.  Such orders of succession are an essential part of an agency’s COOP plan.  Orders should be of sufficient depth to ensure the agency’s ability to perform essential functions while remaining a viable part of the Federal Government through any emergency.  Geographical dispersion is encouraged, consistent with the principle of providing succession to offices in emergencies of all types.  Each agency should:

1)
Establish an order of succession to the position of Agency Head.  A designated official serves as acting head of the agency until appointed by the President or relieved.  Where a suitable field structure exists, appropriate personnel located outside the Washington, DC, area should be considered in the order of succession.
2)
Establish orders of succession to other key headquarters leadership positions.
3)
Establish, for agencies organized according to the standard Federal regional structure, an order of succession to the position of regional director or equivalent.
4)
Identify any limitation of authority based on delegations of authority to others.
5)
Describe orders of succession by positions or titles, rather than names of individuals.
6)
Include the orders of succession in the vital records of the agency.
7)
Revise orders of succession as necessary, and distribute revised versions promptly as changes occur.
8)
Establish the rules and procedures designated officials are to follow when facing the issues of succession to office in emergency situations.
9)
Include in succession procedures the conditions under which succession will take place; method of notification; and any temporal, geographical or organizational limitations of authorities.
10)
Assign successors, to the extent possible, among the emergency teams established to perform essential functions, to ensure that each team has an equitable share of duly constituted leadership.
11)
Conduct orientation programs to prepare successors for their emergency duties.

C.
Definition
The Emergency Management Committee (EMC) is a committee established by an organization that has the responsibility for the Emergency Management Program oversight within the organization.  As such, the committee would normally have the responsibility to ensure the overall preparation, implementation, evaluation and currency of the EMP. 

D.
Important Additional Reading

Emergency Management Principles and Practices for Health Care Systems:

Unit One: The Emergency Management Program, Pages 1-79 to 1-120

Unit Five: Appendices, (Glossary of Terms), Pages 5-1 to 5-65

Available at www.va.gov/emshg
E.
Roles and Responsibilities
Roles and Responsibilities of Key VISN and VAMC staff in Emergency Management Program development are explained below:

1.
Clarification of Roles and Responsibilities.  Before describing the nine steps to establish a successful Emergency Management Program (EMP), a clarification of roles and responsibilities may be useful.

a.
Veterans Integrated Service Network (VISN) Director - The Network Director shall be responsible for the development, coordination, implementation and evaluation of a Network-wide EMP.  This program includes:

· Response to all hazards, threats and events that adversely affect VHA facilities within the Network, including Outpatient Clinics and Consolidated Mail Outpatient Pharmacies (CMOPs).

· External response plans [i.e., VA-DoD Contingency Plans, National Disaster Medical System (NDMS) and the National Response Plan (NRP)].

b.
Area Emergency Manager - The Area Emergency Manager (AEM) serves as a consultant to both Network Directors and Medical Center Directors for the purpose of developing EMPs.  The AEM should also assist with education, exercises and external coordination.

c.
VISN Emergency Program Coordinator (EPC) - The VISN EPC reviews and evaluates the EMP at all facilities within the Network.

d.
Medical Center Director - The Medical Center Director is responsible for the development and implementation of an EMP that addresses all facilities under the control of the Medical Center.  The Director must:

· Designate an Emergency Program Coordinator (EPC) (also referred to as Emergency Preparedness Coordinator and Emergency Management Coordinator).
· Establish an Emergency Management Committee (EMC).

· Define and approve the role of the Medical Center in the community during emergencies.

· Ensure that the EMP addresses internal and external hazards, threats and events.

e.
Associate Director or Equivalent - The Associate Director or other top management operation official shall serve as Chairperson of the EMC.

f.
Chief of Staff - The VA Medical Center (VAMC) Chief of Staff (COS) is responsible for the development, endorsement, training and implementation of clinical guideline protocols for the EMP.  The Chief of Staff must:

· Establish a workgroup of healthcare providers to review and edit, as appropriate, medical treatment and triage procedures contained in this guidance to meet the needs of the VAMC.

· Endorse all clinical treatment protocols distributed to VAMC healthcare providers, addressing the delivery of patient care during an emergency.

· Ensure that healthcare providers receive the required educational training specific to various types of emergency situations; such as, blast injuries, crush injuries, human events, nuclear/biological/chemical injuries and mass casualty triage.

· Ensure that the Emergency Operations Plan (EOP) addresses the medical chain-of-command to use during the emergency situation.

· Ensure appropriate safety measures are utilized to protect employees, staff and visitors within the VAMC.

· Review, approve and endorse the mass-distribution of materials (e-mail, brochures, etc.) within the VAMC related to medical management of an emergency event.

· Maintain coordination of emergency medical activities with the Network Director or Medical Director, other VISN Chiefs of Staff (COS), and the VISN Healthcare Advisory Committee.

· Review and endorse Memoranda of Understanding (MOUs)/sharing agreements for medical resources, supplies, medical care and alternate treatment sites.

· Ensure compliance with all medical treatment-related regulatory requirements [e.g., Emergency Medical Treatment for Active Labor Act (EMTALA) and Consolidated Omnibus Budget Reconciliation Act (COBRA)].

g.
Key Operations Managers - Key Operations Managers have responsibilities for broad control of systems and operations of the facility (i.e., Chief of Engineering, Chief of Acquisition and Materiel Management, Chief of Security, etc.).

h.
Emergency Program Coordinator (EPC) - The Emergency Program Coordinator (EPC) is the individual responsible for coordinating with the AEM, the staff within the VAMC, and the community and regulatory agencies.  On a day-to-day basis, the EPC is responsible for ensuring that the EMP complies with all applicable regulations and standards.  This position is typically assigned to the Facility Safety Officer, the Chief of Safety or the Chief of Facilities.

i.
Operating Unit Managers - The Operating Unit Managers are responsible for participating in the EMP, including planning, training and implementation during drills, exercises and actual threats/events.

2.
Committee Membership.  The membership of the Facility EMC should be specified in the EMP, and should include:

a.
Chairperson (Associate Director)
b.
Emergency Program Coordinator (EPC)

c.
Representative from:

· Physicians

· Nursing

· Infection Control

· Facilities Engineering

· Safety/Industrial Hygiene

· Acquisition and Materiel Management

· Fiscal

· Police

· AEM (if available)
· Critical Operating Unit Managers
3.
Committee Functions.  The EMC should report to, or have a very close liaison with, the Facility Safety Committee.  The functions of the EMC include:

a.
Define the role of the VAMC in the community-wide emergency management program.

b.
Conduct Hazard Vulnerability Analyses (HVA) to address all hazards that could threaten the facility.

c.
Develop Standard Operating Procedures (SOPs) that address hazards identified in the HVA. 

d.
Develop Continuity of Operations (COOP) procedures.

e.
Develop the hospital-wide Emergency Operations Plan, and coordinate it with other healthcare organizations in the community-wide emergency management program.

f.
Assign roles and responsibilities of Operating Unit Managers and Key Operators/Managers included in the EMP.

g.
Oversee the development and maintenance of the EMP.

h.
Ensure that all employees have received appropriate training as required by the EMP.

i.
Conduct an annual evaluation of the effectiveness of the EMP.

j.
Keep an updated Key Personnel Resource Matrix.  The matrix should contain the names and telephone numbers of contacts for Operating Units/Critical Activities, back-up contacts and location of information sources.  An example of the Key Personnel Resource Matrix is included in this section as Enclosure 3-1.
k.
A timeline can be used to track progress toward completion of EMC responsibilities.  A sample Timeline for the Development of an Emergency Management Program is included as Enclosure 3-2.
F.
Healthcare Ethics and the Emergency Management Program

(Note:
This section contains information on healthcare ethics.  For additional information or clarification, you may contact Linda H. Williams, M.D. via the VA Global Address in Outlook, or your local Integrated Ethics Program.  The VHA National Center for Ethics in Health Care contributed to this document and may be contacted at vhaethics@va.gov.
1.
General.  Emergency preparedness for all hazards is now widely recognized as “the right thing to do” following September 11, 2001.  Past editions of the VHA Emergency Management Program Guidebook (EMPG) have laid a firm foundation for this preparedness.  This 2008 VHA Emergency Management Program Guidebook update includes this inaugural section on Healthcare Ethics and the Emergency Management Program.  It is anticipated that future editions will expand on this beginning discussion.  


In disaster guidelines, policies and laws form planning, drills and education to minimize damage and loss of both persons and property.  However, such pre-event exercises and written documents are not always a sufficient basis for the difficult decisions that must be quickly confronted when the worst occurs.  What do you do when the rules and regulations do not cover the situation or appear to conflict, and you must make a crucial decision that will impact the outcome for patients, the Medical Center, and perhaps the community and your job?  How do you respond when you must make a choice that will determine which patient lives or dies?  What do you do when the rules and regulations are clear, but violate your basic and strongly held moral beliefs?  Do you go to work when a pandemic influenza with an exceptionally high fatality rate invades your community; your family is staying home; but your absence from work will strain hospital resources and possibly compromise patient care delivery?  What compensation is planned for employees who continue to work in hazardous situations and suffer illness or death in spite of the use of available protective measures?  How are resources allotted to emergency planning for “what if” scenarios when daily healthcare needs are competing?  In what circumstances can a person refuse decontamination?


In anticipation of such challenges, disaster preparedness must also include ethical processes and frameworks that can assist in resolving value conflicts that arise within the context of the Emergency Management Program.  Thus, a brief discussion of some basic ethics has been included in this edition.  This section will begin to address the values, principles and processes that can help guide ethical decision making.  This section is not legal guidance, and does not supersede local policies or authorities.  It also does not abrogate individual responsibility in making decisions.  This section is intended to guide VHA planners in consideration and discussion of ethically troubling situations ahead of time, so that one may begin to examine relevant ethical values before an actual emergent situation occurs.


For assistance with specific decisions, or for further discussion of these issues, please contact the ethics consultation service or the Integrated Ethics Program at your facility.  An additional resource for the Medical Center Integrated Ethics Program is the VISN Integrated Ethics Advisory Board.  For issues that need to be addressed still further, the Ethics Consultation Service of National Center for Ethics in Health Care may be contacted.  


Please note that the terms disaster and emergency are used interchangeably in this section.

2.
Ethical Leadership in Emergency Planning and Response.  VHA leaders serve as public servants, healthcare providers, and managers.  The ethical values and practices inherent within each of these roles must be maintained to the fullest extent possible throughout emergency planning and response. 

· VHA leaders as public servants are responsible for maintaining the public trust, placing duty before self-interest, and managing resources responsibly.

· VHA leaders as health care providers, have a fiduciary obligation to meet the health care needs of individual patients in the context of an equitable, safe, effective, accessible, and caring health care delivery system.

· VHA leaders as managers are responsible for creating a workplace culture based on integrity, accountability, fairness, and respect.  They must ensure that staff throughout the organization is supported in their adherence to high ethical standards.


The leadership decision-making process should be:

· Informed and Participatory:  Collect the full range of facts that bear on a given decision and understand the perspectives of those involved in the decision and those who will be affected by it.

· Values-based:  Weigh options carefully in relation to important organizational and social values, such as fidelity to mission, fairness, stewardship, proportionality, and reciprocity.

· Beneficial:  Weigh the short- and long-term consequences, both positive and negative, and make sure that the benefits of the decision outweigh potential harms.

· Systems-focused:  Examine and address underlying systems issues that may cause or contribute to ethical concerns.

· Reasonable:  Ensure that decisions rest on a defensible decision-making process and sound reasoning.

· Transparent:  When communicating final decisions, explain how the decision was made, who was involved in making it and the reasoning behind it.

3.
Basic Ethical Values and Principles in Public Health and Clinical Medicine.  An Emergency Preparedness Program must consider events of all magnitudes.  A small event that can be managed within the scope of usual care and emergency response is not, in most cases, anticipated to produce major ethical dilemmas (e.g., determining how to allocate scarce life-saving resources; determining how to achieve public health goals in a way that will minimize restrictions on individual liberty).  However, when the emergency becomes a Mass Casualty Event (MCI), or results in an overwhelming surge of patients and a shortage of resources, clinical providers and hospital leadership may confront daunting decisions involving difficult choices not encountered in the usual provision of medical care.  In such circumstances, conflicts of value may arise.  Anticipating and understanding the moral values that may come into conflict or tension and establishing clear protocols where possible, will help to ensure that difficult decisions are made transparently and equitably, and in a rational and calm manner.

One potential point of conflict that must be recognized in any public health emergency occurs when leadership determines that it is necessary to shift the goal of medicine from a focus on the health of individuals to a focus on the overall health of the public (that is, the utilitarian principle of the greatest good for the greatest number).  In such cases when public health standards of care supersede normal standards of care, public health ethics will supersede the standard priorities of clinical ethics that providers follow on a daily basis.  Most providers have not practiced in such a situation, and the transition may be difficult for many.  In such a time of crises, it will be essential for providers and leadership to work together for the good of the patients, staff, institution, and country.  An examination of the foundational principles of clinical and public health ethics in advance of a crisis can help create solidarity and mitigate value conflict.  Pre-event education for hospital personnel regarding these values and the potential shift during an event is indicated as a mitigation strategy and an important aspect of preventive ethics. 

In public health ethics, it is generally recognized that the health of the community should be achieved in a way that respects the rights of individuals in the community.  Strategies for maximizing overall health and survivability, in other words, should be based on decision and implementation processes that are:

· Transparent:  Commitment to ensuring that there is openness and stakeholder participation in decision processes. 

· Fair:  Commitment to ensuring that decisions are consistent, unbiased, and based on reasons that stakeholders can agree are relevant.

· Proportional:  Commitment to ensuring that actions are proportionate to the situation and do not exceed what is necessary to achieve a defined objective.

In clinical ethics, four basic principles are recognized as foundational:

· Do no harm, also known as Non-maleficence.

· Do good, also known as Beneficence.

· The right of the capable patient to make decisions for himself, also known as Autonomy.

· Justice, as fairness or equity.  [In circumstances of disaster, the concepts of distributive justice (fair, equitable and appropriate distribution of resources according to accepted standards) and participatory justice (meaningful involvement of stakeholders and stakeholder values in standard setting) are especially relevant.]

In disaster situations, healthcare leaders and providers will be confronted with challenges to these principles.  A brief and by no means complete list of challenges is identified in Table 3-1.  In meeting the challenge of emergency management, an overarching principle of procedural ethics is the principle of veracity or truth-telling.  As emphasized in all guidance for emergency communication, leaders should provide honest and frank education on potential situations and response plans, avoiding extremes of excessive pessimism or optimism.  During an emergency event, leaders should maintain open and honest discussions and information-sharing to the fullest extent circumstances allow.  When information-sharing must be limited, leaders should disclose the reason for the limitation, and when and how the information will be made available.

Table 3-1:  Ethically-Informed Disaster Planning and Response

	Principle
	Ethical Challenges
	Strategies to Plan for and Respond to these Ethical Challenges

	Non-maleficence

(Do no harm)


	Threat of personal safety or inadequate institutional support may challenge a provider’s duty to care and the obligation of non-abandonment.  (How should I meet my competing obligations to family and to my patients?)

Limited resources (time, personnel, and supplies) may mean that patients cannot get the care that they want or need.

(Is it justifiable to give patients expired medicines when no others are available? How can we make sure that dying patients receive adequate palliative care?)


	Pre-event:
· Plan, prepare, and drill realistically.

· Initiate educational discussion groups to review hard ethical choices that may arise in various scenarios.

· Identify institutional support mechanisms that will enable staff to come to work and educate staff about them. (Encourage or provide preventive health measures, educate re. appropriate personal protective equipment  develop supportive communication pathways for information flow during times of restricted movement, encourage/ develop alternative family care facilities (child and elder care), define and develop appropriate indemnification mechanisms.)
· Develop alternate supply and staffing plans.

· Develop altered standards of care.

· Develop liaison and dialogue with facility Ethics Committee.

Event:

· Activate alternative supply pathways and staffing plans.

· Implement altered standards of care.

· Activate support mechanisms



	Beneficence

(Do good)


	Limited resources (time, personnel, supplies) may mean that patients cannot get the care that they want or need.

(What do I do if a patient demands access to a ventilator that is not available?)  
	

	Autonomy

(Personal liberty)


	Public health and safety issues or national security may require limits on liberty.

Privacy may be limited.

Options for care may be severely limited.

(How can I be sure that quarantine is appropriate? Am I justified in reporting a patient’s illness status to Public Health authorities over his objection?  Must I obtain informed consent when doing so will limit the care I am able to provide to another patient?) 
	Pre-event:

· Public/patient education to let people know that they may lose some normal medical liberties/privacy as part of the medical response to a disaster. 

· Training of all providers and other specified personnel on:

1)  Definition, assessment, and documentation of decision-making capacity, and 

2)  Respect for autonomy in normal and disaster situations, with recognition of limitations in certain situations.

Event:

· Interact with persons professionally with respect and allow choices to the extent possible, and explain limitations that must be imposed for public safety.

· Use least restrictive means to implement public health, safety or national security measures.

· Restrictive measures must be based on 

· reasonable scientific evidence of effectiveness

	Justice

(As fairness or equity in allocation and participation)


	· Limited resources (time, personnel, supplies) may mean that patients cannot get the care that they want or need.

· Staff is faced with hard choices about allocation of limited resources.

· Resistance and other barriers to community involvement in the development of guidelines and protocols may be encountered.  

· Inclusion of a sufficiently broad representation of stakeholders to avoid unrecognized bias (personal or institutional) is needed.  
	Pre-Event:  

· Develop resource allocation protocols based on standards of reasonableness, equity, and transparency. This will allow for consistent, unbiased decision-making.

· Involve employees and the community in development or discussion of protocols.

· Educate employees and the community on standards used for allocating resources in disasters.

· Establish scare resource allocation and triage teams.

Event:
· Activate scare resource allocation and triage teams. 

· Apply pre-established and publicized allocation guidelines or protocols to promote uniformity. If this is not possible, disclose the change with a justification and explanation.



The goal of this section is to promote explicit integration of ethical principles into practices related to hospital emergency preparedness programs.  


Pandemic influenza planning provides an example of how ethical issues may be incorporated into decision-making.  Such an approach may be adapted for discussion of healthcare ethics in other emergency preparedness scenarios.  Select resources on this and related topics include:

a.
Joint Centre for Bioethics. Pandemic Influenza Working Group. Stand on Guard for Thee. Joint Centre for Bioethics. University of Toronto. 2005.  Available at http://www.utoronto.ca/jcb/home/documents/pandemic.pdf.

b.
National Center for Ethics in Healthcare and the Office of Public Health and Environmental Hazards of the Veterans Health Administration.  VA Staff Discussion Forums on Ethics Issues in Pandemic Influenza Preparedness.  Available at http://www.ethics.va.gov/ETHICS/activities/pandemic_influenza_preparedness.asp.
c.
Verweij, Marcel. Equitable access to therapeutic and prophylactic measures.  WHO Working Paper, Working Group One: Project on Addressing Ethical Issues in Pandemic Influenza Planning. October 20, 2006.  Available at http://www.who.int/ethics/influenza_project/en/index.html.
d.
Wynia MK.  Ethics and public health emergencies:  Encouraging responsibility.  Am J Bioeth. 2007;7(4):1-4.

4.
Suggested Scenarios for Consideration and Open Discussion.

a.
Your hospital can safely decontaminate 20 persons, and 100 suddenly arrive severely contaminated with a deadly toxin.  Who do you decontaminate first, assuming that many or most of the others will sustain irreversible injury or death?

b.
A pandemic influenza outbreak in your community has filled all the community hospital beds with very ill patients, and resulted in infection of 200 of the 600 employees in your Medical Center.  Of these infected personnel, 100 have died, a number of whom were your friends.  Your children and wife are at home because schools are closed.  Additional workers are unavailable in the community, and you are asked to remain on duty to help with hospital operations in this dire situation.  Do you remain on duty?

c.
A radiological dispersal device (“dirty bomb”) has detonated in the community, and 500 victims present to your Emergency Department.  How does your Medical Center respond to those who are not veterans?

d.
Your Emergency Department has been notified of a chemical event in the community, and is locked down until the Decontamination Team can set up to receive casualties.  Five people suddenly appear banging on the Emergency Department door and screaming in pain.  You can see bloody and blistered skin covering their faces.  Although the Decontamination Team is on site, they have not yet fully donned their Personal Protective Equipment.  Two people in the Emergency Department begin yelling for someone to help the people outside and start toward the door.  What do you do?

5.
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G.
Enclosures

3-1.
Sample Key Personnel Resource Matrix.
3-2.
Sample Timeline for the Development of an Emergency Management Program.

















































































































3 - ii


3 - i

