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1 Purpose
According to OSHA, a hazardous substance is “any substance to which exposure may result in adverse effects on the health or safety of employees. This includes substances defined under Section 101(14) of CERCLA; biological or disease-causing agents that may reasonably be anticipated to cause death, disease, or other health problems; any substance listed by the U.S. Department of Transportation as hazardous material under 49 CFR 172.101 and appendices; and substances classified as hazardous waste.” 
The purpose of this Insert Facility Emergency Operations Plan (EOP) Hazardous Material Incident (Code Orange) Annex is to establish emergency procedures for response to any hazardous material spill/release of Chemical, Biological, Radiological, Nuclear, and Explosive (CBRNE) event(s) and unknown materials affecting the facility.  A hazardous material spill/release is an unexpected release into the environment (internal or external to the facility), either accidental or deliberate, that has the potential to cause injury or illness, may result in further risks such as an explosion, and may result in exposure to a potentially toxic substance that exceeds state or federal exposure limits, or may harm the environment.  Some substances and situations can create potentially dangerous or deadly circumstances very quickly, and may require immediate activation of Incident Response Plans.  Specific procedures for response to a hazardous material spill/release, which may be termed Code Orange, will help identify risks of contamination while protecting staff and the facility.  This plan specifically establishes policies:

· To identify unsafe exposure conditions, safely evacuate an area, and/or protect others from exposure within the health care facility or on its grounds, due to hazardous materials spill/release.  

· To ensure hazardous materials and waste used within the health care facility are handled and managed according to applicable regulation.

· To identify facility worker safety and training for hazardous materials response, including approved trainings, appropriate personal protection equipment, and medical monitoring.  

· To provide decontamination and care to victims of hazardous materials. 

· To perform demobilization, including decontamination and proper disposal of exposed area and materials, in order to restore safety of the environment and normal hospital operations.
2 Policies
2.1 Plan Maintenance
In order to ensure the plan is effective, certain aspects of the plan must be maintained.  Insert Facility’s emergency planner is responsible for conducting a scheduled review of the protocol annually to ensure plan continues to be compliant with regulations including Hazardous waste operations and emergency response. - 1910.120 and periodically if common changes can impact employee safety.  Updates should be coordinated with the hospital’s emergency programs and the hospital’s departments.  In addition, planning should include relationships with the community’s emergency management and response agencies.  These updates should maintain compliance with all OSHA health and safety standards and other regulations.
The Insert Facility’s notification and response procedures for emergencies are available in every hospital department and building.  In the event the Annex is modified, the updated procedures will be provided to every hospital department and building.  

Local Insert County Emergency Manager will be responsible for keeping a copy of up-to-date protocols and must be notified by hospital if significant changes or alterations could impact implementation of Insert Facility protocol.  
2.2 Facility Operations

Hazardous materials and waste within the health care facility should be handled and managed according to facility hazardous waste protocol minimizing their impact on the environment.  The hospital has conducted a hazard and vulnerability analyses of the facility.  OSHA requires that to protect the health and safety of all employees they shall be informed about potential hazardous substances within the workplace.  That includes providing them with unrestricted access to information on these hazards normally contained in Material Safety Data Systems (MSDS) that must be readily available at all times.  
The primary concern during a hazardous materials incident is the protection of the facility’s physical environment and protection of persons (patients, staff, and visitors) in immediate danger.  It is the practice of Insert Facility to activate hospital procedures to evacuate or shelter-in-place when necessary to best protect persons and the facility.  It is also the practice of Insert Facility to modify the admission policy (limit or exclude) to the facility (partial or complete) until such time as area is rendered safe for patients, staff, and visitors. 
2.3 Training & Exercises
· Insert Facility Hospital Decontamination Team will be receiving first receiver training as outlined below.
· Insert Facility fit-testing of N95 and PAPR for designated staff is conducted annually according to 29 CFR 1910.134
· The Insert Facility hospital based decontamination unit (tent/shower/trailer) and equipment is tested annually by Hospital Decontamination Team.
· When applicable, training and exercising may include emergency management and other response agencies.  
2.3.1 First Responders and First Receivers Training
OSHA requires that employers train employees in the proper procedures they must follow to protect themselves from the risks of hazardous materials.  Often, this includes information on the appropriate level of PERSONAL PROTECTIVE EQUIPMENT to use, how to wear or use it, and where to get it (at no cost to the employee).  This is considered AWARENESS-LEVEL training. The personnel responsibilities to a hazardous materials incident will depend on their level of training and response role.
2.4 After Action

http://www.kansas.gov/kdem/hazards/hmenrg.shtml
In the event there is a release into the environment of a hazardous substance that exceeds the reportable quantity for that substance:

“In addition to the initial notification, SARA Title III, Section 304 (CFR 40 Section 355.40 (b)(3)(i)(ii)(iii)), requires that the owner or operator of a facility provide a written follow-up emergency notice as soon as practicable, within 7 working days, after the release has concluded. The follow-up notice(s) must:

· Update information included in the initial notification; 

· Provide information on 

· Actions taken to respond to and contain the release; 

· Any known or anticipated acute or chronic health risks associated with the release; 

· Advice regarding medical attention necessary for exposed individuals”
2.5 Form A Notification Form

http://www.kansas.gov/kdem/pdf/hazards/082102_formA.pdf

The Kansas Department of Emergency Management notification form:
“Kansas has developed a spill notification document called a "Form A"; this document is for hazardous materials incidents, accidental releases and continuous release notifications. It is recommended that industry, Emergency Managers and first responders maintain a copy of the "Form A" for reporting hazardous material release incidents, orphan drums (drums or containers of chemicals dumped at the side of the road), unknown spills, citizen complaints, etc. "Form A's" may be faxed into the Kansas Emergency Management (785) 274-1426 and the County Emergency Manager. Again note that the initial notification of a hazardous substance release must be made verbally via telephone, radio or in person. A copy of the "Form A" is attached to this guidance document, additional copies of the "Form A" are available upon request or via the KDEM web page: www.accesskansas.org/kdem/tech.htm. The "Form A" is a support document to the initial verbal notification. In addition, as of January, 2002, it may be updated and used as the written after action report for an incident, ONLY IF it is updated after the incident has concluded with all the information listed in the "After Actions Report Section". Note that the information pertaining to advice regarding medical attention necessary for exposed individuals must be attached separately to the "Form A."”
3 Code Orange Initial Activation
Many hazardous materials can create potentially dangerous or deadly circumstances very quickly.  In some incidents, a decision may need to be made to either evacuate or shelter-in-place. The facility may need to both react in a defensive manner to protect staff, patients, visitors and/or the facility, AND prepare to receive decontaminate, triage and treat potential victims of the incident.
3.1 Initial Decisions
Possible hazardous material incidents may be communicated to hospital by:

· Public announcement of external contaminant

· Emergency personnel arriving at an incident location (announced arrival)

· Hospital personnel reporting need for response to internal contaminant

· Recognition of possible exposure on the part of individual(s) who choose to seek medical assistance at (Facility Name) without the intervention of public safety agencies (unannounced arrival).  

If the ED clerk(s) or hospital personnel recognize a known or suspected hazardous material has occurred and contamination of area and/or victim(s) may be present the department staff should:

1. Use safe distancing from unknown substance and/or victims.

2. Restrict the area and take necessary precautions to protect fellow staff, patients, visitors and the facility.  

3. Contain victims in incident area until contamination is confirmed. Do not physically contact possibly contaminated victim(s), instead calmly direct victim to decontamination shower or designated area outside of the ED.  Calmly direct any person that came into contact with possibly contaminated victim(s) to this location.  
4. Notify charge nurse or area supervisor.

5. Area supervisor should notify Administrative Director, switchboard operator, security, and alert the 9-1-1 system.  When necessary, notify EMS of incident and any need to redirect ambulance traffic to specific entrance.  To notify the switchboard operator by calling the phone extension _____.  The following information about incident site and specifics should be given when applicable:

· Type and nature of incident, including:

a. Contaminate name or identity of the substance involved in the release;
b. Location of incident (External or Internal) and other agencies involved.

c. An indication of whether the substance is extremely hazardous;

d. An estimate of the quantity of any such substance released;

e. The time and duration of the release;

f. The medium or media into which the release occurred, e.g. air, soil, water;

· Any known number or anticipated acute or chronic health risks associated with the emergency, and where appropriate, advice regarding medical attention for the exposed individuals;

a. Location of victims(s) and estimated time of arrival (ETA).

b. Any signs and symptoms being experienced by victim(s).  Any additional information known about victims, including prior medical history or knowledge of victim decontamination in field.

· Proper precautions, as a result of the release, including evacuation or sheltering in place; and

· Caller’s ID and telephone number.

6. Allow First Receivers and/or First Responders on scene to isolate area and conduct formal assessment.  
4 Code Orange Notification & Communication (Internal and External)

4.1 Internal Notification & Communication

[image: image2]
The purpose of using the Code Orange notification is to quickly notify all hospital staff: 1) Of areas with unsafe working conditions; 2) To safely shelter-in-place or evacuate an area (if necessary), and/or 3) to take precautions to protect patients, visitors, staff, and themselves.  
4.1.1 Code Orange STANDBY
1.
If a hazardous material incident has been reported to switchboard operator as having the possibility of effecting hospital operations, but it has not yet been confirmed a Code Orange STANDBY will be implemented by placing all staff on STANDBY status. 
2.
The operator will communicate a Code Orange STANDBY with (Facility Name) employees through the following steps:

· Announce on overhead intercom paging system: “This is a Code Orange STANDBY; Located at _____________________. There are possible/ are NOT victims involved.  This is not a Drill.” (Repeat)

· Page the hospital staff listed below to prepare for response and/or lockdown. 
· Maintenance / (Phone Number)
· Security / (Phone Number) to restrict access to the site
· Administrative Staff / (Phone Number)
Paged staff should report to the Communications Center/Switchboard to obtain further information about the incident.  Staff will determine need to conduct assessment and determine the need to initiate a Code Orange STAT.
· Hospital employees should stay at hospital or report to _____ after shift work is complete during a Code Orange STANDBY until notice is given for a Code Orange ALL CLEAR.
1. Code Orange STAT:  If the Administrator or ED charge physician determines need for further response and the incident poses threat to the staff, patients, and visitors or to the facility the operator should announce a Code Orange STAT on the overhead page system.
2. Code Orange ALL CLEAR:  In the event there is no threat to the staff, patients, and visitors and to the facility the switchboard operator should be notified immediately and a Code ALL CLEAR should be made.  The operator should announce a Code Orange ALL CLEAR on the overhead page system.
4.1.2 Code Orange STAT
1. If hazardous material incident has been reported to switchboard operator as confirmed and need for response procedures to be initiated, a Code Orange STAT will be implemented. 
2. Code Orange STAT will be announced by Administrative staff or emergency personnel, who will notify the Switchboard. The following will be done:

a. The operator will announce on the overhead paging system: “This is a Code Orange STAT. Hospital Decontamination Team please respond to _____________________. This is not a Drill.” (Repeat) 
3. All Hospital Decontamination Team members will be contacted using the following emergency call-back list (list below or create separate attachment).

	Insert Facility Decontamination Operations Team

	Name
	Pager
	Work Phone
	Home Phone
	Certification Level

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


4. In the event a Code Orange STAT alert is given, the Hospital Incident Command System (HICS) will be implemented and the Hospital Decontamination Team shall respond immediately to perform site set-up and prepare for victim decontamination.  All Hospital Decontamination Team members will respond and be assigned to work areas according to the number of victims and type of exposure.  If staff members are not needed, those in direct patient care will be released to their regular work areas.  Departments are to cover patient care areas that are presently being filled by Hospital Decontamination Team members.  
5. Code Orange ALL CLEAR: When Incident Commander determines decontamination procedures can be discontinued, demobilization shall be issued.  Upon discontinuance of decontamination procedures and completion of site cleanup, the switchboard operator will be notified.  The operator will announce a Code Orange ALL CLEAR on the overhead paging system.

4.2 External Notification & Communication
1. The Insert Facility staff should ensure accuracy of information during event and disseminate information when needed to support agencies during the emergency.  When necessary, key points of contact may be alerted of emergency and throughout emergency by Liaison Officer.   Key points of contact may include:
· Fire/Rescue
· Local Fire/Rescue Department (911) (555-555-5555)
· Hazmat Hotline 1-866-K-HAZMAT  (866-542-9628)

· Law Enforcement
· Local Police Department (555-555-5555)
· County Sheriff’s Office (555-555-5555)
· Kansas Bureau of Investigation 
· 1-800 KS-CRIME (1-800-572-7463)
· Federal Bureau of Investigation
· Outside the Kansas City Metro area in Kansas: 1-866-327-8200 

· Outside the Kansas City Metro area in Missouri: 1-866-328-8200 

· Persons inside the Kansas City Metro Area: 816-512-8200 
· Emergency Management
· County Emergency Management  (555-555-5555)
· Kansas Department of Emergency Management 785-296-3176 or 1-800-905-7521
· Health and Medical
· County Health Department  (555-555-5555)
· Regional Preparedness Coordinator- Public Health (555-555-5555)
· Regional Preparedness Coordinator- Hospital  (555-555-5555)
· Kansas Department of Health and Environment
· KDHE Reporting Hotline 1-877-427-7317
· National Response Center (Federal POC for reporting oil and chemical spills) (24/7)

· 1-800-424-8802 or 1-202-267-2675

· Poison Control Center
· National Poison Control Center Hotline: 1-800-222-1222

 (You will automatically be connected to your nearest regional Poison Control Center.)
· Mid-America Poison Control Center: 1-800-332-6633
2. The PIO should acquire accurate information from command staff and when necessary disseminate information and alerts to the public and media outlets in a timely manner.  
3. Other communication protocols should be activated as outlined in Hospital EOP.
4. Communications should be documented using HICS 213- Incident Message Form.


4.3 Activate Hospital Incident Command System

When a Code Orange is activated by X Facility the Hospital Incident Command System (HICS) will be implemented based on descriptions outlined in X Facility EOP.  Job Action Sheets for each position are located in the Hospital EOP.  
4.3.1 Hospital Incident Command Structure

Activated positions may include but are not limited to:


INCIDENT COMMANDER and COMMAND STAFF

· Incident Commander

· Public Information Officer

· Liaison Officer

· Safety Officer



GENERAL STAFF

· Finance Section Chief

· Logistics Section Chief

· Service Branch Director

· Support Branch Director

· Employee Health and Well-Being Unit Leader

· Supply Unit Leader

· Facilities Unit Leader

· Labor Pool and Credentialing Unit Leader

· Planning Section Chief

· Operations Section Chief

· Staging Manager

· Medical Care Branch Director and Medical Technical Specialist(s)

· Hazardous Material Branch Director 

· Decontamination Unit Leader

· Spill Response Unit Leader

· Victim Decontamination Unit Leader

· Facility/Equipment Decontamination Unit Leader

· Decontamination Safety Officer (Optional position- may use Safety Officer)
Note: *List above should be modified based on facilities available human resources.  
4.4 Organize Incident Command Briefings 
Incident Command shall discuss activities, actions, and decisions for responding to the incident.  Incident Commander and Command Staff shall make decisions based on incident type and level of response needed.  Activation of procedures may include those listed below.  Incident command briefings will provide notification to Command Staff on current situation, incident objectives and strategy. Briefings will be held prior to initiating pre-entry and other response activities, and at such other times as necessary to ensure that employees are apprised of the site safety and health plan and that the plan is being followed.
All activities, actions, and decisions should be documented on HICS forms.  When necessary, incident command staff shall work with local emergency management to use Kansas Form A.
If the Hazardous Decontamination Team is activated, the Hazardous Materials Branch Director and/or Operations Section Chief should brief Hospital Decontamination Team members on current situation, incident objectives and strategy.  Response activities should be based on preliminary evaluation and assessment of Incident.  Command staff and hospital decontamination team shall continue to monitor and plan for situational changes.  Modifications should be shared with appropriate personnel as seen necessary.  

4.5 Determine Immediate Response Needs
4.5.1 External vs. Internal Response
· INTERNAL to the facility:
An internal hazardous material incident involves a release or spill of harmful contaminates INTERNAL to the facility causing possible or immediate harm to persons (patients, staff, visitors) within the facility and/or physical harm to the facility.  This includes:

· Release or spill of any internal contaminants used and stored within the facility.

· Hazardous material(s) brought into the facility by exposed person(s) or items.
If “Release Zone” occurs INTERNAL to the facility, it is important that First Receivers work with First Responders to appropriately respond to the emergency.  When seen necessary, external agencies shall be contacted to conduct appropriate site monitoring including 1) Hazardous levels of ionizing radiation with direct reading instruments and 2) Air with direct reading instruments.  
It may be necessary for hospital staff to quickly evacuate area(s) (HORIZONTALLY or VERTICALLY), or to evacuate the entire facility.  In the event of a spill or release that may occur INTERNALLY, the personnel in the affected area or department should be aware of the immediate actions they are to take to alert others and the 9-1-1 system, protect fellow staff, patients, visitors and the facility.  In the event there are contaminated victims, personnel responding should promptly set-up or direct patient(s) to the hospital based decontamination area.
· EXTERNAL to the facility:
An external hazardous material incident involves a release or spill of harmful contaminates EXTERNAL to the facility (e.g., transportation accident, industrial accident).  Facility exposure to external containments (e.g., anhydrous cloud), weapon of mass destruction (WMD) or CBRNE agents (e.g., chemical attack) may greatly affect the safety of persons and the facility.  These containments can affect the facility by causing possible or immediate harm to persons at the facility (patients, staff, and visitors), physical harm to the facility, or by way of possible or exposed contaminated victims.  
If “Release Zone” occurs EXTERNAL to the facility, it is expected that victims (single or multiple) exposed to contaminate will seek medical assistance at ED or other hospital location and may arrive:

· Without the intervention of public safety agencies, termed unannounced arrival.
OR
·  By way of Emergency Medical Services (EMS), termed announced arrival. 
If victims are not decontaminated or fully decontaminated prior to arrival, there is an increased risk of hazardous material exposure of healthcare personnel through contact with contaminated victims’ (e.g., skin, hair, clothing, or personal items).  In this case, first responders should respond promptly to prepare the hospital based decontamination area.  Victims arriving by announced arrival in ambulance should stay outside of the ED, preferably in the ambulance, until the Hospital Decontamination Team is prepared to assume patient care.   If an exposed victim(s) or items enter the facility, the incident can quickly become an internal emergency.  
4.5.2 Lock Down 
If the extent of the incident is unknown activation of lock down procedures may be necessary to prevent unintentional secondary contamination.  See Insert Facility Lock-Down Procedures.
4.5.3 HVAC System Shut-Down  
If a space becomes contaminated, it might be necessary to shut down the area's ventilation system to prevent circulation of contaminated air to other spaces. See Insert Facility HVAC Procedures.
4.5.4 Code Orange EVACUATION  
Response to a chemical emergency will vary depending on the incident situation.  In some emergencies, authorities at Insert Facility may direct staff a Code Orange evacuation depending on the threat and assessment.  Some chemical accidents, especially internal incidents, may make areas dangerous.  Leaving the area may be the only way to keep staff, patients, and visitors out of harm’s way.  It may be safer for individuals to evacuate horizontally or vertically to another area in the hospital, depending on the incident size and toxicity.  In some cases it may be found that the incident is too dangerous and the entire facility may need evacuated.  The procedures below have been created to help ensure the safety of patients, staff, and visitors while conducting rapid evacuation due to a chemical release.  
4.5.4.1 Authorization and Justification

In the event a potential chemical release, spill, or attack has occurred Hospital Command Staff should obtain information from Hazmat Branch Director regarding assessment of the threat(s) before ordering evacuation.  Insert Facility has identified staff authorized activation of evacuation; refer to in Annex C Evacuation of this EOP.  Insert Facility must take precautions to contain the chemical within the incident area and to protect occupants within the facility from possible exposure.  
Insert Facility has created justification criteria to activate evacuation:  (Note: Any of the criteria may be met in order for a partial or complete evacuation to be ordered by above authority.)
1. Incapable of safely containing and isolating area from all other areas of the facility.  This includes, inability to seal off incident/contamination area away from all occupied areas to prevent possible exposure. 
2. Incapable of protect staff, patients, and visitors from contamination area.

3. In the event of an INTERNAL incident, unable to identify hazardous material and its toxicity. 

4.5.4.2 Evacuation

When Code Orange Evacuation is activated department staff should begin evacuation.  Protocols and notification procedures should be followed in accordance with Annex C Evacuation.  Protocols for managing Hazardous Materials can be followed in accordance with this Annex.  When necessary the Incident Commander will activate decontamination plan only after evacuation has been completed.

Insert Facility staff should follow protocols listed above and perform the following additional duties during a Code Orange Evacuation: 
· Staff should act immediately and orderly to follow the instructions in both patient units and non-patient areas, when necessary.  

· Follow additional guidelines and procedures provided by command staff and outlined in Annex C Evacuation.
· If internal incident, safely and quickly set up isolation area and assist bystanders away from the incident as quickly as possible.  

· Shutting off power or control valves to critical systems;

· If a space becomes contaminated, it might be necessary to shut down the area's ventilation system to prevent circulation of contaminated air to other spaces. 
· Starting, shutting off or reversing ventilation fans; and

· Evacuating the impacted area and closing fire doors

· Turn off the air conditioner or heater.  

· Turn off all fans.  

· Secure appropriate access to the facility and incident area.

· If necessary, transfer patients to designated evacuation locations.  

· Identify possibly exposed individuals.

4.5.4.3 Demobilization/Recovery

Insert Facility will conduct appropriate recovery operations in conjunction with health safety issues related to incident.  Insert Facility will use expert information sources (e.g., poison control, medical and chemical experts, EPA, KDHE) to properly return hospital to normal operations.  Hospital will follow demobilization procedures outlined in this Annex and Annex C Evacuation.
4.5.5 Code Orange SHELTER-IN-PLACE

Response to a chemical emergency will vary depending on the incident situation.  In some emergencies, authorities at Insert Facility may direct staff to shelter-in-place depending on the threat and assessment.  Some chemical accidents, such as an anhydrous cloud or chemical attack, may make going outdoors dangerous.  Leaving the area may take too long or put people in harm’s way.  It may be safer for individuals to stay indoors, rather than to evacuate.  The procedures below have been created to help ensure the safety of patients, staff, and visitors while conducting rapid shelter-in-place of due to a chemical release.  
4.5.5.1 Authorization and Justification
In the event a potential chemical release, spill, or attack has occurred Hospital Command Staff should obtain information from Hazmat Branch Director regarding assessment of the threat(s) before ordering shelter-in place.  Insert Facility has identified staff authorized activation of shelter-in place; refer to in Annex E Shelter-in-place of this EOP.  Insert Facility must take precautions to contain the chemical within the incident area and to protect occupants within the facility from possible exposure.  
Insert Facility has created justification criteria to activate shelter-in place:  (Note: All criteria must be met in order for shelter-in-place to be ordered by above authority.)
1. Material Identification:  The chemical, including physical and chemical properties, must be identified prior to shelter-in-place protocol activation as outlined in this Annex.  

2. The duration of the chemical event must be identified.  This may include time of expected chemical release/exposure, length of chemical incident, and expected length of clean-up and recovery operations required to return hospital to normal or modified facility operations.

3. The chemical must be contained and isolated from all other areas of the facility.  Proper precautions, including immediate shutdown of HVAC should be considered to contain the incident area.  The chemical must be completely contained to the incident area and sealed away from all occupied areas to prevent possible exposure. 
4.5.5.2 Shelter-in-place
Health care professionals should be aware of various ways that hazardous materials can cause injury including: Thermal, Etiological, Asphyxia, Mechanical, Corrosion, Poison, and Radiation.  When Code Orange Shelter-in-Place is activated department staff should begin shelter-in-place.  Protocols and notification procedures should be followed in accordance with Annex E Shelter-in place.  Protocols for managing Hazardous Materials can be followed in accordance with this Annex.  When necessary the Incident Commander will activate decontamination plan.

Insert Facility staff should follow protocols listed above and perform the following additional duties during a Code Orange Shelter-in-place: 
· Staff should act immediately and orderly to follow the instructions in both patient units and non-patient areas.  

· Follow additional guidelines and procedures provided by command staff and outlined in Annex E Shelter-in-place.
· Immediately shutdown HVAC (ventilation air ducts) systems.
· If external event, assist everyone outside the facility inside as quickly as possible.  If there is time, shut and lock designated outside doors and windows.  Locking them may pull the door or window tighter and make a better seal against the chemical.  

· Close off any place that air can come in from outside or from the incident area. Take precautions to sealing the facility and preventing contamination of staff, current in-patients and facilities.  Be sure the chemical is contained to the incident area or outside and sealed away from occupied areas to prevent possible exposure.

· Turn off the air conditioner or heater.  

· Turn off all fans.  

· Lockdown or secure appropriate access to the facility and incident area.

· If necessary, transfer patients to designated shelter-in locations.  Use duct tape and other available supplies (e.g. plastic sheeting) to better isolate and seal area.

· Identify possibly exposed individuals.
Designated shelters have been identified for each department.  Designated shelters are posted at the nurses stations.  Insert Facility has identified good shelters for sheltering-in during a chemical release as being large rooms with few windows and doors, plenty of water supply, available bathroom facilities, and high in structure to possibly avoid vapors that sink.  In addition, designated shelters should have available (depending on department/patient needs): 

· medical supplies

· flashlight

· radios, telephones, other communication systems

· food and bottled water

· linens and towels

· duct tape, scissors, and plastic sheeting (you may wish to cut plastic sheeting to fit your windows and doors before any emergency occurs)

4.5.5.3 Demobilization/Recovery
Insert Facility will conduct appropriate recovery operations in conjunction with health safety issues related to incident.  Insert Facility will use expert information sources (e.g., poison control, medical and chemical experts, EPA, KDHE) to properly return hospital to normal operations.  Hospital will follow demobilization procedures outlined in this Annex and Annex E Shelter-in-place.
Perform Preliminary Evaluation and Incident Assessment
Health care professionals should be aware of various ways that hazardous materials can cause injury including: Thermal, Etiological, Asphyxia, Mechanical, Corrosion, Poison, and Radiation.
In addition, this distinction helps define exposure rate.  Exposure rate depends on toxicity, concentration, and duration of exposure.  Therefore, personnel must be trained appropriately  
4.5.6 Preliminary Evaluation of Incident Risk
The purpose of preliminary evaluation to learn as much as possible (as soon as possible) about the number of victims, the contaminant, and associated symptoms. All suspected conditions that may pose inhalation or skin absorption hazards that are immediately dangerous to life or health (IDLH) or other conditions that may cause death or serious harm shall be identified to the extent available and evaluated during the preliminary evaluation.  
Safety Officer, Operations Section Chief and Hazmat Branch Director should ensure unit members comply with safety policies and procedures, including restricting the area to appropriately trained responders.  A preliminary evaluation of the current event hazard and the incident’s characteristics shall be preformed prior to site entry by a qualified person in order to aid in the selection of appropriate employee protection methods prior to site entry.  Previous arrangements with first responder organizations can improve the timeliness and quantity of information received.  

Categories for consideration:

1) Impact

2) Penetration

3) Compression (roll-over)

4) Type of exposures: Chemical, Biological, Radiological

5) Victims

6) Heat/ High Temperatures

7) Harmful Dust

8) Light (optical) radiation

9) Drowning

10) Falling

After an initial evaluation of the incident, a more detailed assessment of the incident’s specific characteristics shall be performed by a qualified person in order to further identify existing site hazards and to further aid in the selection of the appropriate personal protective equipments for the tasks to be performed.  Trained staff should continue on to locate additional equipment needed, conduct medical evaluation/don PPE, and perform assessment.  Data collected in evaluation and assessment should be documented on the Insert Facility Hazardous Materials Incident Risk Assessment.
4.5.7 Incident Risk Assessment Preparation

1. Locate the appropriate equipment.  See Logistics section of this Annex.
2. Monitor medical health and use the appropriate personal protective equipment (PPE).   See Hospital Decontamination Team Employee Safety –   

Medical monitoring during a response will be performed prior to donning and after doffing.  Personnel data should be documented using the Insert Facility Staff Medical monitoring and PPE donning/doffing. Appropriate personal protection equipment and respiratory devices should be used for Level C and D protection in compliance with Standards- 29 CFR 1010.120 and other State and Federal regulations and recommendations.  Permissible exposure guidelines shall be considered in selecting the appropriate personal protection equipment and respiratory devices.  Appropriate trained responders should don PPE based on recommendations.  Donning and doffing procedures can be found in Hospital Decontamination Team Operations- PPE Donning Sequence and Hospital Decontamination Team Operations- PPE Doffing Sequence in this Annex.  Donning and doffing checklist should be used during donning and doffing.  Personnel data should be documented using the Insert Facility Staff Medical Monitoring and PPE donning/doffing.
4.5.8 Perform Incident Risk Assessment 
Trained staff that has properly donned PPE shall approach the scene/victim with caution and perform a formal assessment.  The assessment should include obtaining additional information regarding incident and need for additional equipment.  Radios will be used to maintain communication.  During an INTERNAL incident, a formal assessment of scene should be conducted by appropriately trained internal or external personnel.  

Exposure to hazardous materials may produce a wide range of adverse health effects.  It is important an assessment is conducted and may include gathering of the following information (if applicable and known).  Data shall be documented using the Insert Facility Hazardous Materials Incident Risk Assessment form.   

1. Incident Information:  The following information to the extent available shall be obtained by the employer prior to allowing employees to enter a site:

a. Date, Time, Approximate Duration of Employee Activity

b. Appoximate Size, Location and Type(External or Internal)

c. Safety Hazards, Exposure Risks

d. Activation(s)

e. Victim Information
2. Contaminate Properties- In the event the presence and concentrations of specific hazardous substances and health hazards have been identified, the risks associated with these substances shall be identified.  Employee who will be working on the site shall be informed of any risks that have been identified.  Risks may include: Exposures exceeding the permissible exposure limits and published exposure levels; IDLH concentrations; Potential Skin Absorptions and Irritation sources; Potential Eye Irritation Sources; Explosive Sensitivity and Flammability Ranges; Oxygen deficiency.  Contaminate information of form include—
a. Contaminate Information—Physical Properties (BP, pH, solubility, reactivity, physical characteristics, vapor, odor, and gravity properties)

b. Contaminate Information—Toxicology Principles (The toxicity of the agent or pathogen)

c. Contaminate Information—Exposure/Target Systems:

A. Route(s) of exposure

B.  Target Systems

C. Chronic Hazards

D. Signs and Symptoms of Exposure

3. Decontamination Considerations

a. Risks

b. Appropriate Level of PPE

c. Decontamination Planning

Hazardous materials equipment, Poison Control Centers, NIOSH “Pocket Guide to Chemical Hazards”, Material Safety Data Sheets (MSDS), Bioterrorism Reference Cards, Agency for Toxic Substance and Disease Registry (ATSDR), Hospital EOP, and other technical assistance may be used to conduct the formal assessment.  Formal assessment includes:

a. Assessment of size and location of chemical exposure.

b. When possible at initial exposure site, first responders should: 

· Observe substance effects (e.g. visible vapor cloud, strong characteristic odor, or irritation caused to the eyes, nose, or throat) 

· Identify container shape (e.g. stationary bulk storage containers, packaged fiberboard boxes, drums, or cylinders with labeling), markings/color, place cards/labels (symbols, hazard class wording or four-digit identification), or shipping papers or Material Safety Data Sheets (MSDS) which include: 
· Safety Data: Molecular Formula, CAS No., EC No.

· Physical Data: Appearance, MP, BP, VD, VP, Flash Point, Explosion limits, Auto-ignition temperature

· Toxicology: Inhalation, ingestion and skin contact information

· Personal Protection: Safety glasses, gloves, and good ventilation

c. Substance identification and classification of substance (base, vapor, liquid, solid, and biological like white powder).

· When possible identify class type Classification of Hazardous Materials classes:
Class 1: Explosives
Class 2: Gases
Class 3: Flammable/Combustible liquids
Class 4: Flammable solids; Spontaneous combustible material; and Dangerous when wet materials
Class 5: Oxidizers and Organic Peroxides
Class 6: Toxic Materials and infectious substances
Class 7: Radioactive materials
Class 8: Corrosive materials
Class 9: Miscellaneous dangerous goods 
· When possible use the National Fire Protection Association (NFPA) 704M label to classify hazard type and severity.
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Blue = Health Hazard Red = Flammability Yellow = Reactivity
White = Special Hazard Information
d. Identify immediate alert of indicators that might suggest type of terrorism incident

· Intentional release of chemical

· Unusual hazardous material not normally found in hospital facility

· Unexplained patterns of sudden onset illness or death

· Unusual odors or tastes

· Unusual security devices around a building

· Unexplained visual signs of an incident

e. When possible identify

· Number and condition of both uncontaminated and contaminated individuals

· Type of chemical incident

· External chemical exposure only

· External contamination only

· External contamination w/ internal response

· Time incident occurred

· Type and amount of chemical involved

· Toxicity type (Thermal, Corrosive, Mechanical, Asphyxiation, Radiation, Poisonous, Etiologic)

· Level of Toxicity

· Nature of the chemical

· Ability to do harm

· Concentration in body

· Type of route of exposure

· Target organ

· Health variables

· Routes of exposure (Ingestion, Eyes, Inhalation, Skin, Injection)

· Medical problems present besides chemical contaminate

· Measures taken at the incident site including decontamination process (e.g. air monitors and skin contamination), all pertinent patient data, and clinical status 

· Determine the risk of secondary contamination to the care providers and facility.

· Identify special response needs to coordinate with local or regional hazmat teams and level/type of decontamination needed 

· Determine and assess plan for response


	DIRECTIONS: WHEN CONDUCTING INCIDENT ASSESSMENT FILL OUT ALL APPLICABLE FIELDS (Section 1- 4)

	Section 1: Current Hazardous Materials Incident Information

	1. DATE:                              TIME:                                          APPROX. DURATION: _______________
2. SPILL/RELEASE LOCATION:  FORMCHECKBOX 
 EXTERNAL: _______________________________   FORMCHECKBOX 
 INTERNAL: ______________________________
3. APPROX. SIZE OF INCIDENT:__________________  SAFTEY HAZARDS: ____________________________________________
4. TYPE OF SUBSTANCE:   FORMCHECKBOX 
 UNKNOWN  FORMCHECKBOX 
 CHEMICAL   FORMCHECKBOX 
 BIOLOGICAL  FORMCHECKBOX 
 RADIOLOGICAL  FORMCHECKBOX 
 OTHER: ________________________

a. APPEARANCE (COLOR/ODOR):____________________________________________________________________________________

b. SUBSTANCE NAME: ______________________________________________________________________________________________

c. ALTERNATIVE SUBSTANCE NAME(S): _____________________________________________________________________________

d. FORMULA AND/OR SUBSTANCE NUMBER: ________________________________________________________________________
5. EXPOSURE RISK:   FORMCHECKBOX 
  HIGH   FORMCHECKBOX 
  MED  FORMCHECKBOX 
  LOW  FORMCHECKBOX 
  UNKNOWN
6. ACTIVATION S) (mark all that apply):  FORMCHECKBOX 
 HOSPITAL EOP    FORMCHECKBOX 
  INCIDENT COMMAND    FORMCHECKBOX 
 HOSPITAL DECONTAMINATION TEAM
7. ESTIMATED NUMBER OF VICTIMS:   FORMCHECKBOX 
 FEW: ________   FORMCHECKBOX 
 MULTIPLE: __________   FORMCHECKBOX 
 NONE     FORMCHECKBOX 
 UNKNOWN

8. LOCATION OF VICTIMS:   FORMCHECKBOX 
 INCIDENT SITE   FORMCHECKBOX 
 HOSPITAL   FORMCHECKBOX 
 EN ROUTE 
9. EXPECTED TIME OF ARRIVAL: __________ MINUTES  by way of :   FORMCHECKBOX 
 EMS   FORMCHECKBOX 
 SELF-TRANSPORT
10. EXTERNAL AGENCIES INVOLVED:  FORMCHECKBOX 
 EMS  FORMCHECKBOX 
 FIRE   FORMCHECKBOX 
 EM   FORMCHECKBOX 
 HAZAMAT   FORMCHECKBOX 
 HOSPITALS  FORMCHECKBOX 
 OTHER: ________________________
11. SIGNS AND SYMPTOMS BEING EXERIENCED BY VICTIMS: _____________________________________________________

	Section 2: Contaminate Properties Listed in 1.3

	Physical Properties

Physical form: ( SOLID  ( LIQUID  ( GAS
Reactivity:  ( NONE  ( WATER   ( OTHER:________________________                            Water solublILITY: _____

Boiling Point: _________°F                          pH level:   __________                             Odor Threshold: _______ppm
Specific gravity: ______                             VAPOR Density:_____                            Vapor Pressure: ________mmHg/psi/atm
Toxicology Principles (Toxicity of Agent or Toxin)
TLV-TWA:_______________ppm or mg/m3       TLV-STEL:____________ ppm or mg/m3      TVL-C:​​​​​​​​​​​​​___________________ ppm or mg/m3
PEL:_____________________ ppm or mg/m3     LD-50/LC-50: __________ ppm or mg/kg    IDLH:____________________ ppm or mg/m3
FLAMABILITY:  UEL: ______ LEL: ______     POLYMERIZAtiON:    FORMCHECKBOX 
 YES  FORMCHECKBOX 
   NO
Exposure- Target Systems
1. Possible Route(S) of exposure:  FORMCHECKBOX 
Inhalation   FORMCHECKBOX 
Skin contact   FORMCHECKBOX 
ingestion   FORMCHECKBOX 
Other:_________________________
2. Target systems:   FORMCHECKBOX 
 Cardiovascular  FORMCHECKBOX 
 Resp  FORMCHECKBOX 
 GI   FORMCHECKBOX 
 CNS     FORMCHECKBOX 
 Eyes   FORMCHECKBOX 
 muscular   FORMCHECKBOX 
 all systems
3. chronic hazard: carcinogen:  FORMCHECKBOX 
  YES  FORMCHECKBOX 
  NO  mutagen:  FORMCHECKBOX 
  YES  FORMCHECKBOX 
   NO  teratogen:   FORMCHECKBOX 
  YES  FORMCHECKBOX 
   NO
4. expected EXPOSURE SIGNS AND SYMPTOMS 
System

ACUTE

DELAYED

CV

RESP

CNS

GI

EYEs

SKIN

OTHER





	Section 3: Decontamination- Considerations (If applicable)

	1. RISKS
risk of secondaRy contamination:        FORMCHECKBOX 
 HIGH     FORMCHECKBOX 
 MEDIUM     FORMCHECKBOX 
 LOW
SITE RISKS:__________________________________________________________________________________________________
2. Personal Protective equipment
Recommended level of ppe:  FORMCHECKBOX 
 LEVEL A   FORMCHECKBOX 
 LEVEL B   FORMCHECKBOX 
 LEVEL C  FORMCHECKBOX 
 LEVEL D  FORMCHECKBOX 
 SPLASH   FORMCHECKBOX 
 TYCHEM SL  FORMCHECKBOX 
 TYCHEM BR

APPROPRIATE Personal protective equipment (list):
APPROPRIATE RESPIRATORY PROTECTION:  FORMCHECKBOX 
 NONE    FORMCHECKBOX 
 RECOMMENDED (type): ________________________________
3. decontamination
decontamination solution:  FORMCHECKBOX 
 Water  FORMCHECKBOX 
 soap and water  FORMCHECKBOX 
 other: _______________________________________

location of hospital based decontamination: __________________________________________________
direction OF WIND:  (mARK ON DIAGRAM)
                     [image: image4.png]


  
number of personnel available per station(s)
PRE-DECONTAMINATION TRIAGE (BUDDY SYSTEM):__________

dECONTAMINATION AREA (BUDDY SYSTEM): __________

POST-DECONTAMINATION tRIAGE: __________

EMERGENCY CARE/ EMERGENCY DEPARTMENT PERSONNEL: __________

SECURITY: __________

SAFTEY OFFICERS: __________
Decontamation special considerations: 
cAN HOSPITAL DECONTAMINATION TEAM DEAL WITH HAZARD OR NEED TO CONTACT REGIONAL HAZAMAT TEAM?


	Section 4: NOTES

	



GLOSSARY OF TERMS

WATER/LIPID SOLUBLE:  The ability of a solid, liquid, gas, or vapor to dissolve in water or other specified medium.

WATER REATIVE:  The ability of a material to react with water and release a flammable gas or present a health hazard.

VAPOR PRESSURE:  The pressure exerted by a vapor with a container against the sides of a container.  This pressure is temperature dependent; as the temperature increases, so does the vapor pressure.  Consider the following three points:

1.  The vapor pressure of a substance at 100(F is always higher than the vapor pressure at 68(F. 

2.  Vapor pressures reported in millimeters of mercury (mmHg) are usually very low pressures.  760 mmHg is equivalent to 14.7 psi or 1 atmosphere.  Materials with vapor pressures greater than 760 mmHg are usually found as gases.

3.  The lower the boiling point of a liquid, the greater vapor pressure at a given temperature.

4.  The vapor pressure of water is approximately 25 mmHg, and how fast it evaporates (or rather vaporizes).  If a product has a vapor pressure higher than water it will evaporate, or give off vapors, faster than water would.

VAPOR DENSITY:  The weight of a pure vapor or gas compared with the weight of an equal volume of dry air at the same temperature and pressure.  Dry air has a vapor density equal to one.  If the vapor density of a gas is less than one, the material is lighter than air and may rise.  If the vapor density is greater than one, the material is heavier than air and will collect in low or enclosed areas.  This is a significant property for evaluating exposures and where hazmat gas and vapor will travel.

SPECIFIC GRAVITY:  The weight of the material as compared with the weight of an equal volume of water.  Water has a specific gravity equal to one.  If the specific gravity of a material is less than one, the material is lighter than water and will float.  If the specific gravity is greater than one, the material is heavier than water and will sink. This is a significant property for evaluating exposures and where hazmat materials will travel when there is a release in water.

TLV/TWA:  (THRESHOLD LIMIT VALUE/TIME WEIGHTED AVERAGE)  The airborne concentration of a material to which an average, healthy person may be exposed repeatedly for 8 hours each day, 40 hours per week, without suffering adverse effects.  The young, old, ill, and naturally susceptible will have lower tolerances and will need to take additional precautions.

TLV/STEL:  (THRESHOLD LIMIT VALUE/ SHORT-TERM EXPOSURE LIMIT)  The 15-minute, time-weighted average exposure which should not be exceeded at any time nor repeated more than four times daily with a 60-minute rest period required between each STEL exposure.  The lower the value, the more toxic the substance.

TLV/C:  (THRESHOLD LIMIT VALUE/CEILING)  The maximum concentration that should not be exceeded, even instantaneously.  The lower the value, the more toxic the substance.
LC-50/LD-50:  (LETHAL CONCENTRATION, 50 PERCENT KILL/LEATHAL DOSE, 50 PERCENT KILL)  The concentration, or the amount of a dose, expressed as part per million (ppm) or mg/kg, which kills half of the lab animals in a given length of time.  LC-50 refers to inhalation exposures and LD-50 refers to oral or dermal exposures.  This value is significant in evaluating the toxicity of a material; the lower the value, the more toxic the substance.
IDLH:  (IMMEDIATELY DANGEROUS TO LIFE OR HEALTH)  An atmospheric concentration of any toxic, corrosive or asphyxiant substance that poses an immediate threat to life or would cause irreversible or delayed adverse health effects or would interfere with an individual’s ability to escape from a dangerous atmosphere. 
	EPA Categories of Acute Toxicity

	Category
	Signal Word Required on Label
	Oral Ld50 Mg/kg
	Dermal LD50 mg/kg
	Inhalation LC50 mg/l
	Approximate Oral dose that can Kill an Average Person

	I Highly toxic
	DANGER-*[Poison! Skull Crossbones]
	From 0 to 50
	From 0 to 200
	From 0 to 0.2
	A few drops to 1 teaspoon full [or a few drops on the skin]

	II Moderately Toxic
	WARNING!
	From 50 to 500
	From 200 to 2000
	From 0.2 to 2
	Over 1 teaspoonful to 1 ounce

	III Slightly Toxic
	CAUTION!!
	From 500 to 5000
	From 2000 to 20,000
	From 2.0 to 20
	Over 1 ounce to 1 pint or 1 pound

	III Slightly Toxic
	CAUTION!!
	More than 5000
	More than 20,000
	Greater than 20
	Over 1 pint or 1 pound


5 Logistics


Insert Facility Logistics Section will manage logistics of resources, while Planning Section will help provide additional support for staffing of future operational periods.  

5.1 Personnel

The Labor Pool and Credentialing Unit leader will manage the labor pool.  The personnel responsibilities to a hazardous materials incident will depend on their training and response role.  Which first responders and first receivers report for duty depends on location of incident (EXTERNAL or INTERNAL to the facility), magnitude of occurrence (minor or major spill), and magnitude of contamination.  The distinction between where the hazardous material was released (“Release Zone”) and hospital based decontamination area (“Decontamination Zone”) helps define healthcare personnel response to such an event.  

Staff will be assigned and rotated as necessary to provide rest cycles and cover operation needs.  To ensure physical readiness of staff proper nutrition, water intake, rest, and stress management techniques shall be used.  During extended operations Unit Leaders should observe staff and volunteers for signs of stress and inappropriate behavior.  Concerns for employee health should be reported to the Employee Health and Well-Being Unit Leader.  Employee Health and Well-Being Unit Leader will monitor staff needs and will organize assistance to provide medical and psychological assistance when necessary. 

5.2 Equipment and supplies

Information about equipment and supplies for response activities including quantity and location can be found in Insert Facility’s Resource Inventory.  This includes, but is not limited to equipment and supplies, listed below.

· Personal Protective Equipment

· Gloves, Masks/Respirator, Tyvek Gowns, Shoe Covers, Tape, etc.

· Security Supplies

· Cones, tape 

· Emergency Medical Supplies

· Biohazard Bags and Trashcans

· Hospital Based Decontamination Unit (trailer, tent) and Supplies (brushes, soap, tags)—for set up see Hospital Decontamination Team Operations Hospital Based Decontamination Set-up in this Annex

5.3   Security Operations
When security officers are activated they will coordinate to:

· Activate limited access points to hospital facility.

· Establish security officer posts at hospital entrances.

· Establish security officer posts at ED entrances and exits.  

· Additional caution should be taken if ED or another hospital area was contaminated upon unannounced arrival.

· Organize security posts based on hospital decontamination map or as seen necessary are the hospital based decontamination area to help maintain order and create safety boundaries.
· Secure areas by establishing isolation perimeter and control zones as outlined below.  

· Conduct traffic and crowd control around the hospital based decontamination area and ED.  

· If exposure has occurred protect others from exposure.  It is the security staff’s responsibility to help protect uncontaminated individual’s exposure to contaminate area and/or contaminated patient.  Establish a safe perimeter and TRY to contain the material as much as possible in one place, if it is safe to do so.    
· Prevent further spread of contamination by directing any contaminated victim(s) away from hospital entrance and toward hospital based decontamination area.  Ensure contaminated victims do not bypass the hospital based decontamination area or enter the ED without passing inspection. 
· In cases of civil disturbance, properly identified security officers shall protect the facility and staff so normal operations can continue.
· When necessary, maintain “chain of custody” of victims’ decontaminated valuables until victim is finished with decontamination.  These will be tagged and numbered.

· Law Enforcement Officer Valuables:  If law enforcement officer does not remove gun(s) before arrival for decontamination, the weapon will be left in the holster and the utility belt removed, rendered safe, and placed in a clear plastic bag labeled with the victim’s name and/or clothing number.  This bag will be passed to the post-decontamination triage/medical treatment area where it should be given to a fellow officer or hospital Security Officer for safe keeping until it can be given to a representative of the injured officers department.
5.4   Isolation Perimeter and Control Zones

The areas of potential or actual exposure shall be limited to the first responders and first receivers and those actively performing emergency operations.  Security will work with Hospital Decontamination Staff to secure areas by establishing isolation perimeter. Isolation Perimeter is a minimum amount of space to control the incident to help 1) control movement of individuals in the hospital and 2) control patients during decontamination, triage, and treatment phases.  Physical barriers (cones, yellow tape, and signage) should be used to separate the isolation area from uncontaminated areas.  Security officers should create officer posts to help protect the zoned area.  The following control zones shall be secured as follows based on the incident hazards and environmental conditions:




5.4.1 Hot Zone/ Contamination Zone 
Limited Access
(Release Zone and Victim Pre-Decontamination Triage and/or Medical Stabilization Area) isolation area is a restricted zone, where extreme amount of hazard occurs.  This area is where a hazardous substance is located, “Release Zone,” and/or where contaminated victims, contaminated belongings, contaminated material (supplies, equipment, waste) are located.  It is reasonably anticipated that employees in the Hospital Decontamination Team members in this areas should wear appropriate PPE.
5.4.2 Warm Zone/ Hospital Decontamination Zone 
Limited Access
(Victim Decontamination Area) (Sometimes known as Transfer Zone) is a restricted access area at the perimeter of the hot zone (usually down from the ED) where victim decontamination takes place.  Victim decontamination is a process to begin neutralization of the hazardous material gathered on the victim.  This zone also includes post-decontamination waiting/staging areas for transfer.  It is reasonably anticipated that employees in the Hospital Decontamination Team members in this areas should wear appropriate PPE.
5.4.3 Cold zone/ Hospital Post-Decontamination Zone
(Post-Decontamination Triage and Medical treatment area) (Sometimes know as Clean Area) support zone at the perimeter of the warm zone.  This area is usually located at ED entrance or designated safe area.  This area is considered uncontaminated and is includes the patient post-decontamination triage and medical treatment area after transfer from the Warm Zone.  Normal work clothes and PPE (gloves, gowns, etc) should be used as necessary in this zone.

*Note: If the ED or another hospital area becomes contaminated, the contaminated area can no-longer be considered a cold zone.  New zones should then be created and measures should be taken to decontaminate victims in this area. 
5.4.4 Isolate Perimeters  

The Hazardous Materials Operations Team shall work with security staff to isolate the hazardous material area and/or individual that has been exposed to limit the amount others may be exposed.  If you recognize patient(s), visitor(s), or staff who have been exposed to a hazardous material follow distance protocols and decontamination procedures.  

Unauthorized employees:

Unauthorized employees shall not enter contamination zone and shall not remove protective equipment or clothing from change rooms.

Hospital Decontamination Team Operations 
5.4.5  Determine Decontamination Type 
Determine type of response needed (single victims, multiple victims) and set-up appropriate equipment as outlined in Hospital Decontamination Team Operations below. Response should be based on the preliminary evaluation and assessment of the incident.  In the event that the exposure incident involves more than three victims requiring decontamination simultaneously, or incident information suggests the arrival of large numbers of patients requiring decontamination as a result of a mass exposure, preparation for mass decontamination should commence. 

The size of the decontamination team depends on the minimum number of people required to operate the decontamination system and implement the hospital's decontamination procedures. Activities involving a few victims and small decontamination systems usually require only a few staff members, each of whom might fill several functional roles.

Request Fire Department Hazmat Response Team per facility protocol. Hazardous Materials Branch Director will work with Command Staff to coordinate with external Hazmat Response Teams when necessary and evaluate special response need to provide proper level and type of decontamination needed (e.g dry, radiological, technical, gross).  Contact information for these agencies can be found under the Communications Section of this annex.  
5.4.6   Perform Victim Decontamination  
Effective hospital based decontamination involves a systematic process through procedures outlined below.  The purpose of this decontamination process is to remove or neutralize harmful materials that have gathered on victims, healthcare workers, and the facility to a level that is no longer a threat.  The hospital decontamination team shall dress in appropriate level of PPE for the given response. If unknown contaminant, dress in highest level of protection available. Operations in the zoned area shall be performed using the buddy system in groups of two or more.
Hospital Decontamination Team Operations Include:
1. Hospital Based Decontamination Set-Up

2. Pre-Decontamination Triage
3. Team Preparation and Employee Safety (PPE)
4. Victim (Patient) Decontamination
5. Personnel Technical Decontamination
6. Post-Decontamination Triage and Medical treatment area
*Decontamination procedures shall be monitored to determine their effectiveness.  When such procedures are found to be ineffective, appropriate steps shall be taken to correct deficiencies.
5.5  Hospital Based Decontamination Set-Up
5.5.1 Hospital Based Decontamination Area Set-Up
Hazardous Materials Branch Director, Facility/Equipment Decontamination Unit Leader, and Decontamination Unit Leader should ensure immediate set-up (downhill from ED or in decontamination zone) of the hospital based decontamination unit and evaluate its functional use to meet single, multiple, or mass decontamination needs.   Hospital based decontamination unit shall be set up downhill from ED or in designated decontamination zone that will minimize the exposure of uncontaminated employees or equipment to contaminated employees or equipment.   Facility/Equipment Decontamination Unit Leader will coordinate on-site facility and decontamination activities related to hazardous material incident response.  If necessary, the local water authority for sanitation should be notified during set-up to determine if containment of any run-off is required.  


5.5.1.1 Single Victim Decontamination Set-up (if applicable): 
In the event that the exposure incident involves three or less victims requiring decontamination.
· Non-ambulatory bring (if applicable): 2 stretchers, one with containment cover and hose and container for runoff collection. 
· Ambulatory (if applicable) : bring kiddy pools (2) and backpack sprayers or large irrigation bottles for decontamination wash. 
· Obtain decontamination cart with necessary stocked items. 

· Stretchers
· Duct tape

· Flashlights
· Permanent markers
·  One blood pressure cuff, stethoscope, and set of trauma scissors per pre-triage/decontamination station. 

· Red biohazard bags
· The medical monitoring equipment (blood pressure cuffs, stethoscopes, scales (if readily available), thermometer, and Staff Medical Monitoring and PPE donning/doffing sheets) should be brought to the PPE dress out area. 

· Obtain crash cart and place contiguous to area. 

· Place O2 tank with regulator. 

· Place clean stretcher by wash area with additional O2 tank, BVM, and non-rebreather mask. 

· Place another stretcher outside of decontamination area on plastic ground cloth to receive non-ambulatory patient from ambulance. 

· Place bucket for soiled items used in wash room for technical decontamination. 

· Placed lined trash baskets in area for Biowaste. 

· Place Personal Decontamination Kits (PDK) and self-decontamination instructions in area. 
· Patient tags

· Soap
· Scrub brushes

· Red biohazard bags

· Towels and redress kits (patient gowns).
· Waste drums 
5.5.1.2 Emergency Department Decontamination Room Set-Up (if applicable):
 In the event that the exposure incident involves three or less victims requiring decontamination.
· Remove all non-essential and non-disposable equipment and items from established ED Decontamination wash room. 

· The medical monitoring equipment (blood pressure cuffs, stethoscopes, scales (if readily available), thermometer, and Staff Medical Monitoring and PPE donning/doffing sheets) should be brought to the PPE dress out area. 

· Ensure any enclosed decontamination area provides for fresh air circulation. Consult a ventilation engineer or Certified Industrial Hygienist with questions. 
· Activate drain switch to contain runoff, if available. 

· Obtain decontamination cart with necessary stocked items. 

· Stretchers
· Duct tape

· Flashlights
· Permanent markers
·  One blood pressure cuff, stethoscope, and set of trauma scissors per pre-triage/decontamination station. 

· Red biohazard bags
· Obtain crash cart and place contiguous to Decontamination wash room. 

· Place O2 tank with regulator. 

· Place clean stretcher in wash room with additional O2 tank, BVM, and non-rebreather mask. 

· Place another stretcher outside of decontamination room on plastic ground cloth to receive non-ambulatory patient from ambulance. 

· Place bucket for soiled items used in wash room for technical decontamination. 

· Placed lined trash baskets in area for Biowaste. 

· Place Personal Decontamination Kits (PDK) and self-decontamination instructions in area. 
· Patient tags

· Soap
· Scrub brushes

· Red biohazard bags

· Towels and redress kits (patient gowns). 
5.5.1.3 Multiple Victim Decontamination Set-up (if applicable):
In the event that the exposure incident involves more than three victims requiring decontamination simultaneously, or incident information suggests the arrival of large numbers of patients requiring decontamination as a result of a mass exposure.
· Remove all non-essential and non-disposable equipment and items from set-up area. 

· Set-up Decontamination Trailer/Tent as designated in kit-instructions.  Kit set-up instructions are located with Trailer/Tent.

· The medical monitoring equipment (blood pressure cuffs, stethoscopes, scales (if readily available), thermometer, and Staff Medical Monitoring and PPE donning/doffing sheets) should be brought to the PPE dress out area. 
· Obtain decontamination cart with necessary stocked items. 

· Stretchers
· Duct tape

· Flashlights
· Permanent markers
·  One blood pressure cuff, stethoscope, and set of trauma scissors per pre-triage/decontamination station. 

· Red biohazard bags
· Obtain crash cart and place contiguous to Decontamination. 
· O2 tank with regulator. 

· Place clean stretcher in wash room with additional O2 tank, BVM, and non-rebreather mask. 

· Place another stretcher outside of decontamination room on plastic ground cloth to receive non-ambulatory patient from ambulance. 

· Place bucket for soiled items used in wash room for technical decontamination. 

· Placed lined trash baskets in area for Biowaste. 

· Place Personal Decontamination Kits (PDK) and self-decontamination instructions in area. 
· Patient tags

· Soap
· Scrub brushes

· Red biohazard bags

· Towels and redress kits (patient gowns). 

· Waste drums

· Two bull horns. 
· Polaroid camera with film or digital camera for later use in identification of moribund patients. 

· Hose bib spliters and 100-foot hoses for each hose bib within range of the proposed decontamination area.
Included in this Annex is a schematic diagram for use in establishing a hospital based decontamination area for mass decontamination procedure that details the process flow of patients. This should be adapted to each individual healthcare facility.
7.4
Employee Safety

5.5.2 Rest Area 

A rest area for staff shall be set-up and supplied with seating, food, and water for re-hydration to be used by staff members between shifts or donning of PPE.  This rest area shall be maintained by 1-2 staff members.  Staff members should stock supplies when low and report any visually abnormal medical indications of staff in this area.
5.5.3 Select Appropriate PPE
Under OSHA's Personal Protective Equipment Standard (29 CFR 1910.132) all employers, including hospitals, must certify in writing that the hazard assessment has been performed.
The Insert Facility has elected to use LEVEL C PPE as the highest level of protection available.  

· Appropriate personal protection equipment and respiratory devices should be used for Level C and D protection in compliance with Standards- 29 CFR 1010.120 and other State and Federal regulations and recommendations.  Permissible exposure guidelines shall be considered in selecting the appropriate personal protection equipment and respiratory devices.  Appropriate trained responders should don PPE based on recommendations below.  

Personal protective equipment shall be selected, provided and used in accordance with the following requirements:

· Select PPE (e.g., respirators, suits, gloves, face and eye protection) which will protect employees from the hazards and potential hazards they are likely to encounter as identified during the assessment.  PPE shall be selected and used which will provide protection to a level of exposure below permissible exposure limits and published exposure levels for known or suspected hazardous substances and health hazards.  If there is no permissible exposure limit or published exposure level, the employer may use other published studies and information as a guide to select appropriate personal protective equipment (indentified by 29 CFR 1910.120).  

· Breathing apparatus shall be used as appropriate.  Positive pressure self-contained breathing apparatus should be used while engaged in response until it is determined that a decreased level of respiratory protection will not result in hazardous exposures to employees. 

· Select PPE that properly fits each affected employee.
	Minimum Personal Protective Equipment (PPE)
for Hospital-based First Receivers of Victims from Mass Casualty Incidents
Involving the Release of Unknown Hazardous Substances

SCOPE AND LIMITATIONS 
This Table applies when:

	· The hospital is not the release site. 

· Prerequisite conditions of hospital eligibility are already met (Tables 1 and 2 of the OSHA Best Practices for Hospital-based First Receivers). 
	· The identity of the hazardous substance is unknown.

	Note: This table is part of, and intended to be used with, the document entitled OSHA Best Practices for Hospital-based First Receivers of Victims from Mass Casualty Incidents Involving the Release of Hazardous Substances.

	ZONE
	MINIMUM PPE

	Hospital Decontamination Zone
· All employees in this zone

(Includes, but not limited to, any of the following employees: decontamination team members, clinicians, set-up crew, cleanup crew, security staff, and patient tracking clerks.)
	· Powered air-purifying respirator (PAPR) that provides a protection factor of 1,000. The respirator must be NIOSH-approved.

· Combination 99.97% high-efficiency particulate air (HEPA)/organic vapor/acid gas respirator cartridges (also NIOSH-approved). 

· Double layer protective gloves.

· Chemical resistant suit. 

· Head covering and eye/face protection (if not part of the respirator). 

· Chemical-protective boots. 

· Suit openings sealed with tape.

	Hospital Post-decontamination Zone
· All employees in this zone
	· Normal work clothes and PPE, as necessary, for infection control purposes (e.g., gloves, gown, appropriate respirator).


5.5.4 Medical Monitoring

The need to perform ongoing medical monitoring of those healthcare personnel participating in the decontamination procedure is MANDATORY.  Medical monitoring shall be performed prior to donning PPE in order to: 1) Ascertain baseline vital signs; 2) Identify staff who will be disqualified from donning PPE and participating in the decontamination process due to pre-existing medical conditions; 3) Identify staff who may be at a higher risk for potential adverse effects while working in this environment. 

The medical monitoring equipment (blood pressure cuffs, stethoscopes, scales (if readily available), thermometer, and Staff Medical Monitoring and PPE donning/doffing sheets) should be brought to the PPE dress out area.   Use a room with privacy and plenty of sitting space to facilitate donning of PPE. 

Hospital decontamination team personnel should undergo pre-entry medical monitoring as soon as possible. Medical Monitoring includes evaluation of:

· Medical History

· Blood Pressure

· Heart Rate

· Respiration

· Temperature

· Weight

· Lungs

· Pupil/Eyes

· Skin

· Hydration

· Mental Status

· Slurred Speech, clumsiness, weakness

This assessment may be conducted by through buddy evaluation by team member, ED charge physician, or another trained professional.  If staff available, 1–2 staff persons should be assigned responsibility to perform medical monitoring of all response personnel. 
Only personnel meeting inclusion criteria and having met the required training standards will be allowed to dress in PPE.  Personnel data should be documented using the Insert Facility Staff Medical Monitoring and PPE donning/doffing.
5.5.4.1 Pre-entry Medical Monitoring 
· Performed before donning PPE. 

· Based on buddy evaluation by team member, ED charge physician, or another trained professional. 

· Observe for changes in gait, speech or behavior. 

· Any complaints of chest pain, dizziness, shortness of breath, weakness, headache, nausea or vomiting should be reported. 

· Reporting of symptoms requires immediate removal from the hospital based decontamination area. 

· ALL STAFF MUST BE CLEARED FOR PARTICIPATION BY THE ED CHARGE PHYSICIAN PRIOR TO PARTICIPATION. 

· If there is inadequate time to perform pre-entry medical monitoring it will be important that each staff member exercises good judgment and dress out only if they know there is no preexisting condition that should preclude their use of PPE.

* Visual monitoring for signs of actual or potential IDLH or other dangerous conditions shall be conducted during initial site entry and thereafter.  Hazardous Materials Branch should continue to medically monitor all decontamination team members during the emergency; coordinate with Employee Health and Well-Being Unit Leader. 
5.5.4.2 Post-entry Medical Monitoring 
· Performed after doffing PPE.

· Based on buddy evaluation by team member, ED charge physician, or another trained professional. 

· Observe for changes in gait, speech or behavior. 

· Any complaints of chest pain, dizziness, shortness of breath, weakness, headache, nausea or vomiting should be reported. 

· Vital signs repeated every 10 minutes until return to less that 85% of maximum pulse rate. 

· Oral rehydration started immediately upon completion of personnel technical decontamination. 

· IV hydration and more aggressive medical evaluation shall be initiated for victims displaying medical illness and/or unstable vital signs. 
· If significant changes in the clinical data are found or subjectively offered information indicate the need for more comprehensive evaluation or medical treatment the staff member is to be sent to the Emergency Department. The Emergency Department should be given a pre-alert ASAP about the staff members pending arrival. 

· Staff dressing out in PPE for a second work rotation are to have another pre-entry medical monitoring evaluation before donning PPE if the last exam performed was a) abnormal or b) greater than 2 hours old. 

5.5.4.3 Documentation
The completed Hazmat Medical Monitoring form shall be forwarded to Employee Health for review and decision, if further evaluation is needed. The assessment form is to become part of the individual's occupational health file.
5.5.5 Donning and Doffing
Donning PPE should follow Hospital Decontamination Team Operations: Insert Facility Donning Sequence.  Buddy system should be used when donning PPE, checklist should be followed as listed on Insert Facility Staff Medical Monitoring and PPE donning/doffing.

Doffing PPE should follow Hospital Decontamination Team Operations: Insert Facility Donning Sequence.  Buddy system should be used when doffing PPE, checklist should be followed as listed on Insert Facility Staff Medical Monitoring and PPE donning/doffing.
Hospital EOP Annex D: Hazardous Materials Incident
Hospital Decontamination Team Operations- Employee Safety
5.5.5.1 Insert Facility Staff Medical Monitoring & PPE Donning/Doffing Checklist

ALL STAFF MUST BE CLEARED FOR PARTICIPATION BY THE ED CHARGE PHYSICIAN PRIOR TO PARTICIPATION.
	Name:


	Employee ID#:
	Date:
	EXPOSURE RISK:

( HIGH   ( MED  ( LOW

	Protective Equipment:


	Substance(s) Involved:


	Concentration/ Length of Exposure:


	Medical History:

*Any meds last 72 hours ____________________________

*Alcohol past 24 hours _____________________________

*New meds Rx / diagnosis last 2 weeks ________________

*Symptoms fever, N/V, diarrhea, cough, wheezing 

    in past 72 hours__________________________________

Chronic Illness____________________________________

Recent Illnesses____________________________________

*Pregnant ________________________________________

*Prior heat stress or exhaustion:_______________________

                                                             PRE         POST         PRE          POST

                                                                          entry 1   exit 1     entry 2   exit 2 

ASEESMENT 

PERFORMED BY:

DATe/TIME:

Blood Pressure:

*Diastolic >95-105
Heart Rate:

*> [70% (220-Age)] 

x 0.7 Any irregular rate or rhythm

Respiration:

*> 24 / min

Temperature:

*<97 °F (tympanic or oral)
*>99.5 °F (tympanic or oral)

Weight (estimated):

*inability fit in suit w/o seam strain
lung sounds:

*Abnormal breath sounds

pupils/eyes:

Skin:

*rash, lesions, open wounds, burn
Hydration:

Mental Status:

Alert; oriented to time &place; 

clear speech; normal gait

*altered mental status, *slurred 
speech, *clumsiness, *weakness
	
	DonnING sequence

PRE             PRE

Entry  ENTRY

 1             2

   (          (       INSPECT condition of all PPE prior to use

   (          (       PAPR-combination cartridges
   (          (       Papr flow checked

   (          (       Removed shoes, jewelry, etc

   (          (       Inner nitrile gloves

   (          (       Inner suit

   (          (       Gloves & neck taped

   (          (       Outer suit

   (          (       Boots

   (          (       HOOD/HEAD COVER per PPE assessment 

   (          (       Gloves & Neck taped
   (          (       Outer gloves

   (          (       Suit taped over boots

                           CHECKED BY

                           TIME IN SUIT

Decontamination and doffing sequence

POST     POST

EXIT 1  EXIT 2

   (          (       Wash hands

   (          (       Wash self and partner

   (          (       Untape boots and gloves   (don’t remove)

   (          (       Unlock and place PAPR on floor

   (          (       Remove outer suit (roll away from you)

   (          (       Remove out glove along w/ outer suit

   (          (       Set out of boots and suit

   (          (       Wash and rinse

   (          (       Remove (inner) suit,  place in wasteR

   (          (       Remove nitrle gloves properly

   (          (       Wash again 

                           CHECKED BY

                           TIME OUT SUIT



	Comments:  
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5.5.5.2 Insert Facility PPE Donning Sequence

Adapted from Central Arkansas Veterans Healthcare System
(NOTE: The following sequence outlines the order in which one hospital’s employees find it efficient to put on their specific first receiver PPE. The list is not intended to provide detailed step-by-step instructions for putting on the PPE.) Use a room with privacy and plenty of sitting space to facilitate donning of PPE. 
1. Obtain appropriate PPE.
2. Buddy system should be utilized when donning PPE.
3. Ensure you undergo pre-entry medical monitoring.
4. It is preferable that a scrub suit be worn in lieu of regular street clothes. Clothing should be suitable for preserving comfortable body temperature. 

5. Persons with long hair should apply a hairnet or place up in a braid. 

6. Hydrate with 8–16 ounces of fluid.
7. Test PAPR flow rate to be sure it meets rate specified by the manufacturer. 

8. Remove jewelry & clothing. 

9. Put on inner nitrile gloves. 

10. In COLD WEATHER: Put on inner suit. Tape gloves at wrist & zipper at neck. 

11. In WARM WEATHER: Put on scrubs. 

12. Put on outer chemical protective suit to waist. Put on boots & outer chemical protective gloves. 

13. Pull chemical protective suit up and on. 

14. Assemble hood/head cover.

15. Connect PAPR; turn airflow on. 

16. Ensure zipper is covered & secured, put tape on top. 

17. Belt PAPR to waist. 

18. Put outer butyl hood shroud over suit.

19. Stretch arms, pull suit sleeves OVER gloves, tape in place. 

20. Pull suit cuff over boot top, tape in place. 

21. Place a piece of tape on the hood exterior and label with the employee’s name & time that employee is entering Hospital Decontamination Zone. 
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5.5.5.3 Insert Facility PPE Doffing Sequence

Adapted from Central Arkansas Veterans Healthcare System
(NOTE: The following sequence outlines the order in which one hospital’s employees find it effective to decontaminate themselves and their PPE as one procedure, to minimize the chance of contaminating their skin while removing their first receiver PPE. The list is not intended to provide detailed step-by-step instructions.) 

1. Wash hands thoroughly. 
2. Still wearing PPE, wash self, starting at the top of the head and working down to the bottom of the boots. Have a partner wash your back.
3. Un-tape boots and gloves, but do not remove them. 

4. Unlock PAPR and place it on chair/gurney/floor, etc. 
5. Remove the outer suit—roll the suit away from you, inside out (with help from a partner). Remove outer gloves along with the outer suit. 
6. Remove PAPR and hood, place in waste bend. 
7. Step out of boots and suit into final rinse area (keep inner gloves and clothing on). Wash and rinse thoroughly (with partner’s help). 
8. In COLD WEATHER: Remove (inner) suit, place in waste. 
9. Remove nitrile gloves: first pinch one glove and roll it down partially, then place thumb in other glove & remove both gloves simultaneously. 
10. Wash again, removing inner clothing, then step out of decontamination shower and into towels/blankets. 
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5.6   Victim Pre-Decontamination Triage

According to OSHA best practices, “triage is the process of screening and classifying sick, wounded, or injured persons to determine priority needs in order to ensure the efficient use of medical personnel, equipment, and hospitals.” 
Pre-decontamination triage: Hospital Decontamination Team members should triage individuals as they arrive at the hospital.
· Distinguish between contaminated and uncontaminated victims arriving at hospital.

· Non-decontaminated patients will be guided away from contamination area.

· Contaminated individuals will be directed to the Hot Zone.

· Identify victims with injuries, items, or special considerations that may require special handling in decontamination process.

· Children (Ages 0-18)

· Non-ambulatory

· Canes/Walkers

· Glasses/Contac Lenses

· PIC lines/Saline locks

· Hearing Aids

· Dentures

· Law Enforcement Officers

· Animals

· Distinguish if additional medical treatment is needed.
· Identify victims that require critical treatment or immediate stabilization before they enter decontamination (e.g., shock and respiratory arrest).

· Initial triage and medical treatment should be provided based on acute or chronic exposure and route (e.g. injection, penetration, inhalation, dermal contact, eye contact, and ingestion), antidotes, and treatment. Antidote administration procedures should be reviewed based on the incident for proper response.
· Patient Accountability: Paper based system should be used to track and monitor patients.  This Hospital Decontamination Team Patient Tracking form is outlined below.
Hospital EOP Annex D: Hazardous Materials Incident - Hospital Decontamination Team Operations
5.6.1 Insert Facility Hospital Decontamination Team Patient Tracking Form

	DIRECTIONS: Track each patient entering/exiting decontamination area.


DATE: ______NAME: ____________________   AREA:  FORMCHECKBOX 
 Pre-Decontamination    FORMCHECKBOX 
 Post-Decontamination/Medical Treatment Area
	TIME
(ex.  0800)
	PATIENT   NAME
FIRST  LAST
	STATUS
	APPROX. AGE
	SIGNS anD SYMPTOMS
	SPECIAL CONSIDERATIONS
	TAG NUMBER
	TREATMENT notes &
Additional Information
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5.7   Victim Decontamination

5.7.1 Decontamination Procedures Overview
Decontamination of the contaminated victim should be preformed after pre-decontamination triage has deemed appropriate.  Decontamination and pre-decontamination triage team members should review triage information to ensure special considerations are taken and appropriate decontamination is available (e.g., dry, radiological, technical, gross).  Victim Decontamination Unit Leader will oversee decontamination area where patient, technical, and emergency decontamination for all ambulatory and non-ambulatory victims is being conducted.  Staff should follow proper decontamination procedures for level/type of decontamination needed.  Staff should ensure all loose material of contaminated clothing and other hazardous waste are properly bagged and ensure evidence required by law enforcement or federal authorities is intact.  
The following procedures outlined below should be utilized when deemed necessary.
1. Self-Decontamination Instructions (English)

2. Victim Gross Decontamination Instructions- Ambulatory

3. Victim Gross Decontamination Instructions- Non-ambulatory

4. Victim Gross Decontamination Instructions- Victims with Special Needs
5. Victim Gross Decontamination Instructions- Law Enforcement Special Considerations

6. Victim Gross Decontamination Instructions- Pediatric Victims Special Considerations

7. Personnel Technical Decontamination Instructions
5.7.2 Special Considerations
If INTERNAL incident, Hospital Decontamination Team or First Responders on site should try decontaminating the victim(s), as much as possible at the scene before transferring patient to decontamination area.  Decontamination shall be completed at site until patient is clean enough for transport to Hospital Based Decontamination Area for more definitive decontamination. Transport to this area shall be on the clean stretcher with a clean transport team.  Team to complete technical decontamination at the incident site prior to returning to ED or another department. 

RADIOLOGICAL Exposure: Victims who have been exposed to a radiological substance and have wet clothing should be handled carefully.  To help remove majority of radiation, the victim’s clothing should be cut and rolled off.  Radiological contaminated clothing should be bagged properly to allow wet contents to dry out.  

PETS: Pets presenting at ED or hospital based decontamination area will be put in designated area, until they can be properly cared for.  Human victims who have been exposed to a hazardous material will be decontaminated first.  Decontamination of these animals will be conducted similar to human victims by Insert Here or will be decontaminated with owner.  
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5.7.3 Insert Facility Self Decontamination Instructions

Procedures adapted using Newman Regional Health procedures. 
 (Have patient read or read to patient)
PATIENT:
You have been or possibly been exposed to a hazardous substance.  For your own health and safety as well as others, you must be thoroughly cleaned before we can safely treat you.  This is what you must do.  Please read all three steps.  Then proceed to follow them.  We will be waiting for you at the end with towels to dry you off and clothing to re-dress in.

*If you are a child, stay with your parent if possible.  If you have no parent or older sibling with you we will assist you.
	1.  UNDRESS

· Go to the designated area.
· Prepare to undress in a designated privacy area.

· Open the plastic bags.  

· Place all of your valuables (wallet, keys) into the small plastic bag and seal it.   

· Attach identification tag to bag.  

· If you have prescription glasses or cane/walker, keep them with you but the devise must be thoroughly washed with soap and water during the shower.

· If you have prescription hearing aid, place the hearing aid with your valuables in the small plastic bag to be cleaned by staff.  Please notify staff you have done so.

· Remove ALL your clothing, including undergarments.

· Put clothes into large plastic bag.  
· Attach tag to bag(s) and to yourself.
· Put the small valuables bag and large clothes bag in the designated area.



	2. SHOWER
· Now step into the entrance of shower area.

· Wet yourself all over in the shower. 

· Rinse with water for at least one minute. 

· Continue forward into shower area.

· Thoroughly wash with soap and water for at least 5 minutes, paying attention to hair, ears, body creases/folds etc.
· Rinse for at least one minute.

· Be prepared to repeat 2-3 times as directed by staff.


	3. RE-DRESS AND RECEIVE MEDICAL CARE
· Step forward out of the shower area and we will have a towel and clothing for you to re-dress in. We will keep you covered.
· Then we will take you to the medical treatment area.

· If it is safe, we will give you back your clothes and valuables.


Hospital EOP Annex D: Hazardous Materials Incident
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5.7.4 Insert Facility Victim Gross Decontamination Instructions 
Ambulatory
All decontamination instructions were derived using OSHA best practices of Innova Health System & Northern Virginia Emergency Response Coalition. 
1. Staff should conduct initial pre-decontamination triage on each victim to assess the need for immediate care.  
· Hospital Decontamination Team members should be alert to the possibility that an ambulatory victim may clinically deteriorate and require immediate transfer to the Non Ambulatory assistance area via backboard, stretcher or wheelchair.

2. Direct contaminated victim to decontamination zone.

3. Children should be kept with their parents if at all possible; if no parent or older sibling is available then Hospital Decontamination Team member should provide needed assistance to a child.
4. Victim should be given Self Decontamination Instructions as soon as it is available.

5. Victim should quickly remove all clothing putting valuables into the small clear plastic bag and clothing into large bag, close bags, and put into designated area. 

6. The clothing bag should be set aside in secure area.

7. If tag is available, Hospital Decontamination Team member should give both bag and victim a numbered tag to wear it through decontamination and treatment.
8. If additional Hospital Decontamination Team members are available, victims name and number should be recorded on Hospital Decontamination Team Patient Tracking Form.
9. Victim should continue forward into the decontamination area.
10. Victim should quickly rinse themselves from head-to- toe with water using a hand held sprayer, garden hose, or shower head for at least one minute.

11. Victim should next wash with soap and water, using washcloth or brush from the kit if available, in a systematic fashion cleaning open wounds first and then in a head to toe fashion for 5 minutes when the agent is non-persistent and 8 minutes when a persistent or unknown agent is involved.  When necessary, Hospital Decontamination Team member may direct victim to repeat steps to wash with soap and water.  Discourage the victim from rubbing too vigorously while washing. Eye irritation may require the use of a topical anesthetic first before irrigating.
12. The Hospital Decontamination Team member should closely observe each victim to ensure they are thorough in washing themselves. Particular attention should be made to ensure they wash the axilla, creases, folds and hair. Help should be offered as necessary.
13. Once the washing is completed then each victim should thoroughly rinse themselves (this should require about a minute to complete).
14. Decon soap bars, washcloths, brushes and sponges should be put into a nearby trashcan and NOT carried into the Cold Zone.
15. After the rinse/wash/rinse cycle is complete the victim should next proceed to the towel-off area and complete drying off and leave towel in trashcan.
16. Following drying off the victim should put on the victim gown and proceed to the post-decontamination triage/medical treatment area for rapid assessment. 
17. Additional treatment will be limited only to those interventions deemed necessary.  Any antidote administration should be done via the IM route after cleaning the affected area first.  
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5.7.5 Insert Facility Victim Gross Decontamination Instructions 
Non-Ambulatory
All decontamination instructions were derived using OSHA best practices of Innova Health System & Northern Virginia Emergency Response Coalition.
1. Staff should conduct initial pre-decontamination triage on each victim to assess the need for immediate care.  

2. Victim should be brought to the Decontamination Area and tended to by a minimum of 4- Hospital Decontamination Team members. Each victim should be put onto a backboard or stretcher w/ the pad removed.  
3. All victims’ clothing should be removed and valuables put into the clear plastic bag and clothing into large bag.  Close bags and put into designated area. Attach tag number to bag and victim if available.  Clothing should be cut away where necessary. 

4. Attention should be paid to minimizing the aerosolization spread of particulate matter by folding clothing inside out as removal is being done and dabbing the skin with sticky tape and/or vacuuming.
5. The clothing bag should be set aside in secure area.

6. If additional Hospital Decontamination Team members are available, victims name and number should be recorded on the Hospital Decontamination Team Patient Tracking Form.   
7. While resting on device the victim should quickly be rinsed from head-to-toe with water using either the hand held sprayer, garden hose or shower head; protection from aspiration of the rinse water should be initiated.
8. Next the victim should be washed with soap and water, using brush or wash cloth when available, in a systematic fashion cleaning airway first followed by open wounds then in a head to toe fashion for 5 minutes when the agent is non persistent and 8 minutes when a persistent or unknown agent is involved. Avoid rubbing too vigorously.

9. The victim should be rolled on their side for washing of the posterior head, neck, back, buttocks and lower extremities by 2- 4 Hospital Decontamination Team members; attention to a possible neck injury should be given. 

10. Careful attention should be given to washing the voids and creases such as the ears, eyes axilla, groin.

11. Topical eye anesthetic maybe required for effective eye irrigation to be done.
12. The victim should then be rinsed in a head-to-toe fashion that minimizes contamination spread for about one minute. Overspray or holding the rinsing devise too close so as to irritate the skin should be avoided.

13. Hospital Decontamination Team members should be alert to the probability that the non-ambulatory victim may require ABC’s support (airway positioning, suctioning, O2 administration, spinal stabilization etc.) and administration of life saving antidote administration by IM injection. If IV therapy is needed the extremity site for the IV should be deconned quickly before the IV is started. If IV therapy is needed the victim should be pulled out of line in the Decon Corridor but remain in the decontamination area.

14. The victim should be dried off, put into a hospital gown and transferred to a clean backboard (or clean off and dry the board they are on if additional boards are not available). Victims on a stretcher should be transferred to a clean backboard.
15. Soap bars, brushes and sponges should be put into a trashcan and not carried into the Cold Zone.  O2 materiel should remain in the decontamination area. 

16. The victim should be taken to the post-decontamination triage/medical treatment area for rapid assessment. 
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5.7.6 Insert Facility Victim Gross Decontamination Instructions
Victims with Special Needs

All decontamination instructions were derived using OSHA best practices of Innova Health System & Northern Virginia Emergency Response Coalition.
Glasses/Contact Lenses

1. Victims with glasses should keep them if they cannot see without them. They must be washed and rinsed thoroughly during the decontamination process before being worn. Otherwise, the glasses should be placed in the valuables portion of the clothing bag.

2. Contact lenses should be removed and placed in the valuables portion of the clothing bag.

Canes/ Walkers

1. Victims who use walking-assist devices may retain them but, the devise must be washed with soap and water during the decontamination process before being allowed into the triage area.

2. Victims who are unsteady standing and or walking should be given a walker. The walker should be used to assist with ambulation until they get to the end of the line when it should be retrieved, deconned and returned to the front of the decontamination line for the next victim who needs it.  

PIC Lines/ Saline Locks
1. Unless contaminated, PIC lines and saline locks should be covered with Tegoderm or Saran wrap before the area is decontaminated. 

2. Contaminated PIC lines or saline locks should be removed before being decontaminated. After the area is cleaned a dressing should be applied until in the post-decontamination triage/medical treatment area where antibiotic ointment and a new bandage should be applied.

Hearing Aids 

1. Hearing aids or other hearing assistance devices (such as cochlear implants) CANNOT be immersed or otherwise be soaked with water. Thus, they should either be removed and placed in the valuables portion of the victim’s clothing bag or if the victim cannot hear without the device, the device should be carefully wiped off with a slightly saline-moistened 4x4 gauze, dried off, put into a clear plastic bag and handed to the victim. The cleaned hearing aid is NOT to be worn until the victim has completed the decontamination process (including washing the ears) and is in the post-decontamination triage/medical treatment area. 
Dentures 

1. Unless the oral cavity is contaminated dentures should remain in place and no decontamination is necessary. 

2. If the oral cavity is contaminated, the dentures should be removed and placed in a clear plastic bag with the victim’s name or clothing identification number placed on it.  The dentures should later be decontaminated in accordance with instructions received from the Poison Center and/or a dentist.  The victim’s mouth should be decontaminated with mouthwash or saline that is gargled and safely spit out into a bio-hazard bag.
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5.7.7 Insert Facility Victim Gross Decontamination Instructions
Law Enforcement Special Considerations

All decontamination instructions were derived using OSHA best practices of Innova Health System & Northern Virginia Emergency Response Coalition.
Law Enforcement Officers with Weapons
1. An officer’s gun and utility belt contain items that could prove dangerous if allowed to get in the wrong hands. In most cases law enforcement personnel who have been injured on the scene will have had their gun(s) removed before arrival and given to a fellow officer.  However, if that is not the case, the weapon should be left in the holster and the utility belt removed by a Hospital Decontamination Team member familiar with firearms, rendered safe, and placed in a clear plastic bag labeled with the victim’s name and/or clothing number. The bag should then be passed to the post-decontamination triage/medical treatment area where it should be given to a fellow officer or hospital Security Officer for safe keeping until it can be given to a representative of the injured officers department.  
2. Hospital Decontamination Team member should be aware that often times an officer may have a backup weapon usually found in a holster near the ankle, in their pocket, in a ballistic vest or near an armpit. The holster with the weapon in place should be removed and secured as described above. 

3. DECONNING OF AN OFFICER’S WEAPON, EQUIPMENT, AND/OR UTILITY BELT WILL BE THE RESPONSIBILITY OF THE LAW ENFORCEMENT AGENCY.

4. If the officer is wearing a ballistic vest it must be removed prior to undergoing decontamination. The vest is usually easily removed by loosening the Velcro straps, pulling the vest apart, and then off the victim. It should then be placed in a large plastic bag identified with the victim’s name and /or clothing number on it and passed to a fellow officer or hospital Security Officer in the post-decontamination triage/medical treatment area.
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5.7.8  Insert Facility Victim Gross Decontamination Instructions
Pediatric Victims Special Considerations
Children section was adapted using Office of Mental Health New York State- Decontamination of the Pediatric Patient Draft Considerations. 
Decontamination Recommendations for All Children:
Infants and children have unique needs that require special considerations during the process of hospital-based decontamination. 

1. Decontamination Special Considerations:

(a) Separation of families during decontamination should be avoided, especially under conditions of large number of patients in a chaotic situation but medical issues take priority. 

(b) Older children may resist or be difficult to handle out of fear, peer pressure, and modesty issues (even in front of their parents or caregivers). 

(c) If the water temperature is below 98°F, the risk of inducing hypothermia increases proportionately with the smaller, younger child. 

(d) Attention to airway management is a priority for all children throughout decontamination showers. 

(e) It cannot be assumed that the parents or caregivers will be able to decontaminate both themselves and their children at the same time (Hospital Decontamination Team members should recognize the need to assist them). 

(f) Large volume, low pressure water delivery systems (e.g. handheld hose sprayers) that are “child friendly” should be incorporated into the hospital decontamination showers if possible. 

(g) The smaller the child, the bigger the problem regarding any of these considerations such as hypothermia, airway management, separation of families, and ability to effectively decontaminate the child. 
2. Disrobing:
(a) Ambulatory Children

1. All infants and toddlers (0-2) should be placed on a stretcher and disrobed by either the child’s caregiver or Hospital Decontamination Team members.  All clothes and items that cannot be decontaminated should be placed in appropriate containers or bags as provided by the hospital and labeled. 

2. Ambulatory children (Ages 0-8) should be assisted in disrobing by either the child’s caregiver or Hospital Decontamination Team member.  All clothes and items that cannot be decontaminated should be placed in appropriate containers or bags as provided by the hospital and labeled.  
3. Ambulatory children (Ages 8-18) should disrobe when instructed to do so by Hospital Decontamination Team members.  All clothes and items that cannot be decontaminated should be placed in appropriate containers or bags as provided by the hospital and labeled.  
(b) Non-ambulatory Children

1. All non-ambulatory children (Ages 0-18) should be placed on a stretcher by Hospital Decontamination Team members and disrobed (using trauma shears if necessary).  All clothes and items that cannot be decontaminated should be placed in appropriate containers or bags as provided by the hospital and labeled.  

3. Shower:

(a) Ambulatory Children

1. Each child (Ages 0-8) should be accompanied through the decontamination shower by either the child’s caregiver or Hospital Decontamination Team member to ensure the entire patient is properly decontaminated.  It is not recommended that the child be separated from family members or adult caregiver.  It is not recommended that the caregiver carry a child due to the possibility of injury resulting from a fall, or from dropping a slippery and squirming child. Special attention must be given to the child’s airway while in the shower.   
2. Each child (8-18) should then walk through the decontamination shower, preferably in succession with their parent or caregiver, and essentially decontaminate him/herself. 
(b) All non-ambulatory children:
1. Each non-ambulatory child (Ages 0-18) on a stretcher is escorted through the decontamination shower and assisted with decontamination to ensure the entire patient is properly decontaminated.  Special attention must be paid to the child’s airway while in the shower.
4. Towel drying:

(a) Ambulatory Children

1. (Ages 0-2) Once through the shower, the child’s caregiver or hospital personnel will be given a towel and sheets to dry off the child, and a hospital gown.  Immediately, the child should be given a unique identification number on a wristband and then triaged to an appropriate area for medical evaluation. Children and their families (parents or caregivers) should not be separated unless critical medical issues take priority. 
2. Once through the shower, each child (able to dry and dress themselves) should be given a towel and sheets to dry, and a hospital gown.  Immediately, the child should be given a unique identification number on a wristband and then triaged to an appropriate area for medical evaluation. Children and their families (parents or caregivers) should not be separated unless critical medical issues take priority. 

(b) All non-ambulatory children:
1. Each non-ambulatory child (Ages 0-18) on a stretcher should be assisted with towel and hospital gown.  Immediately, the child should be given a unique identification number on a wristband and then triaged to an appropriate area for medical evaluation. Children and their families (parents or caregivers) should not be separated unless critical medical issues take priority. 

Hospital Decontamination and the Pediatric Patient
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5.8   Insert Facility Personnel (Technical) Decontamination Instructions

All decontamination instructions were derived using OSHA best practices of Innova Health System 
Prior to leaving the Decontamination Zone the Hospital Decontamination Team must undergo decontamination. 

0. All equipment used by the hospital decontamination team members must be placed in appropriate receptacles or in bins designated for equipment which can be cleaned and reused. 

1. Hospital Decontamination Team will undergo a technical decontamination wash from head-to-toe involving the outer garments, gloves, and boots. 

2. After the wash is complete, personnel should remove personal protective equipment following doffing procedures outlined in Hospital Decontamination Team Procedure Insert Facility Doffing Sequence. 

Emergency decontamination of Hospital Decontamination Team members shall be conducted when staff member distress is recognized by buddy or other member.  PPE should be removed quickly in head to toe fashion in designated doffing area. Medical care rendered as warranted.
Hospital EOP Annex D: Hazardous Materials Incident
Hospital Decontamination Team Operations
5.9   Post-Decontamination Triage and Medical Treatment
Post-decontamination triage: Hospital Decontamination Team members should conduct post-decontamination triage of each victim immediately following decontamination in order to provide appropriate medical treatment.
· Identify victims with injuries, items, or special considerations that may require special handling.  Any valuable that have been decontaminated by Hospital Decontamination Team based on special consideration(s) should be returned to victim. 

· Children (Ages 0-18)

· Non-ambulatory

· Canes/Walkers

· Glasses/Contac Lenses

· PIC lines/Saline locks

· Hearing Aids

· Dentures

· Law Enforcement Officers 
(Agency is responsible for decontamination of any item in utility belt)

· Animals

· Distinguish if additional medical treatment is needed.
· Identify victims that require critical treatment or immediate stabilization (e.g., shock and respiratory arrest).

· Medical treatment should be provided based on acute or chronic exposure and route (e.g. injection, penetration, inhalation, dermal contact, eye contact, and ingestion), antidotes, and treatment. Antidote administration procedures should be reviewed based on the incident for proper response.
· Patient Accountability: Paper based system should be used to track and monitor patients.  Use the Hospital Decontamination Team Operations Patient Tracking form in this Annex.

6 Demobilization


6.1 Notification

IC has authority to order demobilization.  Insert Facility may consider property and business impact for returning to normal facility operations.  It is the responsibility of command staff to brief general staff of such activation.  

6.2 Demobilization of Staff
Positions will be deactivated in a phased manner.  Hazmat Branch should initiate decontamination of area, including removal of water and solid waste and personnel technical decontamination.  As needs for staff decrease, staff shall report to debriefing area or their usual jobs as directed.  

6.3 Demobilization of Equipment and Supplies
Facility/Equipment Decontamination Unit Leader will oversee demobilization of equipment and supplies and when necessary work with subject matter experts to coordinate proper disposal of all equipment and solvents used in decontamination response.  Cost issues should be coordinated with the Finance/Administration Section.  The Hospital Decontamination Team members conducting decontamination of the area will do so by cleaning equipment and surfaces.   Cleaning should be performed while suited in appropriate PPE.  All supplies used in decontamination process will be put in a designated container.  Decontaminated supplies and/or equipment should then be repaired, repackaged, and replaced as needed.  Items that cannot be decontaminated safely should be processed for appropriate disposal.  It is unlikely that portable gear could be adequately decontaminated after an incident involving a persistent or highly toxic agent.  
6.4 Removal of Solid Waste 

Contaminated clothing and other hazardous waste (except victims’ valuables and evidence required by law enforcement or federal authorities who will provide specific instruction on handling the waste) should be removed and placed in large bags.  Bags should be double bagged and sealed or placed in hazardous waste container.  Any bio-hazard bags or trash cans may contain soaps, sponges, scrub brushes, towels, and other items used by victims during the decontamination process.  These bags must be sealed and segregated for later removal by contract waste haulers. Sealing the bags or closing the containers is important to eliminate contaminated materials as possible continuing sources of victim or healthcare worker exposure.  All material should be secured until proper disposal is available.  Patient belongings/valuables should continue to be secured according to hospital policy; consult with Safety officer, Security Branch Director and local fire and law enforcement, as appropriate.  Insert Hospital has a contact with insert Hazardous Waste Management Company to test and dispose of waste that is considered hazardous.  Towel discard bins contain towels discarded by patients who have completed the decontamination process just prior to their entry into the healthcare facility. These bags must be segregated for later removal by contract waste haulers.  Disposal agency contact information can be found in Annex F HICS 258- Resource Directory.  Personnel should ensure return/retrieval of any decontaminated equipment and supplies; coordinate with Supply Unit Leader.
6.5 Removal of Wastewater 
Wastewater from decontamination showers can contain low-level concentrations of the substance(s) with which victims are contaminated. To limit environmental impact on the publics’ health, wastewater from the decontamination shower should be isolated and contained until proper disposal is available.  Insert Hospital has a contact with insert Hazardous Wastewater Management Company to test and dispose of wastewater that is considered hazardous.  Disposal agency contact information can be found in Annex F HICS 258- Resource Directory.
· In the event that mass decontamination efforts are required, the importance of life safety concerns supercedes the potential environmental impact of contaminated effluent. Every attempt should be made to direct this effluent into the sanitary sewer, with immediate notification of the proper municipal agencies. In those cases in which only limited numbers of patients are involved, every attempt should be made to contain this effluent using "baby pools" or similar methods. Such collected water must then be properly disposed of under the direction and supervision of the appropriate municipal agencies and contract waste haulers.

· Personnel technical decontamination of Hospital Decontamination Team Members.   Decontamination of HAZMAT team- Hospital will follow decontamination and doffing procedures outlined in Tab D- Decontamination and Doffing Procedures. Personal Protective Equipment: Personal protective clothing and equipment shall be decontaminated, cleaned, laundered, maintained or replaces as needed to maintain their effectiveness.  
6.6 Other Demobilization Procedures 

· Staff should notify supervisor if they identify any current problems, outstanding issues, or follow-up requirements.  Report to regulatory agencies as necessary.
· Upon deactivation, ensure continued medical surveillance of staff and/or victims as needed and/or per recommendations of internal/external experts.  Staff medical monitoring should be coordinated with Employee Health and Well-Being Unit.
6.7 Notification of Completion

 Command staff should be notified by Operations Section Chief when clean-up/restoration is complete. Staff shall submit all documentation forms including HICS 214- Operational Log and HICS 213- Incident Message Form to the Planning Section Chief.  
6.8 Debriefing
Debriefing of staff involved in the incident will be conducted.  Mental health staff will be available to assist as needed.  Additional meetings may be conducted to identify lessons learned and procedural/equipment changes that are needed.  Staff should submit any comments for discussion and possible inclusion in the after-action report including position descriptions, recommendations for procedure changes, and other accomplishments or issues.

Hazardous Material Resources for Hospital Facilities Appendix - 1
· American Association of Poison Control  http://www.aapcc.org/
· American Conference of Governmental Industrial Hygienists (ACGIH) books: 

· Heat Stress and Strain Threshold Limit Values (TLVs) for Chemical Substances and Physical Agents and Biological Exposure Indices (BEIs) 

· Agency for Toxic Substance and Disease Registry (ATSDR)

· ASTDR Unidentified Chemical Management http://www.atsdr.cdc.gov/MHMI/mmg170.pdf 

· ASTDR Managing Hazardous Materials Incidents  http://www.atsdr.cdc.gov/MHMI/
· ASTDR HazMat Medical Management Guidelines for Acute Exposure
http://www.atsdr.cdc.gov/MHMI/mmg.html 

· ASTDR ToxProfiles- available online at http://www.atsdr.cdc.gov/toxpro2.html 
To request a copy of the ToxProfiles™ CD-ROM, PHS, or ToxFAQs™ call 1-800-CDC-INFO (800-232-4636) or email your request to cdcinfo@cdc.gov.

· ASTDR Public Health Statements in English and Espanol http://www.atsdr.cdc.gov/phshome.html 

· ASTDR TOX FAQ http://www.atsdr.cdc.gov/toxfaq.html
· Bioterrorism Reference Cards

· Center for Disease Control and Prevention (CDC) www.cdc.gov 

· CDC NIOSH Pocket Guide to Chemical Hazards http://www.cdc.gov/NIOSH/ 

· CDC chemical emergencies http://www.bt.cdc.gov/chemical/ 

· CDC chemical agents http://www.bt.cdc.gov/agent/agentlistchem.asp 

· Code of Federal Regulations http://ecfr.gpoaccess.gov/ 

· Crop Date Management Systems  (CDMS) http://www.cdms.net/LabelMsds/LMDefault.aspx 

· Disaster Planning Guide for Business and Industry, Federal Emergency Management Agency, Publication No. FEMA 141, August 1987.

· Emergency Response Guide (ERG)

· EPA Emergency http://www.epa.gov/emergencies/ 

· Hazardous Materials Emergency Planning Guide, NRT-1, Environmental Protection Agency, Washington, DC, March 1987.

· Material Safety Data Sheets (MSDS)

· National Fire Protection Association (NFPA) Hazardous Material Response Training Recommendations: - NFPA 472  http://www.nfpa.org/

· National Pesticide Information Center http://npic.orst.edu/npicfact.htm 

· Occupational Safety and Health Administration (OSHA) http://www.osha.gov
· OSHA Non-mandatory Guidelines for Hazard Assessment, Personal Protective Equipment (PPE) Selection, and PPE Training Program- 1915 Subpart I

· OSHA Instruction DFO CPL 2.70 - January 29, 1986, Special Emphasis Program: Hazardous Waste Sites.
· Pesticide Action Network http://www.pesticideinfo.org/index.html 

· Personal Protective Equipment for Hazardous Materials Incidents: A Selection Guide; U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, National Institute for Occupational Safety and Health; October 1984.

· The Decontamination of Response Personnel, Field Standard Operating Procedures (F.S.O.P.) 7; U.S. Environmental Protection Agency, Office of Emergency and Remedial Response, Hazardous Response Support Division, December 1984.

· Report to the Congress on Hazardous Materials Training. Planning and Preparedness, Federal Emergency Management Agency, Washington, DC, July 1986.

· U.S. Codes: http://www.gpoaccess.gov/uscode/browse.html 

HICS Appendix - 2
Hospital Incident Command Structure

Activated positions may include but are not limited to:


INCIDENT COMMANDER and COMMAND STAFF

· Incident Commander

· Public Information Officer

· Liaison Officer

· Safety Officer



GENERAL STAFF

· Finance Section Chief

· Logistics Section Chief

· Service Branch Director

· Support Branch Director

· Employee Health and Well-Being Unit Leader

· Supply Unit Leader

· Facilities Unit Leader

· Labor Pool and Credentialing Unit Leader

· Planning Section Chief

· Operations Section Chief

· Staging Manager

· Medical Care Branch Director and Medical Technical Specialist(s)

· Hazardous Material Branch Director 

· Decontamination Unit Leader

· Spill Response Unit Leader

· Victim Decontamination Unit Leader

· Facility/Equipment Decontamination Unit Leader

· Decontamination Safety Officer (Optional position- may use Safety Officer)
Note: *List above should be modified based on facilities available human resources.  
Organize Incident Command Briefings 

Incident Command shall discuss activities, actions, and decisions for responding to the incident.  Incident Commander and Command Staff shall make decisions based on incident type and level of response needed.  Activation of procedures may include those listed below.  Incident command briefings will provide notification to Command Staff on current situation, incident objectives and strategy. Briefings will be held prior to initiating pre-entry and other response activities, and at such other times as necessary to ensure that employees are apprised of the site safety and health plan and that the plan is being followed.
All activities, actions, and decisions should be documented on HICS forms.  When necessary, incident command staff shall work with local emergency management to use Kansas Form A.
If the Hazardous Decontamination Team is activated, the Hazardous Materials Branch Director and/or Operations Section Chief should brief Hospital Decontamination Team members on current situation, incident objectives and strategy.  Response activities should be based on preliminary evaluation and assessment of Incident.  Command staff and hospital decontamination team shall continue to monitor and plan for situational changes.  Modifications should be shared with appropriate personnel as seen necessary.  

OSHA Health and Safety Standards Appendix - 3
· OSH Act – General Duty Clause (Section (5)(a)) 
· Reporting- K.S.A. 65-5707 
· Code of Federal Regulations 
· Reporting- 40 C.F.R. 302, 304 & 355.40
· HAZWOPER – 29 C.F.R. 1910.120(q) 
· HAZWOPER training – 29 C.F.R. 1910.120(q)(6)(ii) and 29 C.F.R. 1910.120(q)(6)(i)
· Personal Protective Equipment – 29 C.F.R. 1910.132  

· Eye and Face Protection – 29 C.F.R. 1910.133 
· Respiratory Protection – 29 C.F.R. 1910.134 

· 
Hand Protection – 29 C.F.R. 1910.138 
· Hazard Communication – 29 C.F.R. 1910.1200(h) 
· Bloodborne Pathogens – 29 C.F.R. 1910.1030 
· Ethylene Oxide – 29 C.F.R. 1910.1047 
· Formaldehyde – 29 C.F.R. 1910.1048
· Protection of Environment: Hazardous Materials  – 40 C.F.R. 260-399
· Worker Protection – 40 C.F.R. 311
· Hazardous Chemical Reporting – 40 C.F.R. 370
· United States Code
· Chemical Safety Information, Site Security and Fuels Regulatory Relief Act (CSISSFRRA) – 42 U.S.C. 7412(r)

· 
Hazardous Chemical Inventory Reporting- SARA Title III Section 311 and 312
· Applicable U.S. Codes: Public Health and Welfare,  Transportation, Disposal, Safety, HMTA, EPCRA, RCRA
Responder Training Requirements Appendix - 4
First Responders:

Trained responders who typically respond at the site where the incident occurred (“Release Zone”) may be termed first responders and may be at high risk of exposure through direct contact with contaminate and through contact with any contaminated victims’ (e.g., skin, hair, clothing, or personal items).  According to OSHA, “First Responders are personnel who have responsibility to initially respond to emergencies. Some examples are firefighters, HAZMAT team members, law enforcement officers, lifeguards, forestry personnel, ambulance attendants, and other public service personnel.” First responders entering this area must be First Responder Operational Level trained.  

· First Responder Awareness Level Trained:  

Individuals who might reasonably be anticipated to witness or discover a hazardous substance release and who have been trained to initiate an emergency response sequence by notifying the proper authorities of the release. They would take no further action beyond notifying the authorities. [OSHA HAZWOPER Standard 29 CFR 1910.120(q)(6)(i)].
· First Responder Operational Level Trained:  

Individuals who respond to releases or potential releases of hazardous substances as part of the initial response to the site for the purpose of protecting nearby persons, property, or the environment from the effects of the release. These individuals shall have received the minimum number of hours of training or have sufficient experience to objectively demonstrate competency in specific critical areas. [OSHA HAZWOPER Standard 29 CFR 1910.120(q)(6)(ii)].
First Receivers:

Trained receivers that report to hospital based decontamination area to engage in decontamination and treatment of victims and are part of the Hospital Decontamination Team are termed first receivers.  These employees are a subset of first responders.  First receivers may be at risk of secondary exposure through contact with contaminated victims’ (e.g., skin, hair, clothing, or personal items) and should follow the procedures outlined in this Annex to better ensure safety of patients, staff, and visitors.    

· First receivers who are at risk of primary or secondary exposure during response must be HAZWOPER or Hospital Operational Level trained.  This group includes members of the Hospital Decontamination Team providing pre-decontamination triage, pre-decontamination emergency treatment, patient tracking, security at entrance, and victim decontamination.

· First receivers that are at very limited or no risk of exposure should be Hospital Awareness Level trained or briefed by Operational Level trained staff prior to response.  This group includes members of the Hospital Decontamination Team providing security, set-up crew, clerks, other Emergency Department (ED) clinicians, post-decontamination triage, communications, and other responses. 
Insert Facility has designated a trained group of hospital first receivers as being a part of the Hospital Decontamination Team.  Members of this team have completed the mandatory training program which meets standards for minimum training for hospital first receivers.  The list of trained hospital staff is available on the Insert Facility Location of Hospital Decontamination Team Contact List.
Training for First Receivers (OSHA Best Practices)

	MANDATORY TRAINING
	FIRST RECEIVERS COVERED
	REFERENCE

	First Responder
OPERATIONS LEVEL 

Initial training 
Annual refresher 

Both initial and refresher training may be satisfied by demonstration of competence.
	All employees with designated roles in the Hospital Decontamination Zone.

 This group includes, but is not limited to: 

· Decontamination staff, including decontamination victim inspectors; clinicians who will triage and/or stabilize victims prior to decontamination; security staff [e.g., crowd control and controlling access to the emergency department (ED)]; set-up crew; and patient tracking clerks.
	OSHA, 2003,
1992c, 1999

	Briefing at the time of the incident 
	Other employees whose role in the Hospital Decontamination Zone was not previously anticipated (i.e., who are called in incidentally). 

(e.g., a medical specialist or trade person, such as an electrician) 
	OSHA, 1997

	First Responder
AWARENESS LEVEL 

Initial training 
Annual refresher 

Both initial and refresher training may be satisfied by demonstration of competence.
	a. Security personnel, set-up crew, and patient tracking clerks assigned only to patient receiving areas proximate to the Decontamination Zone where they might encounter, but are not expected to have contact with, contaminated victims, their belongings, equipment, or waste. 

b. ED clinicians, clerks, triage staff, and other employees associated with emergency departments, who might encounter self-referred contaminated victims (and their belongings, equipment, or waste) without receiving prior notification that such victims have been contaminated. 
	OSHA, 1991a, 1991b

	RECOMMENDED TRAINING
	PERSONNEL COVERED
	REFERENCE

	Training similar to that outlined in the Hazard Communication Standard
	Other personnel in the Hospital Post-decontamination Zone who reasonably would not be expected to encounter or come in contact with unannounced contaminated victims, their belongings, equipment, or waste. 

(e.g., other ED staff, such as housekeepers)
	29 CFR 1910.1200(h)
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NOTE:  Facilities should assess capabilities to develop level of response plans and notification procedures that reflect their facility operations.  KDHE recommends using the provided template as a Hazardous Materials Incident base plan to be modified to meet these facility needs.  KDHE encourages including plans for notification through code orange or clear speech method, functional operations, training, and exercising.  The information, outlined in Orange font for CODE ORANGE, was added directly from the Kansas Hospital Association Standardized Emergency Codes- Tools and Resources to this Annex.



































Note:  KDHE encourages facilities to utilize notification procedures that are concurrent with standardized hospital codes, Code Orange for hazardous materials, or using the clear speech method.  Using standardized codes that trigger emergency protective and response steps help to insure quick action.
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(Sections of this form and glossary were adapted using Newman Regional Health- harm/risk assessment worksheet)








5    Hospital Incident Command System (ICS) Response























Note:  Because of the time it takes first receivers to put on PPE and to set up decontamination facilities, hospitals may want to consider arranging for alternate rapid forms of decontamination until more sophisticated decontamination facilities are up and running (e.g., mobile hoses and shower heads, emergency department decontamination room, etc.)
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