(Facility Name) Emergency Operations Plan

Annex A, Attachment 1:
SNS Request, Receipt, and Management

PURPOSE:  This document will provide instruction on how to request, receive, and manage SNS materiel.  

OVERVIEW:  During an emergency, hospitals may see an increase in patients requiring them to use medical supplies and medications from local and state caches.  In some instances, these caches will not be adequate to cover the surge of patients.  The Strategic National Stockpile (SNS) contains medical supplies that can be used by hospitals during an event that may exhaust local and state stockpiles of equipment and/or certain medications.

Hospitals also should be prepared to be the primary recipient of antivirals during an influenza pandemic.  In this case, hospitals would not need to request antivirals, as the antivirals would be allocated at the state level and distributed to the appropriate locations.  However, procedures for receipt and distribution would need to be followed according to the plan below.

1.  REQUESTING THE SNS

Step 1. Hospitals and Local Health Departments (LHDs) must work within their County Emergency Manager to verify that local supplies will not be adequate to deal with an event prior to initiating a request for SNS Support. This local supply includes regionally-stockpiled materiel by the hospital preparedness region, if applicable.


	Hospital Region
	(KC, NE, NC, NW, SE, SC, SW)

	Regional Coordinator:
	

	Phone Number(s):
	

	County Emergency Management
	

	Emergency Manager:
	

	Phone Number(s):
	


Step 2. If local and regional pharmaceutical caches have been determined inadequate, one of the following hospital staff persons authorized to request SNS materiels (listed below) should be notified of the need to request SNS materials for the hospital.

	HOSPITAL
	Primary
	Backup 1
	Backup 2
	Backup 3

	Name
	
	
	
	

	Work Ph#:
	
	
	
	

	Home Ph#:
	
	
	
	

	Cell Ph#:
	
	
	
	

	Pager #:
	
	
	
	

	Other:
	
	
	
	


The Hospital SNS request person then will need to be in contact with the LHD’s SNS request person to ensure coordination between requests.  Contact information for the (X County) LHD staff authorized to request SNS materials is listed below:

	LHD
	Primary
	Backup 1
	Backup 2
	Backup 3

	Name
	
	
	
	

	Work Ph#:
	
	
	
	

	Home Ph#:
	
	
	
	

	Cell Ph#:
	
	
	
	

	Pager #:
	
	
	
	

	Other:
	
	
	
	


Step 3. The staff person authorized to request SNS should fill out the Hospital SNS Request Form located in Tab A of this SNS Attachment. (The form also is located in Annex J of this EOP.) To calculate numbers needed for priority prophylaxis of personnel, refer to section 3 (“Priority Prophylaxis for Personnel”), below, in this SNS Attachment.

Step 4. The completed Hospital SNS Request Form should be sent to (X County’s) Local Emergency Operations Center (LEOC)*, per the contact information below:

	(X County) Local Emergency Operations Center (LEOC)

	Location:
	

	Local Contact Person:
	

	Phone Number(s):
	

	Fax Number:
	


*NOTE: In the absence of a working LEOC during an event, it is expected that the LHD and local hospital will coordinate with one another in communications with the County Emergency Manager. WebEOC may be used to facilitate this process.

2.  RECEIPT AND DISTRIBUTION STRATEGY
The SNS Attachment should include a receipt and distribution strategy detailing where SNS materiel will arrive and how (if the receipt location is somewhere other than the hospital) the materiel will be transported from the delivery location to the hospital.  The scenario below assumes that the materiel requested by the hospital will be delivered directly to the hospital (as the State can deliver to only one LHD and one hospital in each county).  However, some LHDs and hospitals have collaboratively chosen to have all materiel delivered to one shared location in the county (such as the LHD) with the hospitals, then transporting their materiel from the LHD to the hospital or alternate care site, as applicable.  This is also an acceptable method for receipt and distribution and may be the best option in counties with more than one hospital.  The steps below can be adjusted and expanded to account for this alternative receipt and distribution method.

Step 1. SNS materiel will be stored at (receiving facility)(receiving facility address).  This facility meets all CDC/KDHE requirements for storage of SNS materiel.  These requirements are provided in Tab B of this SNS Attachment.  Medications requiring environmental controls will be stored in accordance with manufacturer’s specifications.  All medications will be stored in a secure container.  Any transportation of SNS materiel, once it is received by (receiving facility) will be conducted by (insert agency name here).  Point of contact for (insert agency name here) is listed below:


	Agency responsible for transportation:
	

	Contact Person(s):
	

	Phone Number(s):
	



Map and directions to the SNS storage site are located below:


[Insert Map and Directions Here]

Step 2. Upon arrival of SNS materiel at the county’s designated site, the Logistics Section Chief will contact the (Receiving Facility) to arrange delivery of the materiels or schedule to pick up the materiel.  (This will depend on your Local Health Department’s SNS plan. You must contact the Local Health Department to determine how they plan to dispense the materiel to the hospital. That information should be inserted here in the plan.) 

Step 3. The Logistics Section will track distribution of SNS materiel utilizing the SNS Screening Form (Tab C of this Attachment). 

Step 4. The Finance/Administration Section will track distribution of SNS materiel without billing patients. Patients cannot be charged for materiel received through an SNS push package.
Step 5. The Safety Officer for (X facility) will be responsible coordinating security at the hospital’s storage site. The Job Action Sheet for the Safety Officer is located in Appendix G of this EOP.  Primary and backup Safety Officer contact information is listed below:


	Safety Officer
	Primary
	Backup 1
	Backup 2
	Backup 3

	Name
	
	
	
	

	Work Ph#:
	
	
	
	

	Home Ph#:
	
	
	
	

	Cell Ph#:
	
	
	
	

	Pager #:
	
	
	
	

	Other:
	
	
	
	


3.  PRIORITY PROPHYLAXIS FOR PERSONNEL
The equation below helps calculate the estimated number of personnel that would need to receive priority prophylaxis, including family members:

	
	x 3.5=
	

	# of hospital staff
	
	Total # staff and family members for priority prophylaxis


4.  MINIMUM IDENTIFICATION REQUIREMENTS NEEDED IN ORDER TO RECEIVE MEDICATION

This is a local decision.  However, it is recommended that no identification be required due to the large number of undocumented persons in the State.
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	                                                                                                                                                            Date:

                                                                                                                                                            Time:

	Kansas SNS Request Form Hospital



	All applicable questions on this form must be completed and faxed to the Kansas Division of Emergency Management at 785-274-1426

	General Information

	County:                                                                                            
	Population of county affected:                                                                           

	Hospital:

	Hospital region:     ( NW     ( NC     ( NE     ( SW     ( SC     ( SE

	Title of person filling out form:   
	( Incident Commander          ( Emergency Manager          ( Hospital Pharmacist                                                     

( Hospital Preparedness Coordinator          ( Emergency Department Personnel           ( Other

	If other please specify:

	Nature of Event:     ( Bioterrorism          ( Contagious Disease          ( Mass Casualty Incident          ( Flu          ( Other    

	If other please specify:

	Suspected Agent:     ( Anthrax          ( Plague          ( Tularemia          ( Flu          ( Other         

	If other please specify:

	Personnel Treated with Local/Regional/State Supply

	Number hospital personnel treated with supply:

	Number of other first responders treated with supply:

	Number of family members treated with supply:

	Antibiotic Used:     ( Doxycline     ( Ciprofloxicin     ( Other    

	If other please specify:

	Total number of personnel who received full regimen:
	Dosage:

	Total number of personnel who received partial regimen:
	Dosage:

	Number of pediatric doses administered:

	Number of people who could not take the primary antibiotic prescribed:

	TOTAL NUMBER OF PERSONNEL REGIMENS DISTRIBUTED:

	Symptomatic Population and Hospital Status

	Estimated number of people with symptoms:

	Number of people hospitalized:
	Number of fatalities related to event:


	treatment center Information

	Has hospital and treatment center information been updated on Pharmfinder?
	(
	Yes
	(
	No

	Do you need additional resources from the state?
	(
	Yes
	(
	No

	What type of resources do you need:     ( Security     ( Transportation     ( Mass care     ( Other

	If other please specify:

	LEOC Contact
	Name:
	Phone:

	Request Medications/supplies from the SNS

	List specific quantities and descriptions

	 (  Antibiotics: Indicate dose and route of administration
	(  Medical supplies

    ( Airway

    ( General

    ( Other (specify)

___________________

___________________

___________________

___________________
	(  Fluids   

(specify)  

_________

_________

_________

_________
	( Personal Protective Equipment

    ( Gowns

    ( Gloves

    ( Masks

    ( Respirators (specify type)

______________________________

______________________________

______________________________

______________________________

    

	( Doxycline

( Ciprofloxin

( Schedule II Drugs

( Other (specify)

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

     
	
	
	

	Hospital DEA information
	Registrant name:
	Registrant number:

	Any other information the SEOC needs to know to expedite your order:




COUNTY EMERGENCY MANAGER  ____________________________

                                                                  (Signature)                        
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STORAGE & HANDLING REQUIREMENTS FOR SNS MATERIEL
ENVIRONMENTAL

SNS materiel must remain at appropriate temperatures during staging, storage, and transportation to ensure its potency.  It is essential to keep most SNS materiel at controlled room temperatures, between 58ºF and 86ºF.  This means storage sites, dispensing sites, treatment centers, and distribution vehicles must all be able to maintain this temperature range during very hot or very cold periods.  Materiel should not be left outside during these periods.  Currently, no items in the 12-hour Push Packages require refrigeration.

CONTROLLED SUBSTANCES
A 12-hour Push Package currently includes three different controlled substances: morphine, diazepam, and midazoliam.  The Drug Enforcement Administration (DEA) classifies substances by their potential for abuse.  Accordingly, morphine is classified as Schedule C-II, while diazepam and midazoliam are classified as Schedule C-IV.  

The DEA regulates the storage and transfer in accordance with Title 21 of the U.S. Code of Federal Regulations.  The DEA subsequently authorizes individuals (registrants) to handle specific classes of controlled substances.  The registrants must ensure that they maintain a detailed chain-of-custody record of all transfers.  For C-II substances, that record must include a DEA Form 22 that the person who receives the materiel initiates to request the transfer.

Controlled substances provided by the SNS Program in Kansas will be sent to hospitals.  Hospitals must have registrants identified that will be able to receive and sign for any controlled substance that they request and subsequently receive.  The DEA recognizes that during an emergency, availability of the identified DEA registrant may be limited.  Also, extreme circumstances may dictate that controlled substances be delivered to the local health department.  If the identified DEA registrant is unavailable to accept receipt at the time of delivery, the DEA will still allow delivery of the controlled substance to the organization, but the registrant must eventually provide signed paperwork for each transfer.

	Hospital DEA Registrant

	Name
	Phone number

	
	

	Authorized Signatories

	Name
	Phone number

	
	

	
	

	
	

	
	


STORAGE AND HANDLING REQUIREMENTS FOR FLU VACCINE AND ANTIVIRALS

Flu Vaccine Storage Requirements
Flu vaccine will be stored in accordance with manufacturer’s and CDC standards including temperature controls and proper security. Flu vaccine should be stored between 35 degrees and 46 degrees Fahrenheit (2 degrees to 8 degrees Celsius). DO NOT FREEZE.

TamiFlu Storage Requirements
Tamiflu capsules: store the capsules at 77 degrees Fahrenheit (25 degrees Celsius); excursions permitted to 59 degrees to 86 degrees Fahrenheit (15 degrees to 30 degrees Celsius). 

Tamiflu Oral Suspension: Store dry powder at 77 degrees Fahrenheit (25 degrees Celsius); excursions permitted to 59 degrees to 86 degrees Fahrenheit (15 degrees to 30 degrees Celsius).


Relenza Storage Requirements
Store the diskhaler at 77 degrees Fahrenheit (25 degrees Celsius); excursions permitted to 59 degrees to 86 degrees Fahrenheit (15 degrees to 30 degrees Celsius).

Packing and Transport of Flu Vaccine

Keeping vaccines at the proper temperature at all times is called maintaining the cold chain. The cold chain begins at the manufacturer and continues until the vaccine is used. It is just as important to keep vaccines which should not be frozen from freezing, as it is to keep other vaccines from getting too warm. 

Transporting inactivated influenza vaccine (IIV)

Whether you are transporting the vaccine short distances or across the state, appropriate packing is a must to ensure the viability of the vaccine. Pack the vaccine as follows:

· Use an insulated cooler and place refrigerated packs (not frozen) on the bottom of the cooler. 

· Add a couple inches of crushed paper over the refrigerated packs. 

· Place the vaccine on top of the paper in the center of the cooler. 

· Add another couple of inches of crushed paper on top of and around the vaccine to make sure the vaccine does not shift. 

· Finish with another layer of refrigerated packs on top of the paper. Place lid on cooler and secure shut. 

If shipping across the state, special planning is needed.  Deliver the vaccine immediately to the destination.  During hot weather, keep the insulated container in a cool place (air-conditioned interior of car.)  Do not leave the vaccine container unattended or in the trunk of a parked car.  During cold weather, do not leave the container in an unheated area because the vaccine must not freeze.  In cold weather, include a freeze indicator in the vaccine container.

References:  

· Kansas Immunization Program, “Vaccine Management, Handling and Storage Guidelines for Vaccines”   785-296-5591

· CDC, “Guidelines for Vaccine Packing and Shipping”

· www.immunize.org
· www.vaccineinformation.org
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NAME – ADDRESS – PHONE – HEALTH HISTORY

Sections I – IV: To be completed by individual obtaining medications

	Date:
	
	Site:
	
	City:
	
	County:
	






I.    INFORMATION (person picking up medications)


Last Name�
�
First Name�
�
�
Address�
�
�
City�
�
State�
�
Zip Code�
�
�
Phone (H)�
�
(W)�
�
(C)�
�
�
Date of Birth�
�
�
�
�
�
Family Members (include last name if different from yours)�
�
Name�
DOB�
Age�
�
�
1�
(you)�
�
�
�
�
2�
�
�
�
�
�
3�
�
�
�
�
�
4�
�
�
�
�
�
5�
�
�
�
�
�
6�
�
�
�
�
�
7�
�
�
�
�
�
8�
�
�
�
�
�






II. ACKNOWLEDGEMENT/CONSENT (person picking up medications)





I am picking up medications for myself and/or others that live in my household or for someone who is unable to pick up their own medications.  NO ONE IN MY RESIDENCE IS RECEIVING ADDITIONAL MEDICATIONS AT OTHER SITES.  I am seeking medication in accordance with Centers for Disease Control (CDC) guidelines and the state and county health department.  I have received information about the disease and medications.  I consent to take the medications.





Signature�
�
Date�
�
�






Sections I & II RECEPTION





Section III – REGISTRATION REVIEW





III. HISTORY of all household members





1.  Does anyone have impaired renal function (kidney disease)?�
Y�
N�
Who? �
�
�
2.  Do you have children (under 13 or any persons under 90 pounds?�
Y�
N�
Who? �
�
�
3.  Is anyone pregnant or breastfeeding?�
Y�
N�
Who? �
�
�
4.  Is anyone allergic to the following antibiotics:�
�
�
�
�
�
Penicillin/Amoxicillin?�
Y�
N�
Who? �
�
�
Cipro/Levaquin/Fluoroquinolones?�
Y�
N�
Who? �
�
�
Doxycycline/Tetracycline?�
Y�
N�
Who? �
�
�
Zithromax?�
Y�
N�
Who? �
�
�
Rifampin?�
Y�
N�
Who? �
�
�
Cephalexin (Keflex)/Cephalosporins?�
Y�
N�
Who? �
�
�






SECTION IV – Registration Review





IV.   Current Medications


Referring to all household members, are any currently taking:





Coumadin (warfarin – blood thinner)�
Y�
N�
Who?�
�
�
Oral contraceptives (birth control pills) or patch�
Y�
N�
Who?�
�
�
Theophylline (Theo-Dur, Theo-24 - for asthma)�
Y�
N�
Who?�
�
�
Antacids or multivitamins�
Y�
N�
Who?�
�
�
Dilantin (phenytoin – for seizures)�
Y�
N�
Who?�
�
�
Oral anti-diabetic medications�
Y�
N�
Who?�
�
�
Methotrexate�
Y�
N�
Who?�
�
�
Digoxin�
Y�
N�
Who?�
�
�
Cyclosporine�
Y�
N�
Who?�
�
�






Interventions (check box in Section I for patients receiving standard therapy)


 


Name�
Weight


(if less than 90)�
Medication


Dispensed (include SIG)�
Quantity Dispensed


(tabs or mls)�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�






To be completed by Pharmacist only





VI. Counseling Notes:






































PHYSICIAN FOLLOW UP RECOMMENDED?


RPh initials:																	






































Report to Dispensing Area			A			B








