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1. Introduction

These guidelines describe the roles and responsibilities of the Inter-Hospital Coordinating Council
(IHCC) in preparing for a public health/healthcare emergency within the region of Washoe County.
The coalition can further support preparedness efforts in other regions of the state, if needed and
requested.

The IHCC Preparedness Planning Guidelines establish and describe the emergency response
framework and guide the IHCC as it prepares to protect the health, safety, and well-being of Washoe
County residents and visitors in areas impacted by a natural or manmade health emergency or
disaster. It also outlines how we prioritize and work collectively to develop and test operational
capabilities that promote:

e Communication

e Information Sharing

e Resource Coordination

e Operational Response and Recovery

These guidelines utilize the input of its members, partners and planning tools to identify the assets,
resources and gaps of the coalition. It does not supersede the authorities of participating entities.
These guidelines reflect autonomous operations of Hospitals and Healthcare Systems.

Review of these guidelines will occur annually and following each major response within the
County. Changes are to be approved during an [HCC meeting by the core membership and general
census of voting and non-voting members and partners.

2. Coalition Overview

The IHCC was organized in 1994, for the purpose of collaborating and coordinating the efforts of
healthcare facilities and community stakeholders, to mitigate against, prepare for, respond to, and
recover from, hazards impacting Northern Nevada’s healthcare community and their patients.
Activities of the IHCC shall include, but are not limited to:

i.  Collaborating and sharing preparedness information between healthcare
organizations and community preparedness partners.

Inter-Hospital Coordinating Council Preparedness Planning Guidelines 5



ii.  Coordinating preparedness activities and training among healthcare organizations
and community preparedness partners.

iii. ~ Sharing information, best practices, and lessons learned between healthcare
organizations and community preparedness partners.

The geographical boundaries of the coalition are confined to the jurisdictional boundaries of
Washoe County. The coalition supports and integrates with the Regional Emergency Operations
Center (REOC), when applicable.

Membership shall extend to any Northwestern Nevada and Northeastern California healthcare
organization (acute care hospital, sub-acute care hospital, behavioral health hospital, skilled
nursing facility, ambulatory care center, Federally Qualified Health Center, healthcare associations,
etc.) and their agreed upon community preparedness partners (public health, local emergency
management, local fire/EMS, local law enforcement, etc.). Any entity that attends a meeting will
automatically be considered a member unless otherwise requested.

Voting membership is comprised of any member who has attended three consecutive meetings and
has been voted on by the IHCC. Core members of the IHCC are Hospitals, Emergency Medical
Services, Emergency Management organizations, and Public Health agencies located within Washoe
County. These entities are outlined in the attendance record. Additional voting members must be
voted in by the IHCC. Each entity only has one vote.

Non-voting membership shall be extended to any entity considered to be a partner in healthcare
preparedness, but who does not qualify for voting membership. If a non-voting member wishes to
be a voting member, they must be voted in by the IHCC core membership. IHCC values non-voting
members and respects their involvement and contribution to the coalition.

Membership includes both voting and non-voting members. Please reference the [HCC attendance
list for current membership.
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2.4 Organizational Structure/ Governance

Below is an outline of the organizational structure of the coalition. Reference the IHCC bylaws for
completed organization structure and governance.

IHCC Chair

T
Large

_______________ Secretary &
Coordinator
(%]
o [ T T 1
E E
o Hospitals Public Health EMS/Fire mergency
= Management
[}
S
(&)
[ Members (Voting and Nonvoting) include, but not limited to: Behavioral health services and \

organizations, CERT, MRC, dialysis centers, Federally Qualified Health Centers, home health and hospice
agencies, infrastructure companies, jurisdictional partners, tribes, local chapters of health care progression
organizations, local public health safety agencies, medical and device manufacturers and distributors, non-
governmental organizations, outpatient health care delivery, urgent care centers, primary care providers,
schools and universities, support service providers, child care services, dental clinics, social work services,
and faith-based organizations. j

-

2.4.1 Role of Leadership within Member Organizations

At the beginning of each calendar year, all members sign the IHCC Memorandum of Understanding
(MOU). The agreement creates a voluntary agreement on common goals and expectations. See
Appendix 5.1 for complete MOU.
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2.5 Risk

This section summarizes the results of the coalitions Hazard Vulnerability Assessment (HVA). A
standardized template was developed through the IHCC Preparedness Plan Workgroup and
approved by IHCC membership. The HVA template was modified from the Kaiser Permanente HVA
Tool 2017 and is reviewed annually and collected from members of the coalition.

The top 10 hazards as identified through the coalition’s 2022 HVA are as follows:

Earthquake - 52%
Supply Chain Shortage/Failure— 48%
Severe Storms —47%

IT System Outage —39%
Fire, External — 38%

Active Assailant —36%
Infectious Disease Outbreak . Mass Casulty Incident— 35%
(Epidemic/Pandemic) — 46% 10. Flood, External - 33%

5. Unplanned Power Outage - 42%

Awonoe
©® N o

IHCC Hazard Ranking

50%

In addition to compiling the data from the members, the Workgroup developed a weighting
mechanism (as outlined below).

Healthcare Provider Type Weighted Score
Acute Care Hospitals 1
Long-term Care/Skilled Nursing Facilities 0.5
Home Health/Hospice 0.4
Federally Qualified Health Centers/Clinics 0.3
Ambulatory Surgical Centers 0.2
Other* 0.1
*If applicable
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The coalition also participates in the revision of the Jurisdictional Risk Assessment (JRA) every
three years. The last JRA was completed in 2023 and is available to be utilized when measuring the
progress of the coalition gaps.

This section summarizes the results of the coalition survey and the top preparedness gaps.

The purpose of the survey is to assist the coalition in developing a common understanding of its
resources and gaps and assist in prioritizing activities to mitigate gaps. The survey, a resource and
gap analysis, was adapted from the ASPR TRACIE Healthcare Coalition Resource and Gap Analysis.
The survey identified gaps, such as inadequate plans, staffing, equipment and supplies, skills and
expertise, services, and any other resource required to respond during an emergency.

The survey was developed and made available to all coalition members. Depending on provider
type, a member was given a series of questions. The results were averaged among member
responses and put into the ASPR TRACIE Healthcare Coalition Resource and Gap Analysis tool.
Meetings were held to review the results and the top priority areas were identified during the
meetings.

The top preparedness gaps by provider type, as identified through the coalition’s resource and gap
analysis are as follows:

EMS/FIRE CLINICS/AMBULATORY SURGERY CENTER
1. MCI Plan Updates: ICS Integration, 1. COOP, Recovery/Business Continuity
Individual Responsibilities and Planning
Communications 2. Emergency Operations Planning
2. General MCI Plan Updates 3. Surge Capacity Planning
3. Interagency Training with Law 4. Staff and Resource Sharing Planning
Enforcement
HOSPITAL HOME HEALTH/HOSPICE
1. Training and exercising the MAEA and MCI 1. Information Sharing Plan/Communication
Plans Plan
2. Decontamination 2. Exercise Plan (more participation in exercises to

maintain good knowledge and continuity of care,
especially with staff turnover)

PUBLIC HEALTH SKILLED NURSING/MEMORY CARE/ASSISTED LIVING
1. Shelter Support Plan (medical services) 1. Evacuation Planning/Training
2. MAEA Updates 2. Staff and Resource Sharing Plan

The Coalition Survey is available upon request.
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The IHCC maintains an inventory for medical surge events. A list of the inventory is available upon
request.

Through the REOC, the IHCC finance subcommittee and supply chain subcommittee review regional
PPE procurement options that could offer significant advantages in pricing and consistency for
staff, especially in an emergency.

This section includes the legal authorities that inform and govern the coalition and its members, as
related to emergency preparedness, focusing primarily on Centers of Medicare and Medicaid (CMS)
Emergency Preparedness Requirements for Medicare and Medicaid Participating Providers and
Suppliers.

These guidelines acknowledge that the following agencies play a crucial role in the success of our
members:

e Accreditation Association for Ambulatory Health Care, Inc.

e Accreditation Commission for Health Care

e American Association for Accreditation for Ambulatory Surgery Facilities (AAAASF)

e American Osteopathic Association/Healthcare Facilities Accreditation Program

e (Center for Improvement in Healthcare Quality (CIHQ)

e Community Health Accreditation Program (CHAP)

e DNV GL - Healthcare

e Healthcare Facilities Accreditation Program

e Institute for Medical Quality

e The Joint Commission

e The Compliance Team

e National Fire Protection Association (NFPA)

Please reference Appendix 5.4 for a crosswalk between the CMS Emergency Preparedness Final
Rule Conditions of Participation and existing regulatory and accreditation standards.

3. Coalition Objectives

This section provides the elements to consider for the coalition when developing its objectives.
The overarching goals of the coalition are below.

1. Build the foundation for healthcare and medical readiness.

2. Plan and collaborate to share and analyze information, manage and share resources, and
coordinate strategies to deliver medical care to all populations during emergencies and
planned events.

3. Provide uninterrupted, optimal medical care to all populations in the face of damaged or
disabled healthcare infrastructure.
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4. Through collaborations and partnerships, deliver timely and efficient care to patients, even
when the demand for healthcare services exceeds available supply.

A list of the top priorities, new preparedness activities and reoccurring activities is located in
Appendix 5.5.

This section outlines maintenance and sustainability of the IHCC through the engagement of
partners and stakeholders, while promoting the value of health care and medical readiness.

[HCC works towards sustainability through both fiscal and membership. IHCC continually seeks
grants and in-kind donation for the preservation of the Coalition objectives. This includes time,
resources and continued engagement with its members and the community.

The IHCC and community partners collaborate to share best practices and lessons learned from
events to further preparedness efforts within the IHCC boundaries. These practices and lessons are
shared during monthly meetings.

This section addresses the structure for engaging executives, clinicians, leaders, etc. to meet the
objectives of the IHCC.

The expectation of the membership is to report to their organizational leadership, to keep executive
leadership aware of the activities of IHCC. In addition, the quarterly newsletter is shared among
members to provide concrete examples of work being completed.

Clinicians are critical to understanding health/medical emergency response and are invaluable at
any planning tables. In addition, clinical leaders are able to provide input regarding strategic and
operational planning. IHCC ensures that any projects have providers, nurses and technical experts’
participation incorporated, to include the IHCC identified Clinical Advisors.

The coalition participates in the following meetings to engage community leaders.
e Prepare Washoe
e Washoe County Emergency Preparedness Council (EPC)
e Washoe County Local Emergency Preparedness Committee (LEPC)
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This IHCC conducts inclusive planning for the whole community with agencies representing
children; pregnant women; seniors; individuals with access and functional needs; individuals with
pre-existing, serious behavioral health conditions; and others with unique needs. Itisimportantto
note, these individuals may require additional assistance before, during, and after an emergency.

Additional planning considerations include the following but not limited to:

Individuals with Limited Mobility: Individuals who use assistive devices or equipment for
walking or mobility, e.g., wheelchairs, walkers or crutches

Individuals who are Blind: Individuals who are blind or have low vision, night blindness,
color blindness, impaired depth perception, etc.

Individuals who are Deaf, Deaf-Blind, Hard of Hearing: Individuals who are deaf, have
situational loss of hearing, or limited-range hearing.

Individuals with Intellectual Disabilities: An intellectual disability is a disability
characterized by significant limitations both in intellectual functioning (e.g., reasoning,
learning, problem solving) and in adaptive behavior.

Older Adults and Children: Individuals whose chronological age may impact their physical
or cognitive abilities and who may need assistance with daily activities.

Individuals who are Limited or Non-English Speaking: Individuals who have a limited
ability or no ability to speak, read, write or fully understand English

Individuals and Families with Limited Resources: Individuals who may not have the
resources available to meet their own or their family’s needs

Individuals Experiencing Homelessness or Transitional Housing: Includes persons in
shelters, on the streets or temporarily housed -- transitional, safe houses for women and
minors.

Individuals who are Experiencing Domestic Violence: Individual living with domestic
violence or who are domestic violence survivors.

Refugee & Immigrant Communities (New Americans): Persons who may have difficulty
accessing information or services due to cultural differences or unfamiliarity, and possibility
distrust of governmental systems.

Undocumented Persons: Individuals who do not have the required documentation to be
permanent or temporary residents of the United States.

Individuals with Mental Illness: Individuals who have a diagnosed mental health condition
as well as those who may have one that is undiagnosed

Individuals with Requiring Supervision: Individuals unable to safely survive
independently, attend to personal care or activities of daily living, etc.

Individuals with Medical Needs: Individuals who take medication or need equipment to
sustain life or control conditions for quality of life -- i.e., diabetic; weakened immune
systems, those who cannot be in/use public accommodations.

People Who are Dependent on Drugs or Alcohol: Includes people who use legal or illegal
substances including injectable drugs and who would experience withdrawal.

Clients of Criminal Justice System: Individuals who are currently or have been previously
incarcerated, on parole, under house arrest, or who are registered sex offenders. This includes
current clients of the juvenile justice system Emerging or Transient Special Needs:
needs/conditions due to emergency, temporary conditions—i.e., loss of glasses, broken leg,
tourists/visitors needing care.
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o Emerging or Transient Special Needs: needs/conditions due to emergency, temporary
conditions—i.e., loss of glasses, broken leg, tourists/visitors needing care

Every 6 months, the coalition receives the HHS emPOWER De-Identified Aggregated data for
Washoe County. The data should be used for preparedness planning It is understood it does not
reflect the entire population of Washoe County. As of March 2023, Washoe County has
approximately 96,476 Medicare beneficiaries of which just over 6,000 are electricity-dependent
beneficiaries!. The electricity-dependent beneficiaries include ventilator, BiPAP, Enteral feeding, UV
infusion pump, at-home dialysis, suction pumps, motorized wheelchair or scooters, electronic bed
equipment, oxygen concentrator, and implanted cardiac device.

Social vulnerability refers to the resilience of communities when confronted by external stresses on
human health, stresses such as natural or human-caused disasters, or disease outbreaks. Reducing
social vulnerability can decrease both human suffering and economic loss. CDC's Social
Vulnerability Index uses 15 U.S. census variables at tract level to help local officials identify
communities that may need support in preparing for hazards; or recovering from disaster.
According to the CDC’s Social Vulnerability Index (SVI) Washoe County overall score is 0.5625
which indicates a moderate to high level of vulnerability. Coalition member should consider this
score when developing plans and exercises. See Appendix 5.7 for additional information.

4. Workplan

This section focuses on roles and responsibilities of the coalition for executing its preparedness
guide. The HCC Readiness and Response Coordinator is the primary responsible entity for
coordinating efforts to achieve the short and long-term objectives.

Ad-hoc and standing committees may be created by the coalition chair as needed, to further the
objectives. Both voting and non-voting member representatives are eligible to serve on
committees; however, only voting member representatives may be appointed as committee chairs.

A checKlist of the coalition’s proposed activities is located in Appendix 5.6. This checklist is a fluid
document and includes the short-term and long-term objectives as identified by anticipated
completion dates. Please reference the most up-to-date checklist for the status of the activities.

The checklist will be reviewed during coalition meetings and the person responsible or designee for
identified activities will give a progress report to the coalition. This will allow for accountability for
the completion of the activities.

L https://empowermap.hhs.gov/
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The chair is primarily responsible for the execution of these guidelines and may delegate
responsibility as appropriate.

The IHCC has roles and responsibilities for executing its preparedness guide and to describe who
works on the following:
e Develop policies as needed
e Committees/work groups that develop and update response plans policies and procedures
e Develop educational material and presentations
e Research materials and acquisition, as applicable
o Evaluate exercises and responses to emergencies

Preparedness Functions Response Functions
Policy Work Educational Community Care After
Development & | Groups Material Standards/Scarce Action
Updates Development | Resource Allocation Reports
HCC Response X X X X X
Coordinator
[HCC Leadership | X X X X X
Clinical Advisors | X X X X X
[HCC Members X X X X X
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5. Appendices

This section contains detailed information on the HVA, resource and gap analysis, commitment to
participate, compliance requirements/ legal authorities, the program guide, budget,
Communications Plan, social vulnerability data, budget period reporting timeline and IHCC
Objectives.

Inter-Hospital Coordinating Council Preparedness Planning Guidelines
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5.1 Commitment to Participate

The coalition recognizes the importance of community partners and membership engagement. To
reinforce the importance, the IHCC Memorandum of Understanding (MOU) was developed and
signed by all voting and non-voting members. This MOU outlines the expectations, benefits and
privileges of being a coalition member.

IHCC
<

This Memorandum of Understanding (MOTT) is made and entered between the Inter-Hospital Coordinating Counecil
(THCC) and (Member). The agreement creates a voluntary agreement on
commen goals and expectation

The THCC was organized in 1994 for the purpose of collaborating and coordinating the efforts of healtheare facilities
and other commminity stakeholders to mitigate against, prepare for, respond to, and recover from hazards impacting
Northern Nevada’s healthcare comnmnity and patients. The THCC is a healthcare preparedness coalition and is not a
response entity.

Expectations of Members:

Assign a primary and secondary representative to the THCC.

Complete Incident Command System courses (ICS) 100, 200, 700 and 800.
Leadership completion of [CS 300 and 400 is recommended.

Miss no more than two consecutive meetings.

Participate in the review of preparedness plans as deemed appropniate from the THCC.
Participate cutside of the once a menth meeting, as needed.

Participate in situational awareness initiatives.

Participate in the IHCC survey and HVA.

Respect all other members.

Member Benefits and Privileges:
e Participation in collaboration, projects, capacity building and other efforts.
Participation in meetings, trainings, workgroups/subcommittees related to healthcare preparedness.
Increased partnerships in the comnmuity.
Increased understanding of healthcare preparedness planning.
Meet accreditation standards, as applicable.

State of Agreement

This Memorandum of Understanding (MO reflects an entirely voluntary commitment among the parties to cooperate
and work together to achieve the purpose of the THCC. This MOU in no way obligates or restricts the activity of any
patty in any way. No Member shall obligate, or purport to obligate, any other member with respect to any matter. Any
party may withdraw from the THOC at any time with 30-day written notice. Members agree to the above expectations and
further agree that they read and understood this agreement.

Primary Member-Please PRINT Secondary Member-Please PRINT Date

email: email:

24-hr Phone: 24-hr Phone:

IHCC Chair THCC Vice Chair HCC Member-at-Large
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5.2 Detailed Information on HVA
*This is an example; current version is available upon request.

INTERHOSPITAL COORDINATING COUNCIL HAZARD VULNERABILITY ANALYSIS - WEIGHTED SUMMARY

Pesthae

Advenced (Comprehensi e sy Lake Tshoe | Mountain Nethem Mhedical Renown | Renown | Resewocod | Surgery | Willow

Orgaizetion HethCoredt | Baton | CKA  fvelntegted Esen Wbl im?: WO | ey Lz:r:: Westmgery| NNMC | NSMC "‘::::I:“ Gl | spenty | At R::‘::” ::::; o | e | S s::;:.\;r: AW | Centerat [Tahoe Forest u{mm spnp

Reng e — Center Center hone Haspitalat Hosplital | Mesdows | Kursing Rena Haspital

g
Weihtng 03 1 13 01 14 [ 10 [ [T 02 10 1 [ 02 10 00 04 10 10 10 [T 14 1 [T
i Azt & [ ) ¥ B R B R B EGE I W n W 5 Bl
i Quaity B T ) E o] D 0] T B 8 ] | E 0 E 0 B
Boma Threst 115 2 B 3 o] I D B ] ] B ® R R R
Chemica Expanre, Exemal ] 13 W1 T W ow  ow  ow s os& o T @ T
Chemical Expasure, el £ 17 7 I o] 3] 11| 7 T 7] 17 17 & R 1t ] 7 L] il L% 1] o] 33
ik Aotucion B a8 ) E o] B 5 0] I B 8 ] | E 0 E 0 o) B
Commurication Teiaghans P, Eteral B &7 I f o] sl BT EEEE 7 El ] w ® & R I B
Commurication Teiaghans P, nteml B ] I f o] DT T El R ® o W % W B
Dam Rl £ 2 [ g o] 3] o] T3] T 7] 17| 17 & [ [E ] f e [ 3] 1] o] 11|
Drout 17 I ] ¥ ] 7 e o] ] R ] ) B o] E ] E ] ) R
Earthquaie R 2 I o] B w ] w w  w I B ] w om ]

Esgoson,Extemal B 2 ) f o] BT [ 1] T ] o | 7 o R R
Exiosion, ntemal 73] 2 7 I o] 3] 10 ] 193] 7] 2] 12 T 1] [T ] 10 ] B agh] 1] o] 1]
Fiscd, Edermal B [ B E o] R [ 3] T E s @ I & FEE B
Fioed, ntamal &) % B f 5 ] [ 2] B i i El e ® o o T B e
s Emiions sk, Extanal B 2 3] f 7 B B 2] D ] T | 7 W W R R
8z Emizsions Lesk, Interal 73] 13 El I T T 17 ] & 1] 2] 12 T 1] 28 ] 7 [ [ | 3] o] 11|
Gerantor e ) 3 ] f 0 R BT B w E P | E T 7 7 R
Hestage Shusticn B 3 5] 3 7 sl B B w w 2] B | 7 T ] R
A Pt B 5 8 f 7 sl B D B s | s R I R
Infcicus Diesce Qe Sodemic | Fandemic ) T 1!% E 15% a7 & r% B o @ [ i o_‘s{ u ‘-l% “ ‘-l% 255 15% 4]
Fie Etamal 4] it ] E I B B # B R W W =
e Intemal &) 7 3] f 7 B I B I B 0 | E & o A
I7istem Outaes ) 4] 3] f 7 BT B B E s @ I EE Rl B
Langsics 5] ] ] f 7 BT &) 3] B e 0] s ® 7 7 7 &) o] 7
Miazz Casunlty ncigent 113] B 1] I T [ 17 2 18] 1] 26 154 113 [ [T ] 7 574 7 57 11| 7| [
et Gas Dizregton  Feure & T | [ 7 § & & B oo m B ) 7 R W B
Faditon Expozure, Etarra 115 3 B f 7 sl B o] D= ] 7 | ] | 7 I T R
Fagition Expozure, ntemal ) &7 B f 7 sl 7 0] D= ] E ® v | 7 R R R
Sexsonal nfuenze 73] G 13 1 193] 7] 26 7] = 1] 53] i3] 2] [ 33 ] [T 33| 3 33| 154] 19%] 3]
ever Stms ) a8 3 7 3] BT B 1] R I & I
e P, Extamal B 3 B f 7 B = D El s | E I 3] &) o] 3]
e Felurs, nternal B 2 3] f 7 B Bl D El T | E o I R
iache Wave 73] 7 ) g T T 19%] ] T 1] 193] 153 & [ T ] ¥ 3] 4 3] 1] o] ]
Strikes  ator Ackon | Work Stoppaee B 37 3] f 7 BT ] o] 5| 2] 3 ] ® | E I T B
ucalyChain Shortage | e 7 5 3] 3 7 T B w EE I I R
usicous Pacags  Suzstance B 2 ] f 7 BT B B El EEEE | 7 T ] R
Unalanned Powes Outaze 113] B 2] f ) T ] 107] 11 1] 33| 17 & ] B ] [ T8 T T8 1] 153] 33
Water Disruation ) Falre, Extemal B ] ] f 7 B EEEE B ] I | E R I R
Wertglsce Vislence 115 B ] 3 7 B 0] B ] B ] ] E B E B 7 o] ]

Inter-Hospital Coordinating Council Preparedness Planning Guidelines

17




The coalition has a finance subcommittee comprised of at least one member of leadership, one core member and one other member. This
subcommittee is responsible for reviewing and approving funds spent under the ASPR cooperative agreement and other secured funding.
The subcommittee will also be provided an update of the ASPR Scope of Work monthly to ensure deliverables are achieved.

ASPR Required 2019-2020 2020-2021 2021-2022 2022-2023 2023-2024
Communications Drill (2x/yr.) X X X X X
Coalition Surge Exercise X X X X X
Pediatric Surge Plan & Exercise X
Partner Full-Scale Exercise (influenza) X
Burn Care Plan & Tabletop (TTX) X
Infectious Disease Care Plan & TTX X
Radiation Care Plan & TTX X
Chemical Care Plan and TTX X
Please reference current budget for updated financials.
Inter-Hospital Coordinating Council Preparedness Planning Guidelines 18




5.4 Compliance Requirements/ Legal Authorities Table

The below is a screenshot of the crosswalk between the 2022 Emergency Preparedness CMS Conditions of Participation & accreditation

organizations created by the Yale New Haven Center for Emergency Preparedness and Disaster Response.
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5.5 2022 Goals and Objectives

=]
oy ML

Goordinating Gouncil
Exr. F

2023 Resource & Gap Analysis
Inter-Hospital Coordinating Council

TOP PREPAREDNESS GAPS BY PROVIDER TYPE, AS IDENTIFIED THROUGH THE COALITION'S
RESOURCE AND GAP ANALYSIS:

EMS/FIRE CLINIC/AMBULATORY SURGERY CENTER
1. MCl Plan Updates: ICS Integration, Individual 1. CDOP, Recovery/Business Continuity Planning
Responsibilities and Communications 2. 5taff and Resource Sharing Plan
2. General MCI Plan Updates 3. Emergency Operations Planning
3. Interagency Training with Law Enforcement 4. 5taff and Resource Sharing Planning
HOSPITAL HOME HEALTH/HOSPICE
1. Training and exercising the MAEA and MCI 1. Information Sharing Plan/Communications Plan
Flans 2. Exercise Plan [more participation in exercises to
2. Decontamination maintain good knowledpe and continuity of cre, espedally
with staff tumnover)
SKILLED NURSING/MEMORY CAREfASSISTED LIVING PUBLIC HEALTH
1. Ewacuation Planning/Training 1. Shelter Support Plan (medical services)
2. 5taff and Resource Sharing Plan 2. MAEA/MC] Updates

The following is a list of planned traiming activities relevant to identified risks, resource gaps, work plan
priorities and corrective actions from prior exercises and incidents. Awareness and operational level training
on all aspects of HCC functions focused on preparedness, response and recovery will also be conducted.

PREPAREDMESS ACTIVITIES
1. Medical Response & Surge Exercise (MRSE) 5. Workshops/Trainings
2. Communications Exercise a. WebEOC Training
3. Coalition Plans/Guides updates b. MAEA Training/Revisions
4. HVA/Gap and Resource Analysis c.  MCIP Training/Revisions
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Zaski, Kelsey
Update screenshot to remove suggested text edit to correct spelling of WebEOC

Esp, Andrea
Where is WebEOC misspelled? 


Zaski, Kelsey
It looks like this was already taken care of. 


This checklist is a fluid document. Please reference the most up-to-date checklist for the status of
the activities.

TS

S E S ey

RACH Plan Updates: ICS
Intezration, individusl
Responsibilities and
Commumications

EMSFire

Ganeral MO Flan Updates

Interagency Training with
Lavar Erfosrcemment
Training and exercising the
Hospital MAEA and MCl Flans
Decontamination
Evmoustion
Skilled Nursing/Memary  |Flanning,Training

Caref Assisted Living Staff and Resounce Shurir'f;
Fllani
Shelter Support Plan
Fublic Health [ medical services)

MAEA snd MCI L)
COOP, H.!cnu:nllfmuinzs
Continuity Flanming

Emergency O perations
Flanming

Surpe Capaty Planning
Staff and Resource Sharing
Flanming

Indformetion Sharing

Fllany Commiunication Flan
particpation in exercizes to
misintain good knowledge
and I:DITtiHJil‘!' of care,
expecially with staff
turmawver]

Clinics,/& mbulatory Surgery

Home Healthy/Hospice
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Social vulnerability refers to a community’s capacity to prepare for and respond to the stress of
hazardous events ranging from natural disasters to human-caused threats. The CDC/ATSDR SVI
ranks each tract on 16 social factors, including poverty, lack of vehicle access, and crowded housing,
and groups them into four related themes.2 Data such as below is encouraged to be incorporated
into planning and exercises.

Washoe County, Nevada Overall SVI Score: 0.6744 (Moderate to High Level of Vulnerability)

HOUSEHOLD CHARACTERISTICS THEME SVI SCORE: 0.38 (LOW TO MODERATE LEVEL OF
VULNERABILITY)

MEASURE ESTIMATE PERCENT
Aged 65 or older 75,922 16.4
Aged 17 or younger 100,439 21.6
Civilian with a Disability 55,580 12.0
Single-Parent Households 11,246 6.0
English Language Proficiency 14,576 3.3

SOCIOECONOMIC THEME SVI SCORE: 0.61 (MEDIUM TO HIGH LEVEL OF VULNERABILITY)

MEASURE ESTIMATE PERCENT
Below 150% Poverty 88,863 19.4
Unemployed 13,021 5.2
Housing Cost Burden 54,852 29.5
No High School Diploma 35,877 11.1
No Health Insurance 44,990 9.8

HOUSING AND TRANSPORTATION THEME SVI SCORE: 0.77 (HIGH LEVEL OF VULNERABILITY)

MEASURE ESTIMATE PERCENT
Multi-Unit Structures 30,211 15.0
Mobile Homes 10,773 5.3
Crowding 7,909 4.2
No Vehicle 12,159 6.5
Group Quarters 6,010 13

RACIAL & ETHNIC MINORITY STATUS THEME SVI SCORE: 0.77 (HIGH LEVEL OF
VULNERABILITY)
MEASURE ESTIMATE PERCENT
Hispanic or Latino (of any 175,379 37.8
race); Black and African

2 Centers for Disease Control and Prevention/ Agency for Toxic Substances and Disease Registry/ Geospatial
Research, Analysis, and Services Program. CDC/ATSDR Social Vulnerability Index 2020. Database Washoe County.
https://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.html. Accessed on March 13,
2023.
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American, Not Hispanic or
Latino; American Indian and
Alaska Native, Not Hispanic or
Latino; Asian, Not Hispanic or
Latino; Native Hawaiian and
Other Pacific Islander, Not
Hispanic or Latino; Two or
More Races, Not Hispanic or
Latino; Other Races, Not
Hispanic or Latino

American Community Survey (ACS), 2016-2020 (5-year) data for the following estimates:
e N
[

Below 150% Poverty
Unemployed

J
Socioeconomic L _ J
Status L Housing Cost Burden |
[: ) Mo High S5chool Diploma ) :]
L L No Health Insurance |
f e Aged 65 & Older B
[_' Aged 17 & Younger ]
ch"""“h:ki [ Civilian with a Disability ]
aracteristics C single-Parent Households ]
L ) [ English Language Proficiency |
[ A\ Hispanic or Latino (of any race) )
Black or African American, Mot Hispanic or Lating
Racial & Ethnic Asian, Not Hispanic or Lating
American Indian or Alaska MNative, Mot Hispanic or Latino
Minority Status Native Hawailan or Pacific Islander, Not Hispanic or Latino
Two or More Races, Not Hispanic or Latino

Other Races, Not Hispanic or Lating )
——— -
[ Multi-Unit Structures |
Housing Type & L Mobile Homes J
L Crowding |
. Ne Vehicle a
Transportation C |
L L Group Quarters ]
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CDC/ATSDR Social Vulnerability Index 2020
WASHOE COUNTY, NEVADA

Overall Social Vulnerability’

-
CDC/ATSCR SVI 2020 - WASHOE COUNTY, NEVADA !!l“

CDC/ATSDR SVI Themes 0

edding

Chica

°Y||I;l City /_A/

/

| Data Unavailable *

Highest
(Top 4th)

Vulnerah\h? Lowest
(SVI 2020) (Bottom 4th)

Social wvulnerability refers to a
community's capacity to prepare for
and respond to the stress of
hazardaus events ranging from
natural disasters, such as tormadoes
or disease outbreaks, to human-
caused threats, such as toxic chemical
spills,  The CDC/ATSDR Social
Vulnerability Index (CDC/ATSDR
SVI 2020)° County Map depiits the
social vulnerability of communities, at
census tract level, within a specified

o 10 2 20 60
——

Mies

county. CDC/ATSDR SVI 2020 groups
sixteen census-derived factors into
four themes that summarize the
extent to which the area is socially
vulnerable to disaster. The factors
include economic data as well as data
regarding  education,  family
charactenistics, housing, language
ability, ethnicity, and vehicle access.
Overall Social Vulnerability combines
all the variables to provide a
comprehensive assessment

i Agency fos Toxie Substances
{ @ ATSDR ot toce s
o

Geospatial Research, Analysis, and
Semices Progiam

5.8: Communications Plan

Socioeccnomic Status”

Household Characterisics”

N

Highest
(Top 4th)

Lowest

Vulnerability
(Bottom 4th)

(SVI 2020
Racial and Ethnic Minority Status’

Lowest
{Bottom 4th)

Highest
(Top 4th)

Housing Type/Transportation®

Vulnerabil
(svi zozu?y

Highest Vlnerailty Lowest
(Top dth) (SV1 2020 (Bottom dth)

Dota Sources: 'CCC/ATSOR/GRASS, U5, Gensus Burema, £5r® StreeibapTM Premium

Lowest

Highest
(Bottom 4th)

Vul nerahwﬁ'ﬁ;
(Top 4th) 7

(SV1 2020

Motes: ‘Cuveral Social Vuinerablity. Al 16 variabies. *Conass bracs

Projaction: A0 1583 LITM Zane 1M,
Refesences: Flnagan, B.E. ot l. A Socia| Vulnerabiity e for Disastar Manage et

The Communications Plan is located within the Response Plan.
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