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The Office of Emergency Preparedness and Response (EPR) Program News Update is provided 
as a way to share current information about the preparedness program. This News Update is 
intended to be shared with local, regional, and tribal government partners; please forward it to 
others who may be interested.  
 
We are currently in Budget Period 4 of a five-year cooperative agreement for our base grant 
with a fiscal period July 1 – June 30 each “year.” The Ebola grant funding streams have a variety 
of fiscal periods and due dates.  
 
 

Readiness Updates – Cascadia Rising Exercise 2016 
 

Setting the stage – Katie Curtis (Snohomish Health District) 
In 2014 FEMA and the state Emergency Management Division (EMD) started planning for 
Cascadia Rising. At that time they decided to pull together a few subcommittees to focus on 
specific aspects of the exercise, including a public health and medical subcommittee.  
 
The public health and medical subcommittee was comprised of federal DOD and HHS, state 
DOH, local public health, the Northwest Healthcare Response Network, and hospital 
representatives. The subcommittee helped to shape the public health/medical-specific 
overarching objectives, and helped ensure any local health jurisdiction or healthcare facility 
that wanted to participate connected with their county planning group. 
 
This subcommittee met monthly, most often in person, to help each other with general 
planning, inject creation, and to talk through larger issues as they came up. One of the biggest 
things to come out of this planning was the need for an outbound patient movement plan. 
 

 Department of Health (DOH) Perspective – Nate Weed 
We do exercises to test our capabilities. During Cascadia Rising we successfully tested some key 
capabilities we’ve been developing for several years. Overall, we had some successes: 

 Integrating DOH Incident Management Team (IMT) with a federal Incident Response 
Coordination Team (IRCT) 

 Activating and testing the Secretary of Health’s Policy group 

 “One agency” response; greater participation from broader DOH staff 

 Improving our ability to request federal resources, working with forms 

http://www.phe.gov/preparedness/planning/mscc/handbook/chapter7/pages/hhsconcept.aspx
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 Deploying an Incident Management Team (IMT), environmental health team, and a 
(hospital) construction review services team 
 

This was a challenging scenario (a catastrophic incident) and we pushed our teams, agency, and 
partners in a way to get an honest view of our current capabilities and limitations. Overall we 
built the shape and form of our IMTs, and our operational components. Now, we need to refine 
our teams, processes, and tools to meet our commitments. 
 
I just want to say how proud I am of everyone’s problem-solving and hard work in creating this 
exercise, and performing in the exercise. 
 

DOH Incident Management Team deployed to Kitsap County –  
Kevin Wickersham (DOH) and Jessica Guidry (Kitsap Public Health District) 

 
DOH: This exercise gave DOH the opportunity to validate our capability to deploy an IMT 

and to continue to build and strengthen our partnership with Kitsap Public Health 
District (KPHD); or any jurisdictional partner as we continue to grow and test this 
capability in the future. 
 
This was the fourth time DOH tested deploying an IMT, however it was the first time 
we received a delegation to manage the incident on behalf of a local health 
jurisdiction. We sent eight personnel to Kitsap in the command and general staff 
positions.  

 
 
In addition to managing the incident, we provided training and instruction to KPHD 
staff. Our staff really enjoyed the experience and it was an opportunity to learn a lot 
about the role of local public health in an incident. We were impressed with KPHD 
staff’s energy and willingness to learn, and sincerely applaud their efforts. 
 
We learned a few lessons:  

1) If you request a capability from DOH, be explicit so you get what you need. If 
you request a “team,” you may get, and have to pay for, what we decide to 
send. 
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2) We did well with Kitsap’s delegation of authority – it was ready when the 
team arrived. They took excellent pre-planning steps, including specifying the 
budget, which made it easy for us to hit the ground running.  

3) For the DOH IMT, we need to build additional depth in positions.  
4) We validated the IMT capability in terms of equipment and supplies; the team 

felt they were well-equipped for the mission. 
5) We will continue to seize opportunities to practice integrating DOH IMT staff 

with our jurisdictional partners.  
 

KPHD: On June 7, in response to the “earthquake,” we called the DOH Duty Officer 
requesting the “full IMT.” When the team of eight arrived the following morning, we 
provided them a written delegation of authority, and a situation report.  
 
In the delegation, we authorized the DOH incident commander to run the incident, 
and mentor KPHD staff. The plan was for KPHD staff to take over their own response 
in the next operational period.  
 
DOH staff took mentoring seriously. The team set incident priorities and objectives, 
and asked thoughtful questions. They helped KPHD produce an incident action plan. 
It took the pressure off our staff, being able to observe folks, and learn as they went. 
We challenged everyone to go through the whole “Planning P” in six hours, and they 
did. The DOH incident commander, Dale Alexander, was great about talking us 
through some of the exercise artificialities. For example, things we did or didn’t do 
because of time, or other constraints.  
 
The IMT came with gear; bags full of radios and supplies. They seemed well prepared 
and we didn’t need to scramble to acquire any missing items for them. This 
experience working with the IMT was a huge return on investment at the local level. 
The training was on-site meaning accessible for KPHD staff, it was one day, and they 
had a knowledgeable, equipped team to learn from and work with. 
 
Our major goal for the exercise: staff training. This approach garnered more staff 
participation than usual for exercises; about 20 people. I’ve received tremendously 
positive feedback from KPHD staff since the experience, including a kudo for “best 
exercise” that one person participated in. Our thanks to the IMT. 
 
Certain parts of requesting and receiving a DOH Incident Management Team (IMT) 
were pre-planned for the exercise, like the team’s travel logistics.  
 

Legal waivers – Ron Weaver 
During the exercise we tested the ability to waive certain healthcare regulations, seeking to 
ease the burden on the healthcare system while saving lives. In this case, we focused on the 
Olympic Peninsula.  
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Because of the mass casualty consequences of an earthquake, tsunami, and aftershocks 
which caused roads and bridges to be destroyed (in the exercise), the Secretary of Health 
requested immediate suspension of the following statutes and rules: 
 

1. Suspending statutes and rules with respect to limitations on scopes of practice. 
2. Extending the renewal and expiration periods of healthcare providers’ licensing for a 

period of one month. 
3. Suspending statutes and rules concerning healthcare facilities in hospitals, ambulatory 

surgical facilities, etc. 
4. Suspending laws concerning distribution of pharmaceuticals, so there is flexibility in 

the ability to obtain, distribute, possess, and administer pharmaceuticals as needed 
for patient care. 

5. Suspending statutes concerning the timing for filing a death certificate prior to 
interment or disposing human remains. 

6. The governor requested an 1135 waiver of EMTALA requirements to the HHS 
Secretary. 

 
Military Department legal counsel met with representatives from the governor’s office to 
discuss the DOH request. After reviewing RCW 43.06.220 (State of Emergency – Power of 
Governor pursuant to proclamation), the consensus was that this and other statutes do not 
expressly authorize the Governor to waive or suspend the specific laws and rules specified. 
 
The Attorney General’s Office already convened a meeting June 21, and will continue to work 
with DOH, the Governor’s Office, the Military Department, and other appropriate partners on 
the process and requirements for enacting these waivers. 
 

Patient movement plan – Kevin Wickersham 
A priority came out from the governor’s policy room at the state emergency operations center 
(SEOC): a plan to move patients. Though we didn’t have accurate patient counts during the 
exercise, we worked under assumption it would be in the tens of thousands of people.  
 
Because we’ve done some pre-training on the National Disaster Medical System (NDMS), we 
understand their capability. They can move an estimated 560 patients per day, assuming we 
receive their full capability. During the exercise we received half the capability because some 
went to Oregon; or about 240 patients per day, assuming two-hour flight times.  
 
We figured we can start off moving many patients quickly, however, as the numbers of patients 
grow, distances grow to federal coordinating centers who receive patients (increased flight 
times). They were opening federal coordinating centers as far as Minneapolis, Omaha, and 
Wichita to receive patients from Washington. As the distances grow, the act of moving patients 
slows down too. This is a BIG operation. 
 

https://www.cms.gov/Regulations-and-Guidance/Legislation/EMTALA/index.html
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For our patient movement plan, we wanted to create other avenues to move patients 
understanding those limitations, and to make sure we’re using NDMS resources most 
efficiently. We created state-operated “aerial points of embarkation” (similar to those used by 
NDMS), but with a slightly different focus. One was used to receive patients helicioptered in 
from the coast and peninsula. Those patients would go on critical care, fixed wing aircraft 
operated by private vendors to transport the most critically ill. Our goal is keeping the most 
patients in the state; which makes sense for logistical and family reunification reasons. 
 
A key consideration that we didn’t discuss prior to the exercise was the needs of patients in 
long-term care and psychiatric hospitals, and those with special medical needs that don’t 
necessarily require hospital attention. During the exercise we established a point where those 
patients can be flown by helicopter and connected with a ground ambulance to an appropriate 
facility in Eastern Washington, based on their needs. This is the gist of the plan. It will require 
substantially more discussion, but we’re well on our way to an excellent plan.  
 

 Readiness Updates – Other than Cascadia 
 

Working with tribal governments webinar – Jessica Guidry (Kitsap Public Health District) 
Jessica provided a recap of this webinar during the EPR Update call.  
 
Please see materials attached from Lou Schmitz, American Indian Health Commission for 
Washington State. For any questions please contact Lou, lou.schmitz.aihc@outlook.com, or 
your DOH contact, Kristen Baird Romero, kristen.baird@doh.wa.gov.  
 

Intrastate healthcare system coordination training – Erika Henry 
As mentioned during last month’s call, Scott Aronson from Russell Phillips was in Washington 
during the week of June 20 to conduct trainings on the Intrastate Healthcare System 
Coordination Plan his team has been developing for us during BP4.  

 
Command and control annex – Sue Smith 

(not presented during the meeting due to time) 
DOH values our partnerships and the comments we receive from our partners regarding our 
emergency response plans. We have a draft version of our Command and Control Annex, which 
is an annex to the DOH Emergency Response Plan – Basic, ready for review.  
 
There is a process timeline, as well as a visual of the DOH Emergency Plan Structure, which 
shows where the Command and Control Annex fits within the structure. RERCs, Tribal partners, 
and Healthcare Coalition partners will receive the draft Command and Control Annex to 
review and comment on August 1. We will address or incorporate all comments returned by 
August 19.  
 
We will schedule a seminar to inform partners of the contents of the plan when it is finalized. 
Thank you for your input into this important document. 

mailto:lou.schmitz.aihc@outlook.com
mailto:kristen.baird@doh.wa.gov
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C&C ANNEX TIMELINE 
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Program Updates 
 

Cascadia Rising exercise – Michael Loehr 
Many of us and many of you participated in the largest exercise in the state’s history – it was a great 
learning experience. Here are a few of our key activities: 

 We co-located with a federal HHS team in our agency coordination center. 

 We deployed three teams to the field (environmental public health, construction review 
services, and an incident management team). 

 We developed a strategy for moving and caring for thousands of patients in eastern WA and out 
of state. 

 We tested the continuity of operations plan for our department. 

 We tested policy decision making and the authorities of the Secretary and Governor.  

 We tested an entirely new concept of establishing an incident Fatality Management 
Coordinator; which is a Medical Examiner reporting to the Secretary to oversee DMORT 
operations. 

 
Our work plan at DOH will be adjusted to account for many of the learnings we identified in this 
exercise. We will present more on this and will be looking for feedback at the upcoming Disaster 
Advisory Group Meeting. 

 
Budget period 4 completion – Michael Loehr 

As the grant year comes to a close, I just wanted to say thanks for your hard work and your patience this 
year – it seemed a bit crazier than other years. We look forward to working together on what I believe is 
a very solid work plan, with sustained funding for our partners, and an innovative set of activities for 
DOH. 

 
WSHA Conference – Michael Loehr 

I want to thank the Washington State Hospital Association 
(WSHA), and specifically Peggi Shapiro, for her hard work and all 
the other partners who assisted in conducting the conference 

this year. I had the pleasure of attending and presenting at the conference and talking with many 
healthcare partners. 

 
### 

 
If you have any information you would like to share with the public health preparedness 
community during a monthly update call please feel free to send your ideas to Dianna Trotter, 
dianna.trotter@doh.wa.gov or 360-236-4079. 
 
EPR Program Update Calls are held the third Monday of each month from 2-3 p.m., except January and 
February meetings are combined because of holidays. Emergency Preparedness and Response is funded 
through a CDC grant for public health emergency preparedness (PHEP), and healthcare preparedness 
(HPP) grant from the Assistant Secretary for Preparedness and Response (ASPR) under the federal 
Health and Human Services (HHS). 

 

mailto:dianna.trotter@doh.wa.gov
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2016 Update Calls   

Feb. 8, 2-3 p.m. March 21, 2-3 p.m. April 18, 2-3 p.m. May 16, 2-3 p.m. 

June 20, 2-3 p.m. July 18, 2-3 p.m. Aug. 15, 2-3 p.m. Sep. 19, 2-3 p.m. 

Oct. 17, 2-3 p.m. Nov. 21, 2-3 p.m. Dec. 19, 2-3 p.m.  


