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Legal Notice: The components of the New Jersey Hospital Association's (NJHA)
pandemic flu planning resources (hereinafter "materials™) are intended to be tools to
assist hospitals in developing their pandemic preparedness and response plans. Your
hospital's pandemic preparedness plan should be tailored to meet your specific needs
and should be created after thorough evaluation of the challenges a pandemic may
create for your particular organization whether or not such potential challenges are
identified in these materials. Like any printed resources, these materials may not be
complete, may become out of date over time and/or may need to be revised or updated.

These materials are intended to serve as a planning tool and are not intended to
constitute a standard of care. The information contained these materials is derived from
multiple parties and sources and accordingly NJHA disclaims any and all responsibilities
and /or warranties with respect to the extent to which these materials will allow you to
assess your hospital's level of pandemic preparedness, patient care or employee
protection. No specific representation is made, nor should be implied, nor shall NJHA or
any other party involved in creating, producing or delivering this material be liable in any
manner whatsoever for any direct, incidental, consequential, indirect or punitive
damages arising out of your use of these materials.

NJHA makes no warranties or representations, express or implied, as to the accuracy or
completeness of the information contained or referenced herein. This publication is
provided "AS IS" WITHOUT WARRANTY OF ANY KIND, EITHER EXPRESSED OR
IMPLIED, INCLUDING, BUT NOT LIMITED TO, THE IMPLIED WARRANTIES OF
MERCHANTABILITY, FITNESS FOR A PARTICULAR PURPOSE, OR NON-INFRINGEMENT.
Some jurisdictions do not allow the exclusion of implied warranties, so the above
exclusion may not apply to you.

All images and information contained in these materials are copyrighted and otherwise
proprietary. No use of this information is permitted without the prior written consent of
NJHA.

NJHA publication information is available on the NJHA Web site and the
publication page: http://www.njha.com/publications/index.aspx

New Jersey Hospital Association
Health Planning Department
760 Alexander Road

P.O. Box 1

Princeton, N.J.

08543-0001

609-275-4000
http://www.njha.com
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INTRODUCTION

7F1rough the use of a detailed assessment and planning tool, hospitals can review existing
policies and procedures, identify gaps, adopt new policies and procedures and generate a
pandemic influenza plan that will facilitate a more effective response during a crisis. This
tool will assist hospitals in developing and adopting new policies that will be required to
protect employees, patients and the hospital itself. The planning and assessment tool
identifies critical elements within each module related to hospital operations during an
emergency situation. In addition, the tool provides a variety of sample policies and
procedures that facilities may elect to use in their planning process.

Critical areas to address when planning for a pandemic include:

Clinical Care Leadership

Communication Legal/Regulatory

Ethics Operations

Finance Psycho-Social

Human Resources Supplies/Logistics/Support Services

How to Use This Module

Hospitals should form multi-disciplinary work teams to develop policies and procedures
relating to each of the critical areas identified above. Diverse perspectives will help ensure
that all issues or concerns that may be raised during a pandemic can be brought to the table
while in the planning process.

The modules are to be used as a guide to facilitate discussion and to ensure that key points
related to a topic such as human resources are identified and addressed in the planning
process. Sample policies and/or procedures are provided; these policies and procedures are
by no means all inclusive, and hospitals should not interpret the sample policies as what
must be adopted. Sample policies are provided to assist a hospital in developing a policy
that is consistent with the culture and values of the organization. Hospitals are not required
to adopt any of the sample policies and procedures; they are intended simply to serve as a
resource and guide in the planning process. They are not reflective of a standard of care.

Upon completion of the 10 modules reflected in Planning Today for a Pandemic Tomorrow, a
“cross-walk” will be developed. This cross-walk will provide guidance for other module areas
that should be referenced when developing policies and procedures. For example, when
examining a Human Resources policy, the Legal and Regulatory module may need to be
reviewed.

And finally, the information reflected in the planning and assessment tool modules is
intended to be used as a fluid and flexible resource in dealing with the problems associated
with a pandemic influenza outbreak. It is based on existing information, therefore hospitals
should routinely review their plan to ensure new information is incorporated into policies and
procedures as necessary.

Human Resources Module vi ‘\(jN]HA e



PLANNING TODAY FOR A PANDEMIC TOMORROW

HUMAN RESOURCES MODULE

During a pandemic, short supply of resources and supplies to meet patient needs may seem to be of first concern; however, it is actually
the limited number of available employees that will have the most significant and immediate impact on your facility operations. Given the

high likelihood of a workforce shortage, it is imperative that health care facilities plan for this problem.

This module focuses on several human resources (HR) pandemic-preparedness strategies including:

Protecting your workforce during a pandemic.

Minimizing staff absenteeism and its impact on your clinical operations.

Minimizing administrative chaos when managing HR problems with greatly diminished HR staff.

In the sections that follow, a series of planning/policy tasks are broken down by essential HR expertise areas. They are discretionary
and are representative of the issues that should be considered. These tasks include:

A.
B.

Initial Planning

Attendance

i. Planning

ii. Policies for Consideration

. Work Schedules

i. Planning

ii. Policies for Consideration
Prophylaxis

i. Planning

ii. Policies for Consideration
Staff Assignment/Reassignment
i. Planning

ii. Policies for Consideration
Incident Command Training
i. Planning

ii. Policy for Consideration
Education/Training
Behavioral Health

i. Planning

ii. Policy for Consideration

-

Non-Clinical Volunteers

i. Planning

ii. Policies for Consideration

Independent Contractors

Credentialing

i. Planning

ii. Policy for Consideration

Unions/Collective Bargaining

Isolation and Quarantine

i. Background

ii. Planning

iii. Home Quarantine: Policies for Consideration

iv. Work Quarantine: Planning and Policy for
Consideration

Employee Health

i. Planning

ii. Employee Return to Work Following Flu
Diagnosis — Planning and Policy for
Consideration

iii. Employee Protection Issues — Planning

Human Resources Module
Page 1 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

HUMAN RESOURCES MODULE

Associated with each section are appendices that offer additional details, tips and/or further explanation of important considerations for
each task.

Careful planning in these areas will assure that HR runs smoothly — and workforce shortage is minimized — under the extreme conditions
of a pandemic.

Human Resources Module

Page 2 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

A. INITIAL PLANNING

IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENT COMPLETED IN NOT DATE TO BE |LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Establish a work group to review and address HR
concerns as they relate to a pandemic.

Work group participants may include:

Chief Operating Officer

VP, Human Resources

VP, Medical Affairs or Chief Medical Officer
Chief Nursing Officer

Employee Health Practitioner
Union/Collective Bargaining Representatives
In-House Counsel

Infection Control Practitioners

Emergency Preparedness Coordinator

Public Relations Officer

Volunteer Services Coordinator (to serve as liaison
to Medical Reserve Corps (MRC), Emergency
System for Advance Registration of Volunteer
Health Professionals (ESAR-VHP), external
volunteers, etc.

Human Resources Module CB= Collective Bargaining
Page 3 of 49

THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

A. INITIAL PLANNING CONTINUED

ASSIGNMENTS

Review existing policies to see if they address:

Anti-viral prophylaxis

Attendance

Changes to job descriptions

Critical staff shortages

Cross-training

Education/training specific to pandemic flu
Incident command system training

Issues subject to collective bargaining
General hospital policies related to pandemic flu
Patient/nurse ratios

Reassignment

Staff availability

Vaccine protection

COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Create an outline of immediate facility concern issues.
Ensure this outline includes:

Changes to standard operating procedures (SOPs)
during disaster situations (e.g., changes to medical
care standards; patient flow; test/procedure
ordering; admission or discharge criteria; etc.).
Compensation and benefits (e.g., sick time or paid
time off (PTO) benefits; return to work policies;
family leave/FMLA policies; death/bereavement
policies; workers compensation, liability exposure,
etc.).

Definition of essential work and organizational
capacity (e.g., identify the most critical
areas/services and examine resources available to
maintain their operations).

Human Resources Module
Page 4 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.
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PLANNING TODAY FOR A PANDEMIC TOMORROW

A. INITIAL PLANNING CONTINUED

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS | STARTED COMPLETED MEMBER
Independent contractors expectations (including
financial implications for performance or lack of
performance; changes in work rules; protection offered
to independent contractors, such as anti-viral
medications, masks, etc.).
Labor and employee relations (e.g., waiving of work
rule change procedures; grievance procedures; hazard
pay, appeals for work reassignment; staffing ratios;
shift lengths; etc.).
Occupational health and safety (including strategies to
maintain a safe work environment during a pandemic;
social distancing; infection control practices; etc.).
Organizational resiliency and resistance (e.g., practices
to support employee attendance such as child care,
elder care, pet care, assistance with family chores,
etc.).
Recruitment, staffing and reassignment (e.g., using
hotel maids as housekeepers; cafeteria/restaurant
workers as food service employees; recalling retired
staff; reassigning clinical staff in non-clinical jobs to
patient care; managers to line worker positions; etc.).
Regulatory and state requirements (including strategies
to determine which regulations would be waived; a
method to ask for waivers; procedures to comply with
regulations during the changing conditions of a
pandemic; etc.).
Training, education and compliance (e.g., general
awareness training; just-in-time training for new job
assignments or new equipment; methods for assuring
in new situations; etc.).

Human Resources Module CB= Collective Bargaining
Page 5 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

A. INITIAL PLANNING CONTINUED

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Determine which policies may differ based on union vs.
non-union employees:

Attendance

Compensation

Cross-training

Grievances

Reassignment

Staff shortages

Work hours

Determine which policies and procedures may change
based on the use of independent contractors for specific
services.

Establish/update employee contact information — update
annually (at a minimum). See Appendix Al

Human Resources Module CB= Collective Bargaining
Page 6 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

B. ATTENDANCE

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE | LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Identify a central point of contact to address employee
questions/concerns (e.g., employee telephone hotline,
web site, newsletter, etc.).

Establish an expected rate of absenteeism and include as

a planning consideration.

e To calculate, utilize historical data to divide average
number of days lost due to unscheduled absence per
employee by average number of work days per
employee per month.

This calculation can be expanded to address rates of
absenteeism for individual departments and the
Facility as a whole.

Consider using “FluwWorkLoss” software available
through CDC at www.pandemicflu.gov (under
“Planning Tools”).

Determine the minimum number/categories of employees
needed to care for projected number of pandemic-affected
patients, plus regular patients (absent elective surgery).
B1, B2

Establish primary and secondary lists of employees and

develop plan to address unmet facility staffing needs.

e Assume that 1 out of 3 (or more) employees will be
absent as a result of the pandemic due to their own
illness; family member illness in a family member
childcare issues; or fear of working during a
pandemic. B3

Human Resources Module CB= Collective Bargaining
Page 7 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

B. ATTENDANCE CONTINUED

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TO BE | LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Notify employees of primary (those that are necessary to
sustain the operations of the facility) and secondary status
(those that will be called upon to work and potentially
assume different responsibilities). Ensure the
responsibilities of each designation have been delineated
and communicated to each employee.

Assign an individual (plus at least one backup person) to
be responsible for assessing daily clinical staffing needs
during a pandemic.

Identify emergency staffing alternatives to sustain critical
operations including engineering, security, housekeeping,
among others.

e These may include health care workers with out-of-
state licenses; retired health care workers; health
profession students; clinical administrators;
paramedic/EMT; pharmaceutical students; patient
family members; private medical office staff among
others.

Any insurance/liability implications and issues should
be addressed by legal counsel and HR in advance
including disability coverage, workers compensation,
stop loss insurance, particularly death benefits,
among other issues. B4, B5, B6

Investigate the availability of an ESAR-VHP program in
your state.

ESAR-VHP is a pre-registration system for emergency
volunteer health professionals which provides verifiable,
up-to-date information regarding the volunteer’s identity
and credentials to other medical facilities in need of the
volunteer’s services

Human Resources Module CB= Collective Bargaining
Page 8 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

B. ATTENDANCE CONTINUED

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Investigate the availability of an MRC program in your

state.

e An MRC is a community-based, locally organized
group of volunteers (medical professionals and
others) that donate time and expertise to prepare for
and respond to emergencies.

Establish criteria for declaring a “staffing crisis.” Such a

declaration may allow for the use of emergency staffing

alternatives and should identify:

e Who within the facility can declare a crisis.

e What incident(s) lead to the declaration of a crisis
(e.g., the inability to carry out normal business
functions; CDC pandemic declaration; etc.).

Consider that, at the directive of the Commissioner of
Health (or his/her designee), facility employees may be
placed in isolation/quarantine. Plan for how this would be
managed and what resources would be required to
support staff. B7

Explore any legal liability associated with imposing
“working” quarantine policies. If such action poses too
great a risk to the facility, alternative strategies should be
explored. (See Section M)

Identify staff that can work remotely such as those
assigned to payroll, claims processing, administrative staff,
etc. B4

Assess and adjust availability of computer resources to
support staff working from a remote location or from
home. B4

Human Resources Module CB= Collective Bargaining
Page 9 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

B. ATTENDANCE CONTINUED

PoLiciES FOR CONSIDERATION

POLICY RECOMMENDATIONS AND EXAMPLES CONSIDERED IMPLEMENTED/ NOT LEAD STAFF
DATE IMPLEMENTED/ MEMBER
REASON

Develop policy to address employee attendance
expectations during a pandemic. Note policy
exceptions such as ADA, FMLA or other state
regulations (e.g., New Jersey Family Work Act)
(CB*).

O Example: Employees are required to report to work with
the exceptions of personal illness or required care of ill
family member(s). Failure to do so may result in
discipline, up to and including termination. B8, B9

Develop policy to address “call-out” protocol.

O Example: Employees must report absenteeism
according to established protocol. Failure to do so may
result in disciplinary action, up to and including
termination.

Develop policy to address pandemic shift length

(CB).

O Example: Employees will not work a shift that exceeds
16 hours. B10

Human Resources Module CB= Collective Bargaining
Page 10 of 49
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PLANNING TODAY FOR A PANDEMIC TOMORROW

B.ATTENDANCE CONTINUED

PoLiciES FOR CONSIDERATION

POLICY RECOMMENDATIONS AND EXAMPLES CONSIDERED IMPLEMENTED/ NOT LEAD STAFF
DATE IMPLEMENTED/ MEMBER
REASON

Develop policy to address utilization of vacation,

personal days, and holiday time (CB). Examples:

O Employees who do not report to work may be required
to utilize vacation, personal days, or unused holiday time
unless otherwise on an approved leave. If there is no
accrued time available for a non-exempt staff member,
the time away from work may be leave without pay.
Employees may have all vacation, personal time and any
other planned absences, including staff holidays,
suspended pending a return to normal operations.
Employees that have experienced a death in their
immediate families may request and be eligible for the
facility’s established bereavement leave; however, any
existing bereavement leave may be subject to change.

Develop policy to address issues regarding

employees that have more than one job (CB).

O Example: Employees with multiple jobs may be required
to sign a form indicating their commitment to (Name of
Facility) in exchange for a commitment to provide
employees with a specific number of hours not less than
the total hours usually worked across multiple positions
and/or provision of available medical countermeasures
to employee and their family.

Develop policy to address additional compensation

or benefits to employees that work during a

pandemic (CB).

O Example: Employees that work during a declared
pandemic may receive additional compensation, e.g.,
bonus salary, extra vacation time, etc.

Human Resources Module CB= Collective Bargaining
Page 11 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.
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B. ATTENDANCE CONTINUED

PoLiclES FOR CONSIDERATION

POLICY RECOMMENDATIONS AND EXAMPLES CONSIDERED IMPLEMENTED/ NOT LEAD STAFF
DATE IMPLEMENTED/ MEMBER
REASON

Develop policy to address employee assistance

during a pandemic (CB).

O Example: (Name of Facility) will have resources to assist
employees with child care, elder care, general errands,
pet care, etc.

Develop policy to address staffing shortages.

O Example: (Name of Facility) may utilize patient’s family
members and/or volunteers (through ESAR-VHP/MRC
programs) for supportive clinical care. See Legal Module

Develop policy to address staff that may be

permitted to work remotely or at home (CB).

O Example: Pre-identified employees may be permitted to
work from a remote location assuming workers
compensation can be secured. B11

Human Resources Module CB= Collective Bargaining
Page 12 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.
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C. WORK SCHEDULES

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE |LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Identify minimum staffing requirements for each
administrative department.

Identify minimum staffing requirements needed
throughout the Facility during a pandemic B4

Identify staff to be responsible for developing staffing
plans (e.g., department director). C1

Review pandemic staffing plans annually.

Ensure consideration is given to individual religious
beliefs, as it relates to work availability.

Examine regulations regarding mandatory overtime.
Exceptions should be identified. Seek a waiver of
regulations regarding staffing, and other regulations that
affect staffing, if necessary. B10

Identify respite space for staff working overtime.

Identify procedures to provide food, clothing, toiletries
and chronic medications to employees working overtime
and/or being housed at facility.

Human Resources Module CB= Collective Bargaining
Page 13 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.
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C. WORK SCHEDULES CONTINUED

PoLiciES FOR CONSIDERATION

Policy Recommendations and Examples Considered Implemented/ Not Team Leader
Date Implemented/
Reason

Develop policy to address mandatory overtime (CB).

O Examples: Employees will not be expected to work
more than 16 hours in a 24-hour period, even in the
event a state of emergency is declared; the
Commissioner of Health waives licensing regulations,
such as state regulations regarding mandatory
overtime. B10

Develop policy to address shift definitions in the

event of a pandemic (CB).

(O Check state and federal wage laws and acts, e.g.,
FFLA, the NJ Wage and Hour Act.

O Example: The facility may redefine a work day, work
week and/or overtime in response to a public health
emergency, in accordance with applicable state and
federal wage laws. B10

Develop policy to minimize staff exhaustion.

O Examples: Outline a rotation cycle to minimize staff
exhaustion; employees working extended hours will be
provided respite time and areas to sleep, bathe and
contact family members.

Human Resources Module CB= Collective Bargaining
Page 14 of 49
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D. PROPHYLAXIS/ANTI-VIRALS

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TOBE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Coordinate with local health department to identify flu
vaccine availability and how to obtain it in a pandemic
situation.

Identify internal and external contacts for obtaining flu
vaccine.

Identify internal and external contacts for obtaining anti-
viral medications.

Develop priority strategy for distribution of anti-viral
medications and flu vaccine to facility employees (CB).

D1, D2

Ensure the flu pandemic response plan informs

employees and volunteers that:

e The availability of anti-viral medication may be
limited.
Employees in certain positions, especially those with
direct patient contact, may be issued anti-viral
medication to prevent infection.
Specific treatment criteria, including eligibility, will be
developed with public health officials.
Prophylactic and treatment regimens may change
depending on the characteristics of the circulating
Virus.

Human Resources Module CB= Collective Bargaining
Page 15 of 49
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D. PROPHYLAXIS/ANTI-VIRALS CONTINUED

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TOBE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Educate employees regarding vaccine development.

e FDA-approved pandemic flu vaccine has not been
developed; in fact, a vaccine can only be made after
the pandemic virus has been isolated. As a result,
employees and the public should expect a lag
between the emergence of the pandemic virus and
the development/availability of vaccine — perhaps as
long as six months. D3

To evaluate feasibility of providing anti-viral medications
and/or flu vaccine to employees’ household members,
survey facility staff (in accordance with public health
policy). D2

Identify emergency volunteers and key independent
contractors to determine who, if any, may be eligible to
receive anti-viral medications and/or flu vaccine from the
facility.

Develop a rapid delivery system to administer anti-viral
medications and/or flu vaccine to facility employees and
patients. D4

Human Resources Module CB= Collective Bargaining
Page 16 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.
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D. PROPHYLAXIS/ANTI-VIRALS CONTINUED

PoLiclES FOR CONSIDERATION

Policy Recommendations and Examples Considered Implemented/ Not Team Leader
Date Implemented/

Reason

Develop policy to address prophylaxis reception

requirements (anti-viral or vaccine). Examples:

3 If and when available, anti-viral medications and/or
flu vaccine shall be provided to employees and
employees’ household members at the direction of
public health authorities.
If and when available, anti-viral medications and/or
flu vaccine will be provided only to employees that:
a.) have direct patient care responsibilities; and/or
b.) are part of an established high-risk group (e.g.,
immunodeficiency, pregnancy, etc.).

Develop policy to address employees that refuse

provided prophylaxis (anti-viral or vaccine) (CB).

O Example: An employee’s refusal to accept a medical
countermeasure such as anti-viral medication or flu
vaccine may result in reassignment, reduction in pay,
and/or unpaid leave if patients and/or other
employees are put at risk from contact with the
employee. Exceptions will be made for employees
where medication administration is contraindicated.

Human Resources Module CB= Collective Bargaining

Page 17 of 49
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E. STAFF ASSIGNMENT/REASSIGNMENT*

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

\Skill Assessment/Needs Considerations
Identify skill set analysis assessment tools for key
business and clinical areas that will be maintained
during a pandemic. E1, E2

Conduct employee skill sets inventory for
reassignment consideration. Update annually.

Identify staff responsible for establishing job
descriptions and responsibilities (e.g., department
supervisors).

Identify and compile contact information for non-
clinical staff that could receive just-in-time cross-
training in supportive clinical functions.

Develop bulleted job responsibility sheets for
categories of workers (e.g. nurses, dieticians,
patient intake, etc.).

Develop a priority list for reassignment and
recruitment of employees/volunteers (CB).
Procedural Considerations

Develop a process for rapidly credentialing newly-
recruited employees/volunteers, if appropriate.

Establish mutual aid agreements and memoranda
of understanding agreements with other facilities
or corporations that have agreed to share their
staff, as needed. E3, B6

Human Resources Module CB= Collective Bargaining

Page 18 of 49
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E.

STAFF ASSIGNMENT/REASSIGNMENT CONTINUED

ASSIGNMENTS

Review the Emergency Health Powers Act (P.L. 2005) to
determine and address issues related to health care
employees with out-of-state licenses. E4

PLANNING

COMPLETED IN NOT DATE TOBE  LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Identify and address issues regarding application of
workers’ compensation and liability protection for
individuals not employed by the facility. Any limitations
in either protection under workers’ compensation or
liability should be communicated to the employee prior
to assuming responsibilities. Review protections
provided through the Emergency System for Advance
Registration of Volunteer Health Professionals (ESAR-
VHP) and Medical Reserve Corps (MRC) programs and
understand the extent of those protections.
Reassignment Considerations

Establish an employee staging area (i.e., labor pool)
outside of the primary emergency-response areas and
communicate this location to employees.

Identify a reassignment office location within the staging
area for confirmation of employee assignments and
reassignments.

Prepare signs to clearly identify the physical location of
the staging area. Include directional signs, if needed.

Prepare and approve draft communications to all staff
advising of the reassignment office location and how to
contact by phone and e-mail.

Establish a reassignment office framework that includes
all needed forms, clearly defined physical space
requirements, and specific technology needs.

Human Resources Module
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PLANNING TODAY FOR A PANDEMIC TOMORROW

E. STAFF ASSIGNMENT/REASSIGNMENT CONTINUED

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TOBE  LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Establish principals and operational guidelines for the
reassignment center. E5

Establish staging area action plan that includes a
detailed staffing compliment for the first 12-24 hours of
deployment.

Identify the hours of operation for the staging area and
staffing levels needed based on operational needs (e.qg.,
the center may initially need to operate 24/7; hours may
vary as pandemic progresses).

Ensure that all reassignment policies are reviewed for
impact on union contracts.

Identify education needs by providing job action
worksheets; develop methods for providing just-in-time
training.

* = This section does not address scope of practice as it is included in the Legal and Regulatory module; however, it should be
understood that staff reassignment should be made within an employee’s defined scope of practice.

Human Resources Module CB= Collective Bargaining
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E.

STAFF ASSIGNMENT/REASSIGNMENT CONTINUED

PoLiciES FOR CONSIDERATION

Policy Recommendations and Examples Considered Implemented/
Date

Develop policy to address employee

reassignment (CB). Examples:

O Employees may be subject to reassignment to
new positions, if necessary.

O Employees in positions that are curtailed or
stopped due to the pandemic may be reassigned
to assist with other staffing shortages.

Continuity of facility operations will require staff
to be flexible and redeployed based on need; at
times, this may require night shift work or
weekend work. Every attempt should be made
to distribute shifts equitably.

Employees re-assigned to other units will identify
any skill deficiencies they may have to an
appropriate person in charge. The staff member
may receive just-in-time training, or may be
required to provide services based on their skill
level.

Not Team Leader \
Implemented/
Reason

Human Resources Module
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PLANNING TODAY FOR A PANDEMIC TOMORROW

E.

STAFF ASSIGNMENT/REASSIGNMENT CONTINUED

PoLICIES FOR CONSIDERATION

Policy Recommendations and Examples

Develop policy to address reassignment of

high-risk staff.

O Example: Employees that have been identified
as being members of a high-risk group for
example, employees that are
immunocompromised, are pregnant, among
other conditions, will be given consideration,
prior to reassignment. High-risk staff may include
personnel that have a contraindication to medical
countermeasures such as anti-viral medications
or vaccine, are unable to safely wear a mask or
respirator, or have some other medical condition
that puts them at higher risk.

Considered

Implemented/ Not Team Leader \

Date Implemented/
Reason

Develop policy to address how reassignment

requests are made.

O Example: The reassignment center will assess
staffing requests by need priority. Priority will be
given to direct patient care requirements, then to
specific administrative requirements. Managers
will address reassignment requests only through
the reassignment center.

Develop policy to address how the

reassignment center will be staffed (CB).

O Example: The reassignment center may be
staffed by HR employees and managers with
clinical knowledge in order to assess required
staffing competencies.

Human Resources Module
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E. STAFF ASSIGNMENT/REASSIGNMENT CONTINUED

PoLiciES FOR CONSIDERATION

Policy Recommendations and Examples Considered \ Implemented/ Not Team Leader
Date Implemented/
Reason

Develop policy to address reassignment center

logistical requirements. Examples:

O The reassignment center may have multiple
telephone extensions — incoming calls and
outgoing calls. Additionally, the reassignment
center should have a toll-free staff information
line for situation updates.

The reassignment center should have access to
multiple e-mail addresses, as well as priority
access to existing computer servers, backup
servers, and IT personnel. One e-mail address
should be for “staff required” requests and the
other for “staff available for reassignment.”

Develop policy to address payroll issues for

reassigned staff.

O Example: Reassigned employees will continue
to have their salaries charged to their home cost
center during a pandemic, regardless of actual
assignment during the crisis.

Human Resources Module CB= Collective Bargaining
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F. INCIDENT COMMAND TRAINING

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE |LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
O Identify employees who will function in

leadership roles during a pandemic (e.g.,
administrators, emergency operations center
staff, departmental directors, managers, etc.).
Selected staff will require extensive Incident
Command System (ICS) training.

Incorporate ICS 100 and 700 training into new

hire orientation for all new employees.

Implement ICS 100 and 700 training for all non-
leadership staff.

Review the commonly used versions of ICS and
choose a system to implement at your facility.
This system should be compliant with National
Incident Management System (NIMS)
guidelines.

PoLicy FOR CONSIDERATION

Implemented/ Not Team Leader
Date Implemented
/Reason

Policy Recommendation and Example Considered

Develop policy to address incident command

training requirements.

O Example: Pandemic leadership employees will
complete ICS 100, 200, 700 and 800 training.
All existing and newly hired staff will be
required to participate in ICS 100 and 700
training. F1

Human Resources Module CB= Collective Bargaining

Page 24 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

G. EDUCATION/TRAINING

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED I\ NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Identify staff to provide pandemic education and
training.

Provide employees with personal/family emergency
planning materials and training. G1

Provide employees with basic information and
education regarding pandemic flu, flu--associated
risk, protective measures, and prophylaxis. G2

Provide employees with overview of facility’s action
plan to continue operations during a pandemic.

Inform employees how communication will take
place during a pandemic (e.g., phone chain,
hotline, website, newsletter, etc.). Consider “fire
drill” to test system.

Establish public hotline that will provide updates on
current flu outbreak and information/tips on
protective measures to be utilized during a
pandemic. This hotline should be utilized annually,
at the beginning of flu season, to provide updates
on current flu vaccine availability and usage.

Develop training for reassigned staff and temporary
workers, including personal protection training.

Identify all local health care employees and
consider training regarding facility’s flu pandemic
plan.

Human Resources Module CB= Collective Bargaining
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H. BEHAVIORAL HEALTH*

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
Review EAP contract for performance requirements
during a disaster or pandemic.

Review capability and capacity of your EAP provider to
provide telephone support during a pandemic.
Determine the EAP’s pandemic staffing plan and
negotiate a minimum number of guaranteed weekly
service hours.

In conjunction with the facility EAP, identify staff
concerns regarding pandemic.

Coordinate with the county mental health
administrator to ascertain what services, if any, may
be available through his/her office.

Establish a pandemic helpline for facility employees
and volunteers staffed by internal and/or external
mental health professionals.

Train employees to recognize when colleagues are in
need of mental health assistance and how to activate
appropriate resources.

Train employee health staff to ensure ability to
address the pandemic-related employee concerns.

Identify and develop faith-based resources to be
utilized by patients and staff during a pandemic.

* = Additional behavioral health considerations are explored in the Psycho-Social Module.
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H. BEHAVIORAL HEALTH CONTINUED

PoLicy FOrR CONSIDERATION

Policy Recommendation and Example Considered Implemented/ Not Team Leader
Date Implemented/

Reason

Develop policy to address long-term, post-

response support for employees.

O Example: In the event of a pandemic, the facility
will provide long-term, post-response support to its
employees. Such support may be arranged with
an external organization or agency.

Human Resources Module CB= Collective Bargaining
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l. NON-CLINICAL VOLUNTEERS

PLANNING

IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Perform a skills analysis of existing volunteers
and maintain the information in a database. E2

Liaison with local community organizations, such
as places of worship, to establish a potential
volunteer pool.

Human Resources Module CB= Collective Bargaining
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l. NON-CLINICAL VOLUNTEERS CONTINUED

PoLiciES FOR CONSIDERATION

Policy Recommendations and Examples Considered Implemented/ \[o] Team Leader
Date Implemented/
Reason

Develop policy to address non-clinical volunteers

utilization.

O Example: If volunteers will not be utilized at facility
site, they may be asked to assist in external roles
such as grocery shopping, pet monitoring,
childcare services, etc. for working or quarantined
staff. These volunteers may be utilized in pre-
determined areas for a period not to exceed XX
days/weeks.

Develop policy to address prophylaxis (anti-viral or

vaccine) for volunteers.

O Example: Volunteers placed in areas with, or that
have the potential for, patient contact will receive
prophylaxis (anti-viral medication or vaccine), if
available. Volunteers not in high-risk areas will be
eligible for prophylaxis based upon need priority
and facility’s supply availability.

Develop policy to identify volunteers.

O Example: Skilled volunteers will be given an
identification card that verifies skills and
credentials, if appropriate.

Human Resources Module CB= Collective Bargaining
Page 29 of 49
THE POLICIES AND PROCEDURES INCLUDED HEREIN ARE NOT REFLECTIVE OF A STANDARD OF CARE.



PLANNING TODAY FOR A PANDEMIC TOMORROW

J.

INDEPENDENT CONTRACTORS

PLANNING

IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS

Review independent contractors’ contracts to verify
their work responsibilities during a pandemic. Ensure
contract language clearly indicates the consequences
of failure to comply with contract terms. This may
include strong language such as: Failure to comply

with the terms of this contract may result in its
termination and require the contractor to provide
compensation to the facility. Contract review should
be performed by facility’s attorney.

COMPLETED I\ NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Determine which independent contractors, if any, will
be included in the facility’s prophylaxis priority group.

Human Resources Module
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K. CREDENTIALING

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Develop mechanisms to quickly obtain license(s)
copies.

Develop process to contact appropriate state agencies
for license confirmation (primary source verification, if
possible).

Ensure appropriate staff is available in reassignment
center to approve temporary privileges.

Ensure facility emergency credentialing process meets
the Joint Commission’s (JC) standards, if facility is JC
accredited. K1

Work with medical staff to develop and implement
emergency credentialing procedures for physicians and
licensed independent practitioners.

PoLicy FOR CONSIDERATION

Policy Recommendation and Example Considered Implemented/ Not Implemented/ Team Leader
Date Reason

Develop policy to address the process for

credentialing clinical volunteers.

O Example: Professional service volunteers will
require license verification and competence
assessment within XX hours of pandemic plan
activation.

Determine if professional service volunteered
is registered in ESAR-VHP or the State’s MRC
program, both of which address
credentialing.
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L.

UNIONS/COLLECTIVE BARGAINING

PLANNING

IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS

Review pandemic plans with unions, particularly with
regard to operational considerations in relation to
collective agreements, related legislative requirements,
and regulations.

COMPLETED I\ NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Review policies which will differ for each union, due to
the fact that they will need to be addressed in the
union contract. Include attendance, work hours, re-
assignment, cross-training and compensation. (See
section B)

Address concerns that unionized employees may be
subject to different policies as they relate to
reassignment. (See section E)

Prepare for involvement of unions in the facility’s
overall pandemic planning activities.

Prepare for union expectations of “hazard pay.”
Consider the expectations of non-union employees if
hazard pay is agreed upon for union members.

Review and be prepared to continue to function within
the terms and conditions of your existing union
contracts. Careful planning will minimize the need to
make decisions in the midst of the pandemic which
may have union contract implications post-crisis.

Prepare to respond to an increased number of
grievances and workload complaints.

Develop process to increase union communications
throughout the pandemic.

Human Resources Module
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L.

UNIONS/COLLECTIVE BARGAINING CONTINUED

PoLiciES FOR CONSIDERATION

Policy Recommendations and Example

Develop policy to address disaster waiver

clauses.

O Example: During a declared state of emergency,
the terms and conditions of a union contract will
be suspended (with the exception of salary
provisions) pending termination of the
declaration.

Example: During a declared state of emergency
policies regarding attendance, work hours,
reassignment, etc. will be subject to the policies
reflected in the facility pandemic flu
preparedness and response plan.

Considered Implemented/ Not Team Leader
Date Implemented/
Reason

Develop policy to address union inclusion in

planning process.

O Example: Each union will be permitted to
designate one representative to serve on the
facility’s pandemic planning committee.

Develop policy to address salary, wage and
benefits concerns.

O Example: Policies regarding salaries, wages and
benefits will be determined and addressed in the
facility’s pandemic flu plan and will be applied
uniformly to union and non-union employees.

Human Resources Module
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L. UNIONS/COLLECTIVE BARGAINING CONTINUED

PoLICIES FOR CONSIDERATION

Policy Recommendations and Example Considered Implemented/ Not Team Leader
Date Implemented/
Reason

Develop policy to address facility expectations

of unions.

O Example: Union contracts should include policies
that suspend the specific terms and conditions
reflected in the contract and require compliance
with policies and procedures developed
specifically for pandemic flu.

Develop policy to ensure communication

during a pandemic.

O Example: A designated union representative will
be permitted to attend daily briefings within the
facility’s Incident Command Structure (ICS).
Union representatives can and are encouraged to
communicate with their members with the
assurance that the information communicated is
consistent with the information provided at the
daily briefing.
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M. ISOLATION AND QUARANTINE

BACKGROUND

All states have laws that provide authority and guidance for declared states of emergency. For example, in September 2005, the New
Jersey legislature signed into law the amended Emergency Health Powers Act (E4), which provides the governor with express authority
to declare a public health emergency, as well as granting the state commissioner of health and senior services wide ranging authority to
detect, prevent, prepare for, and respond to public health emergencies. Part of this broad authority pertains to isolation and quarantine
of the general population during a declared emergency.

Through New Jersey law, the Department of Health and Senior Services (DHSS) and local boards of health are given the power to
identify and determine specific diseases that may be addressed under the Emergency Health Powers Act. Specifically, DHSS can
declare what diseases are communicable, when a communicable disease has become a perceived epidemic, and require the reporting of
certain communicable diseases. If there is a declared epidemic, the state will have the authority to maintain and enforce quarantine.
Actions by DHSS can include removal of any person infected with a communicable disease to a suitable place, disinfecting premises
when necessary, and removal of all articles and items that, in the opinion of DHSS, could have been infected with the disease.

In simplest definitions:
O /solation means “the separation of persons that are infected based on signs, symptoms or laboratory analysis from other persons
during the period of communicability.”

O Quarantine means “limitation of freedom of movement of healthy persons suspected to have been exposed to a communicable
disease.” Quarantine will last as long as the usual incubation period for the infectious agent. Employees and volunteers assigned to
care for infectious or potentially infectious individuals must be protected.

(Source: Public Health — Seattle & King County |1 & Q Response Plan)

The policies and procedures reflected on the following pages are drawn from experiences with infectious disease outbreaks including the
SARS outbreaks in 2003 in Singapore and Toronto, where different strategies for implementation of quarantine were identified.
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M. ISOLATION AND QUARANTINE CONTINUED

PLANNING

IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS

Educate employees to fully understand the purpose of
the following quarantine options, as well as who has
mandate authority:

General quarantine - People who have been
exposed to an identified infectious disease will be
housed in a specific facility for a defined period of
time.

Home quarantine - The purpose of home
guarantine is to contain the spread of a
communicable disease, as well as to facilitate the
monitoring of people who have been in contact
with said disease.

Work Quarantine -- Work quarantine allows some
health care workers to continue to work at the
facility where they were exposed as long as they
remain well. Developed as a strategy to ensure
continuity of services during the SARS outbreak,
work quarantine restricts health care workers’
travel to only between work and home. Those
subject to work quarantine must eliminate contact
with the public, other than those they may come in
contact with at the hospital and those residing at
home. This approach requires special
considerations for the protection and care of
family members at home who come into contact
with the health care worker.

COMPLETED‘ IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
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M.

ISOLATION AND QUARANTINE CONTINUED

PLANNING

ASSIGNMENTS

Provide employees with a glossary which includes the
definitions of relevant terms related to isolation and
quarantine, including:
e Home isolation and quarantine
Hospital isolation
Special isolation and quarantine facilities
Voluntary isolation and quarantine
Ordered isolation and quarantine
Detention (locked and guarded) isolation and
gquarantine
(Source: National Association of County and City Health
Officials, January 2006.)

COMPLETED‘ IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED | COMPLETED MEMBER

Determine how quarantine may be implemented in
your area and/or at your facility (CB).

Develop hospital policies and procedures to
implement quarantine should it be ordered by the
county commissioner of health.

Ask your public health officer for information regarding
the circumstances under which voluntary or
involuntary isolation and quarantine would be
implemented.

Identify and communicate to employees what
services, if any, will be provided to employees whose
movements have been restricted (e.g., food, medicine,
money, etc.).

Identify how people in isolation/quarantine will receive
instructions, and how they will be informed of services
they will be receiving (CB).

Human Resources Module
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M.

ISOLATION AND QUARANTINE CONTINUED

ASSIGNMENTS

Ensure sufficient signage/placards to label
isolation/quarantine areas within the facility are
available.

PLANNING

COMPLETED‘ IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED | COMPLETED MEMBER

Ensure there is re-directional signage for facility
lockdown.

Develop contingency plan for the rapid isolation of
individuals that become symptomatic at work.

Develop checklists to assess active monitoring and
return-to-work procedures.

Develop template to record the results of those
employees on home quarantine that self-report on
their clinical conditions.

Human Resources Module
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M.

ISOLATION AND QUARANTINE CONTINUED

HOME QUARANTINE

PoLiclIES FOR CONSIDERATION

Policy Recommendations and Examples

Develop policy to address necessary

precautions/other requirements of health care

workers under home quarantine (CB).

Example: Health care workers placed under home

quarantine must follow the following guidelines:

e Eat, drink, sleep and stay in a separate room in
the house away from the other household

members during the whole period of quarantine.
Minimize direct contact with the other household

members. Wash hands thoroughly and use a
facial mask if contact with other household

members of the household can not be completely

avoided (surgical masks will suffice, or simply a
handkerchief).

Use separate eating utensils and dishes for
meals, which should then be washed and
immersed separately from other household
members’ utensils/dishes, using hot water with

detergent. Similarly, wash clothes separately to

avoid potential cross-contamination.

Do not share personal items, such as towels.
Take your temperature twice a day. If elevated
or if flu-like symptoms appear, contact the
employee health service immediately.

Force fluids, even if asymptomatic.

Remain in quarantine for the full required time,
or until released by health official.

Considered Implemented/ Not Implemented/ Team Leader

Date Reason
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M. ISOLATION AND QUARANTINE CONTINUED

HOME QUARANTINE

PoLiclES FOR CONSIDERATION
Policy Recommendations and Examples Considered Implemented/ Not Implemented/ Team Leader

Reason
Develop policy to address compensation issues
surrounding employees that are under home
quarantine or isolation.

O Example: (Name of Facility) may provide some
compensation and other financial support for
employees unable to return to work because of
an isolation/quarantine order. Additionally,
(Name of Facility) may provide temporary
lodging, meals or reimbursement for other
incidental expenses for employees that are
quarantined.

Develop policy to address reporting
requirements.

Example: An employee placed in quarantine must
report the status of his/her health condition on a daily
basis and may not return to work until given clearance
to do so.

Develop process to monitor quarantined
employees’ conditions on a regular basis (e.g.,
daily phone calls).
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M. ISOLATION AND QUARANTINE CONTINUED

Worx QUARANTINE

PLANNING
IN YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS COMPLETED IN NOT DATE TO BE | LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER
If work quarantine is imposed, ensure consideration is
given to the following:
¢ Facilities must be prepared to provide support for
daily functional living, including providing food and
other personal goods, if necessary. Recognizing
that travel is restricted (only to and from the facility
and home), ensure availability of resources, such
as fuel, to ensure employees can commute to and
from work.
Ensure financial support is available to employees
that are restricted in using public banks.
Provide mental health support services to
employees that experience anxiety, stress and
fear, among other emotions.
Recognize the stigma that may be associated with
individuals subject to work quarantine, or even to
employees providing care to patients infected with
the flu.

Screen employees via health questionnaire and/or by
taking body temperatures prior to the start of each shift
to minimize inadvertent exposures.

Consider providing employee commuter transportation
to minimize interactions. Identify volunteers that may
be willing to provide transportation service.
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M. ISOLATION AND QUARANTINE CONTINUED

Worx QUARANTINE

PoLicy FOR CONSIDERATION

Policy Recommendation and Example

Develop policy to educate health care workers

under work quarantine.

O Example: Health care workers under work
gquarantine must follow the following guidelines:

When not at work, follow rules of home
quarantine.

High-risk workers must wear N95 mask at all
times while at work. Proper hand hygiene is
also critical.

Commute to work alone in a private vehicle, if
at all possible. If riding with others, the
quarantined health care worker should wear
an N95 or surgical mask (refer to CDC mask
guidance for further information and ensure
compliance with OSHA guidelines
www.osha.gov/SLTC/respiratoryprotection/ind
ex.html).

Enter/exit the hospital through a designated
site; do not use public entrances or normal
employee entrance.

Health monitoring for fever and other
symptoms should take place before
employees are allowed to enter facility.
Additionally, body temperatures should be
monitored twice a day (Note: the facility must
determine appropriate person to facilitate
such monitoring, e.g., public health or hospital

Considered

Implemented/ Not Team Leader

Date Implemented/
Reason
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M. ISOLATION AND QUARANTINE CONTINUED

PoLicYy FOR CONSIDERATION

Policy Recommendation and Example Considered Implemented/ Not Team Leader
Date Implemented/
Reason

e Quarantined health care providers with offices
in the community may be allowed to see their
patients in the hospital if: a.) they wear an

N95 or surgical mask (see CDC mask guidance
and reference OSHA guidelines
www.osha.gov/SLTC/respiratoryprotection/ind
ex.html to determine appropriate choice) at all
times while at work; and b.) are diligent with
proper hand hygiene.
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N.

EMPLOYEE HEALTH

IN

PLANNING

YOUR PLAN CONSIDER EVALUATING THE FOLLOWING:

ASSIGNMENTS

Consult with infection control department when
developing training content and materials for staff.

COMPLETED IN NOT DATE TO BE  LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Establish training/education schedule for clinical staff.
Utilize infection control updates and meetings, medical
grand rounds, and other education opportunities for
flu pandemic training.

Implement and communicate basic hygiene (see
www.cdc.gov/flu/protct/stopgerms.htm) and social
distancing precautions to all employees, volunteers
and visitors, including::

e Sick or symptomatic employees should be
instructed to stay at home.

e Employees must wash their hands frequently with
soap and water, or use hand sanitizer if there is
no soap or water is available. Also, encourage
your employees to avoid touching their noses,
mouths and eyes.

Employees must cover their coughs and sneezes
with a tissue, or cough and sneeze into their
upper sleeves if tissues are not available. All
employees must wash their hands or use a hand
sanitizer after each cough, sneeze or nose
blowing.

Employees should avoid close contact with their
coworkers, patients and visitors, maintaining a
separation of at least 6 feet. They should avoid
shaking hands, and always wash their hands after
contact with others. Even if employees wear
gloves, they should wash their hands upon
removal of the gloves in case their hand(s)

became contaminated during the removal process.

Provide tissues and trash receptacles throughout
the hospital, as well as several places to wash or
disinfect hands.
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PLANNING TODAY FOR A PANDEMIC TOMORROW

N. EMPLOYEE HEALTH CONTINUED

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TO BE  LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Keep work surfaces, telephones, computer
equipment and other frequently touched surfaces
and office equipment clean and disinfected. Be
sure that any cleaner used is safe and will not
harm your employees or your office equipment.
Use disinfectants as recommended, following all
indicated directions and safety precautions.
Discourage employees from using colleagues’
phones, desks, offices or other work tools and
equipment. If using point-of-care devices (such
as handheld computers or computers on wheels
[COWS]), determine a method for adequately
cleaning these units between users. In particular,
computer keyboards are very difficult to clean
effectively, so you may choose to assign specific
COWS to specific employees or use cleanable
keyboard covers.

Minimize situations where groups of people are
crowded together, such as in a face-to-face
meeting. Use e-mail, phones and text messages
to communicate with each other. When meetings
are necessary, avoid close contact by keeping a
separation of at least 6 feet, where possible, and
assure that there is proper ventilation in the
meeting room.

Consider all situations that permit or require
employees, customers and visitors (including
family members) to enter the facility. Facilities
which permit family visitors on-site should
consider restricting/eliminating that option during
a pandemic. Work sites with on-site day care
should consider in advance whether these facilities
will remain open or will be closed, and the impact
of such decisions on employees and the
operations of the hospital.
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PLANNING TODAY FOR A PANDEMIC TOMORROW

N. EMPLOYEE HEALTH CONTINUED

EMPLOYEE RETURN TO WoORrRK FOLLOWING FLU DIAGNOSIS

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Consider if employees who recover from the pandemic
flu strain should be preferentially assigned to work

with current flu patients since they are likely immune
(Note: this may be difficult to determine in the midst
of a pandemic as viral typing may not be readily
available).

PoLicy FOrR CONSIDERATION

Policy Recommendation and Example Considered Implemented/ Not Team Leader
Date Implemented/
Reason
Develop policy to allow employees to return to
work.

O Example: Employee must be asymptomatic for XX
days prior to return to work. Additionally,
employee must produce a doctor’s clearance note
or documentation from the employee health
department to return to work*.

Example: In the event physicians or employee
health staff are not available, employee may be
subject to medical review upon returning to the
hospital, however, this is contingent upon
employee monitoring and reporting health status
on a daily basis. N1

*= These policies may not be practical given the challenges posed by a pandemic; however, develop the policy and recognize that it
may not be implemented or utilized if the state of emergency does not allow for such protocols.
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N. EMPLOYEE HEALTH CONTINUED

EMPLOYEE PROTECTION ISSUES

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TO BE  LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Protecting employees is critical in sustaining clinical
operations during a pandemic that will last for several
months, particularly since staff availability will be
dependent on their belief that they are safe and that
the organization has placed their safety and well-being
as the top priority. Toward that end, the Occupational
Safety and Health Administration (OSHA) has
developed extensive information and guidelines:

e Personal Protective Equipment (PPE) - While
administrative and engineering controls and
proper work practices are considered to be most
effective in minimizing exposure to the flu, the use
of PPE may also be indicated during certain
exposures. Examples of personal protective
equipment are gloves, goggles, face shields, N95
and surgical masks. It is important that PPE be:

Selected based upon the hazard to the
employee.
Properly fitted and periodically refitted (e.g.,
respirators).
Conscientiously and properly worn.
Regularly maintained and replaced, as
necessary.
Properly removed and disposed of to avoid
contamination of self, others or the
environment.
Monitor www.pandemicflu.gov for the latest
guidance regarding PPE recommended for flu
pandemic. The types of PPE recommended will
be based on the risk of contracting flu while
working and the availability of PPE.
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N. EMPLOYEE HEALTH CONTINUED
EMPLOYEE PROTECTION ISSUES

PLANNING

ASSIGNMENTS COMPLETED IN NOT DATE TO BE LEAD STAFF
PROGRESS STARTED COMPLETED MEMBER

Respirators — Respirators are designed to reduce

an employee’s exposure to airborne contaminants,

and are designed to fit the face and to provide a

tight seal between the respirator’s edge and the

face. Suggested guidelines include:

0 Respirators must be used in the context of a
comprehensive respiratory protection program
(see OSHA standard 29 CFR 1910.134, or
www.osha.gov/SLTC/respiratoryprotection/ind
ex.html).

o Medically evaluate employees to assure that
they can perform work tasks while wearing a
respirator. Medical evaluation can be as
simple as a questionnaire (found in Appendix
C of OSHA's Respiratory Protection Standard,
29 CFR 1910.134).

o Employers who have not previously considered
a respiratory protection plan should note that
it can take time to choose a respirator,
arrange for a qualified trainer, and provide use
training, fit testing, and medical evaluation for
their employees. If employers wait until a
pandemic actually arrives, they may be unable
to provide an adequate respiratory protection
program.

(Source: Guidance on Preparing Workplaces for an Influenza Pandemic,
OSHA 3327-02N, 2007)

I5eve|op a comprehensive PPE/respirators fit testing
plan that includes emergency fit testing.

Consider rest periods for mask-wearing staff. As it is
harder to breathe while wearing an N95 mask,
recognize that most employees will not be able to
tolerate wearing one for their entire shift.
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N. EMPLOYEE HEALTH CONTINUED

EMPLOYEE PROTECTION ISSUES

PoLicy FOR CONSIDERATION

Policy Recommendation and Example Considered Implemented/ Not Implemented/ Team
Leader
Develop policy to address employees that can

not utilize a respirator.

O Example: Employees that are unable to utilize a
respirator for legitimate reasons, will be assigned
to areas of the facility that have the least risk.
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Healthcare Employee Staffing Planning Tool

In order to effectively plan for a potential staffing crisis due to a pandemic, please
provide the information below.

Name:

Department:

Hospital:

Contact information:

Address:

Street City/State Zip

Home Phone: Cell Phone:

In order to assist us in our efforts to procure sufficient quantities of anti-virals (if
available):

Household size: Number of children
Number of adults

I may have difficulty because:

O 1 provide care for an elderly immediate relative who cannot care for him or herself on

a routine basis.

O There are no other adult family members to provide this care.

O This person would not otherwise qualify for a special needs shelter.
O 1 will need help with establishing alternate care arrangements.

O 1 provide care that cannot otherwise be delivered for an immediate relative who is
handicapped or has a chronic illness.
O There are no other adult family members to provide this care.
O This person would not otherwise qualify for a special needs shelter.
O 1 will need help with establishing alternate care arrangements.

O | have a dependant child.
O There are no other adult family members to provide this care.
O Both parents work for the same hospital. (reassignment will be given).
3 1 will need help with establishing alternate care arrangements.

O 1 have pets that will require care.

3 | have no known issues at this time.

Date Completed
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United States Deparmment of Health & Human Services

g th Agency for Healthcare Research and Quality

Advancing Excellence in Health Care m Search

© What's New © Browse © Informacién en espafiol

You Are Here: AHRQ Home > Public Health Preparedness > Computer Staffing Mode! for Bioterrorism Response

Compuiter Staffing Model for Bioterrorism Response
version 2.0 BERM

This computer model predicts the number and type of staff needed to respond to a major disease outbreak or bioterrorism attack on
a given population. Version 2.0 includes a customizable staff modei; it offers more flexibility but requires more inputs.

The model was funded by the Agency for Healthcare Research and Quality (AHRQ) and developed by researchers at Weill Medical
College of Cornell University after testing a variety of patient triage and drug dispensing plans.

Select to Download Information.

New Resource

The Bioterrorism and Epidemic Outbreak Response Model (BERM) predicts the number and type of staff needed to respond to a
major disease outbreak or bioterrorism attack on a given population. Version 2.0 includes a customizable staff model with more
flexibility but requiring more inputs than the previous version.

This model will calculate estimates of recommended per-clinic and campaign-wide core staff and support staff based on user inputs
These calculations are identical to those performed in earlier versions. However, this model allows users to enter each process time
and population proportion individually, rather than selecting 'scenarios’ as in previous versions.

BERM allows planners to formulate realistic mass antibiotic dispensing and vaccination contingency plans for their target
populations. Such a model provides numerical estimates and forces critical examination of assumptions about prophylaxis clinic
design and about the availability of human and materiel resources.

Estimates derived from this model should be viewed as one type of data among many that may be useful for planning. Other data
might include previous local experience with immunization campaigns or the results of training exercises for response to
bioterrorism attacks or natural disasters.

Download Information

Version 2.0 BERM (Bioterrorism and Epidemic Outbreak Response Model)

This tool may be downloaded from this Web page as a Microsoft® Excel workbook. To downioad the file, right click on the link and
then select "Save Target As" (Internet Explorer) or "Save Link As" (Firefox™, Netscape®):

o Downioad Excel File (1.5 MB)
You may also access the program in an interactive HTML format. For the Web version, go to:

o ntip//www ahrq.goviresearchibiomodel 3/

Version 1.1 BERM

This model (renamed and revised from the original release) was provided to the American Hospital Association (AHA) for
distribution to U.S. hospitals. Users are required to register for access from the AHA Disaster Readiness Web site at:
http://www aha.org/aha_appfissues/Emergency-Readiness/index.jsp

Accessibility Notice: This file is not resident on a Government Web site and therefore does not comply with the requirements for
Federal information resources under Section 508 of the Rehabilitation Act.

This model was created by Nathaniel Hupert, M.D., M.P.H., and Jason Cuomo, M.P.H., under AHRQ Contract No. 290-00-0013.
Copyright 2003 by Weill Medical College of Cornell University.

http://www.ahrq.gov/research/biomodel.htm 7/5/2007
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Reprinted with permission. Computer Staffing Model for Bioterrorism Response. BERM Version 2.0. September 2005. Agency for Healthcare
Research and Quality. Rockville, MD. http://www.ahrqg.gov/research/biomodel.htm

Mass Prophylaxis/Vaccination Campaign Staffing Model

The original model (Version 1) is maintained for archive purposes. The file is a Microsoft® Excel workbook. To download the file,
right click on the fink and then select "Save Target As” (Internet Explorer) or *Save Link As” (Firefox™, Netscape®):

o Download Excel File (1.4 MB).

For the interactive HTML format of the original model, go to: http://www.ahrg.gov/researchv/biomodel/index. asp

Copyright Constraints

This mode! was created by Nathanie! Hupert, M.D., M.P.H., and Jason Cuomo, M.P.H., under AHRQ Contract No. 290-00-0013.
Copyright 2003 by Weill Medical College of Cornell University.

AHRQ makes the model available under the following conditions:

e The model may be downloaded for specific individual applications by organizations and for personal use, providing the
copyright notice is included.

e The model or any modifications or adaptations may not be reproduced, sold, or used for commercial purposes without the
specific permission of the copyright holder.

Technical Assistance
Permission requests and technical assistance questions on the use of the model should be directed to:

Nathaniel Hupert, M.D., M.P.H.
Department of Public Health

Weill Medical College of Comell University
411 East 69th St., KB-313

New York, NY 10021

Phone: (212) 746-3049

Fax: (212) 746-8544

E-mail: BTresponse @ med.cormell.edu

More Information

If you have any questions about AHRQ's bioterrorism and health system preparedness program, contact:

Dr. Sally Phillips

Director, Bioterrorism Preparedness Research Program
Center for Primary Care Research

Phone: (301) 427-1571

E-mail: Sally. Phillips @ ahrq.hhs. gov

Current as of September 2005

Internet Citation:

Computer Staffing Model for Bioterrorism Response. BERM Version 2.0. September 2005. Agency for Healthcare Research and Quality, Rockville
MD. hitp://www.ahrq.gov/research/biomodel.htm

)

ﬂm Adw;glcing Excg;{enve in Health Care
AHRQ Home } Questions? i Contact AHRG i Site Map l Accessibility l Privacy Policy | Freedom of Information Act ‘ Disclaimers
U.8. Department of Health & Human Services I The White House | USA.gov: The U.S. Government's Official Web Portal

Agency for Healthcare Research and Quality + 540 Gaither Road Rockville, MD 20850 + Telephone: (301) 427-1364

This model was created by Nathaniel Hupert, M.D., M.P.H., and Jason Cuomo, M.P.H., under AHRQ Contract No. 290-00-0013.
Copyright 2003 by Weill Medical College of Cornell University.

http://www.ahrq.gov/research/biomodel.htm 7/5/2007



Weill Cornell Bioterrorism and Epidemic Outbreak Response Model (BERM) - Inputs

Reprinted with permission.

Page 1 of 1

Weill Cornell Bioterrorism and Epidemic Outbreak Response Model (BERM)

Created by Daniel Wattson and Nathaniel Hupert, MD, MPH Helf
Funded by U.S. DHHS (Agency for Healthcare Research and Quality (AHRQ), CDC, and NIH) B
A© Copyright 2005, Weill Medical College of Cornell University
Overall Campaign Inputs: Per-POD Inputs:
. . 7T
Size of Target Population 2000000 Maximum Avg. Queue Length or Wait Time at
Duration of Campaign in Days 2 '] each POD station I 5.0|patient(s) |
Hours of Operation per Day 24 __B Avg. Service Time in Minutes at Each POD:
Number of Staffing Shifts per Day IZW% s ~| Greeting/Entry 533
Percent Staff Downtime 15¢ o, Triage ' 3
Available Health Professionals 4000 Medical Evaluation 10
Available Other Staff 8000* Drug Disperising 1
Percent family/peds/elderly/disabled 20i % Cgick on the button below to estimate the number
Service time increase factor* 251 o, Ebre staff required for the campaign entered. You
_ may alter these estimates before running the
* The amount that processing time is slowed for family/peds/elderly/disabled ] o . T R
simulation iflyou wish. ' Estimate Core Staff
POD Throughput or Number of PODs I 500{ [patients/hr. = '
Number of Active Core Staff per POD:
Percent of Patients Routed from Station to Station: Grooters. -
From Greeting/Entry to Medical Eval 5! % \ s s
Triage Staff
From Triage to Medical Eval 5{ % F——
Medical Evaluators
From Medical Eval to Health Center 5 % SETURE |
Drug Dispensing Staff
Percent of Core Staff that are Health Prof.:
Greeters 100 e
Triage Staff 101%
Medical Evaluators 100}%
Drug Dispensing Staff 20{%
Number of Active Support Staff per POD*:
POD Managers 2
Security Staff 4
Med Resupply Staff 2
Data Entry and IT Staff 2!
| Other Support Staff** 3
I~ Reaith ) : TSI '
** Includes translation, crisis counseling, EMS,
Contact us
** food service, custodial, etc.
http://sonofstager.tc.cornell.edu/users/shirish/bermweb/input.aspx 7/3/2007
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TITLE 8. DEPARTMENT OF HEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.1 (2007)
§ 8:43G-16.1 Medical staff structural organization

(a) There shall be an organized medical staff that is responsi-
ble to the governing body of the hospital. Bylaws governing all
medical staff members shall be implemented.

(b) Applications for membership, privileges, or initial appoint-
ment to the medical staff shall be processed under a system that
includes, at least, the verification of applicants' credentials,
periodic review of privileges, and obtaining information about any
disciplinary action against the applicant available from the New
Jersey Board of Medical Examiners or the Federal Clearinghouse es-
tablished pursuant to the Health Care Quality Improvement Act, P.L.
99-660; 100 STAT 3743.

(c) Applications for medical staff membership, clinical privi-
leges, or initial appointment submitted by health professionals who
are not practitioners, shall be reviewed according to the same es-
tablished criteria and procedures that govern physicians' applica-
tions, including obtaining information about any disciplinary ac-
tion by New Jersey professional licensing boards.

(d) A committee or mechanism shall be established to be respon-
sible for examining applications for appointment and reappointment
to all categories of the medical staff. This committee shall rec-
ommend the conferring or withholding of all staff positions. It
shall assure that all credentials are documented and verified.

(e) Medical staff privileges shall be specifically delineated
and based on the practitioner's training, experience and demonstra-
tions of clinical competence.

(f) The medical staff shall be divided into clinical depart-
ments. Each department shall be directed by a director, physician
director, chairman or chief who is responsible for its administra-
tion and for taking or recommending action in those instances in
which staff members fail to meet the department's standards of
quality of care.
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(g) There shall be an executive committee for the medical staff
which performs supervisory functions, including reviewing patient
care policies and procedures and serving as a forum for discussing
patient care issues identified by the clinical departments.

(h) A medical staff meeting shall be held at least annually for
all active staff members.

(1) The hospital and medical staff shall have a formal program
addressing impaired practitioners. This program shall include the
following components:

i. Policies and a mechanism which encourage the voluntary or in-
formal identification or reporting of practitioner impairment to
the hospital;

ii. A mechanism for monitoring physician performance and for the
limitation of clinical privileges if appropriate; and

iii. A procedure for the referral of impaired practitioners to
appropriate treatment.

(j) The clinical privileges of all individuals shall be fully
reviewed periodically. Actions which result in reduction or re-
striction of staff privileges based on this review shall be re-
ported to the New Jersey Board of Medical Examiners in accordance
with N.J.S.A. 26:2H-12.2.

(k) The hospital shall notify the New Jersey State Board of
Medical Examiners, or a medical practitioner review panel created
by legislation and subordinate to the Board, if a practitioner who
is employed by, under contract to render professional services to,
or has privileges at the hospital:

1. Voluntarily resigns from the staff while the facility is re-
viewing the practitioner's conduct or patient care or has through
any member of the medical or administrative staff expressed an in-
tention to do so;

2. Voluntarily relinquishes any partial privileges to perform a
specific procedure while the hospital is reviewing the practitio-
ner's conduct or patient care or has, through any member of the
medical or administrative staff, expressed an intention to do so;

3. Has full or partial privileges summarily or temporarily re-
voked or suspended, permanently reduced, suspended or revoked, has
been discharged from the staff or has had a contract to render pro-
fessional services terminated or rescinded for reasons relating to
the practitioner's incompetency misconduct, or impairment;

4. Agrees to the placement of conditions or limitations on the
exercise of clinical privileges or practice within the health care
facility including, but not limited to: second opinion require-
ments, non-routine concurrent or retrospective review of admissions
or care, non-routine supervision by one or more members of the
staff, or the completion of remedial education or training;

5. Is granted a leave of absence pursuant to which he or she may
not exercise clinical privileges or practice within the hospital if
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the reasons provided in support of the leave relate to any physi-
cal, mental, or emotional condition or drug or alcohol use, which
might impair the practitioner's ability to practice with reasonable
skill and safety;

6. Is a party to a medical malpractice liability suit in which
the hospital is also a party, in which there is a settlement,
judgement, or arbitration award; or

7. Has privileges, conditions or limitations reinstated or a
leave of absence concluded where the results of the investigation
clear the practitioner from all allegations of misconduct, impair-
ment, or incompetence.

(1) Notifications required by (k) above shall be provided within
seven days of the reported event and shall be submitted on forms
approved by the Department of Health for that purpose.

(m) The hospital shall provide upon request to the State Board
of Medical Examiners, or to a practitioner review panel created by
legislation and reporting to the board, such additional information
‘on individual instances of loss or change of physician privileges,
possible impairments, and medical malpractice liability as the
board or panel requests in accordance with law.

(n) The hospital shall provide to the following:
Office of the Assistant Commissioner

Division of Health Facilities Evaluation

New Jersey State Department of Health

PO Box 367

Trenton, N.J. 08625-0367

copies of all reports regarding physician hospital privileges
sent to the New Jersey State Board of Medical Examiners, or to the
practitioner review panel created by legislation and reporting to
the board. All records regarding such copies shall be made avail-
able to the Department of Health personnel for official purposes
and, for each report, to the specific facility mentioned in the re-
port.

(o) For the purposes of (k) through (n) above, "practitioner"
means only a person licensed to practice: medicine and surgery un-
der N.J.S.A. 45:9-1 et seq. or a medical resident or intern:; or po-
diatry under N.J.S.A. 45:5-1 et seq.

HISTORY:
Amended by R.1992 d.72, effective February 18, 1992.

See: 23 New Jersey Register 2590(a), 24 New Jersey Register
590 (a) .

Notifications of practitioner status change required by (k) to
be made in seven days.
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CASE NOTES:

Members of medical peer review committees had immunity for ac-
tions, recommendations or statements. Bundy v. Sinopoli, 243
N.J.Super. 563, 580 A.2d 1101 (L.1990).

Privilege of self-critical evaluation protects from discovery
opinions, criticisms, or evaluations contained within peer review
committee files. Bundy v. Sinopoli, 243 N.J.Super. 563, 580 A.2d
1101 (L.1990).

NOTES:
Chapter Notes
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TITLE 8. DEPARTMENT OFiHEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.2 (2007)
§ 8:43G-16.2 Medical staff policies and procedures

(a) The medical staff shall have written policies, procedures,
and bylaws that are reviewed at least once every three years; re-
vised more frequently as needed, and implemented. They shall in-
clude at least:

1. Policies and procedures addressing the requirements for ob-
taining written informed consent from patients;

2. Requirements for the completeness and timing of the patient
history and physical examination, including a listing of the mini-
mum contents to be included in the medical record;

3. The minimum content of physician orders:;

4. Specifications for verbal orders, including who may give ver-
bal orders, who may receive them, and how soon they must be veri-
fied or countersigned in writing;

5. If applicable, policies and procedures related to the pre-
scribing or ordering of medications or devices by certified nurse
practitioners/clinical nurse specialists in accordance with New
Jersey State Board of Nursing rules at N.J.A.C. 13:37-7; and

6. If applicable, the scope of practice, supervision, and record
keeping requirements of licensed physician assistants in accordance
with New Jersey State Board of Medical Examiners rules at N.J.A.C.
13:35-2B.

(b) All physician orders for medication, treatment, and re-
straints shall be in writing. All orders for restraints shall be
made in accordance with requirements at N.J.A.C. 8:43G-18.4(c)
through (e) and (i).

(c) The medical staff shall have a means to assess individual
patient's competence to consent to treatment in conformance with
current law. Measurement of patient competence may include such
skills as ability to understand their medical condition and the
consequences of procedures and treatments, and to communicate a
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choice. The hospital and physician shall follow the procedures for
appointment of a special medical guardian where required in accor-
dance with the Civil Practice Rules at 4:83-12.

(d) Each time the attending physician visits the patient, the
physician shall enter a note into the medical record describing the
findings about the patient's condition. If issues have been raised
in the record by other disciplines, this note shall respond to
them.

(e) The hospital shall comply with the New Jersey State Board of
Medical Examiners rules concerning the registration and permit re-
quirements for graduate medical education programs and practice,
N.J.A.C. 13:35-1.5.

(f) The hospital shall require that all prescriptions and orders
issued by registered first-year residents in the inpatient setting
be countersigned by a licensed physician or permit holder (a person
authorized in the State of New Jersey to engage in the practice of
medicine in the second year of a graduate medical education program
or beyond). :

HISTORY :
Amended by R.1992 d.72, effective February 18, 1992.

See: 23 New Jersey Register 2590(a), 24 New Jersey Register
590 (a) .

Reference changed at (b).
Amended by R.1995 4.124, effective March 20, 1995.

See: 26 New Jersey Register 4537(a), 27 New Jersey Register
1290 (a).
Amended by R.1999 d.436, effective December 20, 1999.

See: 31 New Jersey Register 367(a), 31 New Jersey Register
614 (a), 31 New Jersey Register 4293 (c).

In (a), substituted "at least once every three years; revised
more frequently" for "annually, revised" in the introductory para-
graph.

NOTES:
Chapter Notes
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TITLE 8. DEPARTMENT OF HEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.3 (2007)
§ 8:43G-16.3 Medical staff qualifications

(a) All physicians with clinical privileges shall be licensed or
authorized to practice medicine by the New Jersey Board of Medical
Examiners. All non-physicians with privileges shall be licensed or
authorized to practice in the State of New Jersey, as required by
law.

(b) In any subchapter of these rules requiring a practitioner to
be Board-certified within his or her medical specialty, it shall be
deemed acceptable to possess:

i. Board certification from one of the recognized boards of os-
teopathic medicine; or

ii. Board certification from a foreign Board within the speci-
fied medical specialty where the American Board offers reciprocity
with or officially recognizes the foreign board certification cre-
dential.

CASE NOTES:

In action brought by physician challenging termination of staff
privileges at hospital, regulation cited to support court's defer-
ence to decisions of hospitals to maintain a qualified medical
staff. Nanavati v. Burdette Tomlin Memorial Hospital, 107 N.J. 240,
526 A.2d 697 (1987).

All hospital employees subject to regulatory supervision; re-
strictive staff admission policy invalid as not reasonably in fur-
therance of legitimate health objective. Desai v. St. Barnabas
Medical Center, 103 N.J. 79, 510 A.2d 662 (1986) .

Regulations require hospital to appoint organized medical staff
responsible to governing board; hospitals must adopt rules concern-
ing procedures for staff membership admission; qualified doctors
may not be arbitrarily excluded from staff; exclusive contract for
anesthesialogical services reasonable, not violative of public pol-
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icy and not illegal tying arrangement under Antitrust Act. Belmar
v. Cipolla, 96 N.J. 199, 475 A.2d 533 (1984).
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TITLE 8. DEPARTMENT OF HEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.4 (2007)
§ 8:43G-16.4 (Reserved)
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TITLE 8. DEPARTMENT OF HEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.5 (2007)
§ 8:43G-16.5 Medical staff time and availability

(a) The hospital shall establish policies and procedures for re-
sponse times for emergencies.

(b) There shall be an on-call list of medical and surgical spe-
cialists that is available to personnel in all patient care units.

NOTES:
Chapter Notes
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TITLE 8. DEPARTMENT OF HEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.6 (2007)

§ 8:43G-16.6. Medical staff patient services

(a) Each patient shall have an attending physician who has over-
all responsibility for the patient's care in the hospital.

(b) Each patient admitted to the hospital shall have a medical
history and physical examination that includes a provisional diag-
nosis performed by a clinical practitioner within seven days prior
to admission or within 24 hours after admission. If the history and
physical were performed within seven days prior to admission, the
patient's history and physical examination record completed by the
attending physician, advanced practice nurse or physician assistant
shall be included in the medical record, with any subsequent
changes recorded at the time of admission.

(c) When there is a clinical consultant, he or she shall issue a
report that states at least the assessment mechanisms used, find-
ings, and opinion. This report shall be included in the medical re-
cord.

(d) The reason or reasons for requesting a clinical consultation
shall be specified in the patient's medical record by the attending
physician. The consultant shall provide consultation in accordance
with the privileges accorded him or her by the hospital.

(e) Medical care shall be provided to all patients, regardless
of their ability to pay.

(£) Every acute care patient shall receive a visit by a clinical
practitioner every day unless there is a clinical basis to justify
the patient not receiving such a visit that is documented in the
medical record by the practitioner. In all cases a patient shall
receive a visit by a practitioner at least once every two days.

HISTORY
Amended by R.1992 d.72, effective February 18, 1992.
See: 23 N.J.R. 2590(a), 24 N.J.R. 590(a).



Reprinted with the permission of LexisNexis. Fage 10
eprinted wi p N.J.A.C. 8:43G-16.6

Diagnosis to be provided seven days prior to or 24 hours after

admission.
Amended by R.2005 d.279, effective September 6, 2005.

See: 37 N.J.R. 709(a), 37 N.J.R.3365(a).
Rewrote (b).
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TITLE 8. DEPARTMENT OF HEALTH AND SENTIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.7 (2007)
§ 8:43G-16.7 Medical staff education

Requirements for the medical staff education program shall be as
provided in N.J.A.C. 8:43G-5.9(a) and (b).

HISTORY:
Amended by R.1992 d.72, effective February 18, 1992.

See: 23 New Jersey Register 2590(a), 24 New Jersey Register
590(a) .

Stylistic change.
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Chapter Notes
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TITLE 8. DEPARTMENT OF HEALTH AND SENIOR SERVICES
CHAPTER 43G. HOSPITAL LICENSING STANDARDS
SUBCHAPTER 16. MEDICAL STAFF

N.J.A.C. 8:43G-16.8 (2007)
§ 8:43G-16.8 Medical staff continuous quality improvement methods

There shall be a medical staff mechanism by which the quality of
medical care is monitored, problems identified, solutions recom-
mended and implemented, and follow-up conducted. Summary reports of
these activities and problems in the quality of care shall be re-
viewed by the medical executive committee, or its equivalent.

HISTORY:

Amended by R.1999 d.436, effective December 20, 1999.
See: 31 New Jersey Register 367(a), 31 New Jersey.Register
614(a), 31 New Jersey Register 4293 (c).

NOTES:
Chapter Notes
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Reprinted with permission. University of Texas Harris County Psychiatric Center at Houston (UTHCPC) Procedures — Volume 1, Chapter 2. Employee Staffing and
Training, Section A: Staffing in Emergency Conditions. Copyright ©2005 University of Texas Harris County Psychiatric Center at Houston. All Rights Reserved.
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Staffing in Emergency Conditions

Introduction

Date of Last Review 4/2/07
SME: Director of Nursing

Introduction

UTHCPC is an acute-care inpatient hospital facility and must provide adequate staffing to meet patient care and
operational requirements at all times, regardless of weather-related and other emergency conditions. During
adverse conditions however, it may become necessary to officially suspend routine operations of UTHCPC and
designate “Emergency Status”. During Emergency Status, employees will be expected to work as needed in
accordance with the procedures described.

Policy

UTHCPC remains open at all times. The closing of other operating units of the UTHSC-H does not
automatically result in the closing of UTHCPC.

Authorization to Designate “Emergency Status”

UTHCPC assumes Emergency Status when routine operations are suspended. The following are the only people
authorized to suspend any UTHCPC operations:

¢ Executive Director
o Hospital administrator or his/her designee

Monitoring Emergency Status

Employees have the responsibility for obtaining information about UTHCPC during adverse conditions to
determine if Emergency Status has been designated, by using either of the following options:

» Call the UTHCPC-specific phone line at 713-741-5001 for a pre-recorded message
¢ Call his/her supervisor

Definitions

1. Adverse Conditions: conditions such as inclement whether or other factors which have an actual or
potential harmful effect on the delivery of health care and other institutional operations.

2. Cascade Recall: A process initiated by the Executive Director, Hospital Administrator, or designee, after
the designation of an Emergency Status, whereby employees who are not present at work at the time of the
Emergency Status designation are called back into work.

3. Emergency Status: status of UTHCPC during which time routine operations are suspended because of
Adverse Conditions.

4. Emergency Staffing Team: A pre-determined, designated team of Level I and Level II staff who are
aware of the need to report to work immediately in the event of an “Emergency Status” unless instructed

http://www .uth.tmc.edu/uth_orgs/hcpe/procedures/volumel/chapter2/employee_staffing_and_train... 7/10/2007
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by HCPC management. Level I and Level II are defined in this policy.

Staffing Resources During an “Emergency Status”:

1. Emergency Staffing Team
2. Staff contacted via Cascade Recall System if Administration deems the Emergency Staffing team is not
sufficient to provide coverage.

Employee Responsibilities

1. Itis the responsibility of all employees to be familiar with:
a. UTHCPC Emergency Preparedness Program
b. Their Departmental Emergency Plans as well how these plans apply specifically to them

2. UTHCPC’s Emergency Staff Team employees are expected to report to work as scheduled, regardless of
where they live, even when operating units of UTHSC-H close. All Emergency Staff Team employees are
expected to report for duty unless they are specifically released from duty by an appropriate authority of
UTHCPC such as their supervisor.

Emergency Employee Classifications:

Emergency Staffing Team

An Emergency Staffing Team will be identified and designated at all times in order to be prepared to provide
minimum staffing levels for continuous uninterrupted patient care based on formal staffing plans discussed
below. UTHCPC Administration will maintain a list of the designated Emergency Staffing Team on the cascade
recall list. Emergency Staffing Team members will remain on duty at the discretion of the Executive Director
and Administrator throughout any emergency.

o The Emergency Staffing Team will be comprised of Level I and Level 11 staff

e The number of required team members will be designated by Department Heads and approved by
Administration annually based on Formal Staffing Plans

o Team members will be selected by department heads primarily as a result of obtained staff volunteers and
secondarily from appointed staff

¢ Team members will be appointed for a one year assignment on the Emergency Staffing Team

Level 1

Employees with specific responsibilities for direct patient care in their regular jobs or who by licensure, are
competent to provide direct patient care. Level I staff on duty at the time of the Emergency Status designation
are expected to remain in their regular job duties throughout the Emergency Status and should contact their
supervisor for additional instructions upon receiving notice of UTHCPC’s designation of Emergency Status.
During an emergency, Level I employees may not leave the hospital until released by a supervisor.

Level I includes all nursing department staff, all Nurses including UR Nurses, Patient Registration Nurses, PHP
Nurses, HWE Nurses, Nursing Administration Nurses, Social Workers, Social Services Therapists and
Chaplains, all Residential Unit staff, Administration, Patient Registration, Facilities Management, Dietary Staff,
Pharmacy Staff, Housekeeping Staff, Lab Staff, Residents, Physicians and all Managers.

Level 11

Employees who are not involved in provision of direct service to the patient in their usual job, but who are
needed to perform defined roles throughout Emergency Status, i.e. answering phones in command center,

http://www.uth.tmc.edu/uth_orgs/hcpc/procedures/volume1/chapter2/employee_staffing_and_train... 7/10/2007
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assisting with meal preparation, or providing assigned duties in patient care areas. Level II staff are expected to
perform designated assigned duties upon reporting to work. During an emergency, Level II employees may not
leave the hospital until released by a supervisor.

Level II includes COPES staff members, Reception/Switchboard, Medical Support Services, Health Information
Management and Management Information Systems.

Employees that do not provide patient care are Level III staff. Level III staff are not required to assist in
response to an Emergency Status unless requested to do so as a result of the engagement of the cascade recall
list. In the event this should occur, Level III staff would then be considered to be reclassified to Level 1I staff
and all information in this policy regarding Level II staff would apply. All employees are expected to report to
work according to their schedule immediately following the completion of the Emergency Status.

Level III includes ancillary and administrative departments (Financial Operations, Personnel Systems
Management, Hospital-Wide Education (except RN’s), Patient Account Services, Reception/Switchboard,
Performance Improvement (except RN’s), Management Information Systems, Library, Public Information, PHP
staff (except RN’s and Social Workers)

Formal Staffing Plan Process

This table describes the responsibilities of maintaining the Formal Staffing Plans for UTHCPC:

Stage
1 lglepartment aintain a Formal Staffing Plan that identifies

anagers mergency Classification (Level I, II or IIT) for
11 positions and enables all employees to reach
ppropriate supervisory personnel

2 lglepartment Establish an Emergency Staffing Team if

IPerson Responsible il)escription

anagers pplicable. (This does not apply to Level III
epartments.)
3 Department Submit Formal Staffing Plans to Directors for
anagers approval
l |Directors [IFinalize, Approve the Formal Staffing Plans |
5 Directors Submit approved Formal Staffing Plans to the
[Hospital Administrator
6 | epartment Notify employees of their Emergency
anagers Classification whenever changes occur
Compensation

Employees will receive emergency pay for hours actually worked during the period of time the hospital is under
an “Emergency Status”. Employees will not be reimbursed for designated sleep hours. Employees should
address questions about their pay to their designated supervisor.Level I and Level II Essential will be
compensated double time pay or granted regular pay and compensatory time equivalent to double time for hours
actually worked during the designated emergency period. Departmental managers will determine how pay will
be handled based on budgetary considerations. Compensatory time must be taken within 12 months of earning
the compensatory time.Level III employees will be compensated administrative leave pay for hours scheduled to
work during the designated emergency period.Level I and II employees who are not designated as an Emergency

http://www.uth.tmc.edu/uth_orgs/hcpc/procedures/volume 1/chapter2/employee_staffing_and_train... 7/10/2007
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Staffing Team member, or who are not called through the cascade recall, or who have been released from duty
by a supervisor, will be compensated administrative leave pay for hours regularly scheduled to work during the
designated emergency period. Employees who are expected to report to work either as a designated Emergency
Staffing Team member or requested to report via engagement of the cascade recall system and who do not report
to work must use appropriate personal leave time (vacation, sick leave, holiday accrued or leave without pay).
Such employees may be subject to disciplinary action, at the discretion of their supervisor(s).Employees
approved for personal leave time (vacation, sick leave, holiday accrued, leave of absence without pay) prior to
the declaration of the emergency are not eligible for administrative pay during the designated emergency period.

Emergency Status Working Conditions

1. Employees must arrange to have the supplies they need during the emergency when they report to
work. Examples include medications, personal hygiene products, clean clothing.

2. Employees should make necessary phone calls to family members before coming to their work
assignment, informing the family as to their whereabouts and asking them not to call during the
emergency. A telephone will be available should employees need to contact family.

3. All employees are encouraged to make prior arrangements for their family outside the UT system so
that at the time of the emergency, the employee will know where they will be and who will be
taking care of them. Planning ahead will help employees be available in the event the cascade recall
system is engaged.

4. Employees who work during an emergency will be provided an assigned place to sleep.
Arrangements will depend on available resources. Employees will not be compensated for
designated sleep hours.

5. Employees may work under emergency conditions for an undetermined time and may be assigned

other work shifts as needed.

Meals will be furnished free of charge to employees on duty

All employees are allowed to park their vehicle in designated parking free of charge during the

emergency, depending on space availability. Employees assume all risk of damage or loss to such

vehicles.

oo

Failure to Comply with Policy
Failure of an employee to comply with this policy may result in disciplinary action, up to and including
termination, in accordance with the provisions of the HOOP 2.35 and HCPC Attendance policies.

Volunteers

HCPC will accept the help of volunteers during a disaster. Volunteers will be assigned a specific job description
including necessary qualifications. The identity of all volunteers who offer their service will be checked.
Volunteers that will be providing professional medical services will require verification of licensure and
assessment of competence within 72 hours. Personnel Systems Management will perform primary source
verification of licensure, certification or registration of non-credentialed staff within 72 hours. Departmental
management will perform assessments of competency and provide oversight of care, treatment and services
provided during the initial 72 hours.

Related standards
HOOP 2.35; HOOP 18.01; HOOP 18.02
HCPC Emergency Preparedness Program

Departmental Emergency Plans

Related Forms

http://www uth.tmc.edu/uth_orgs/hcpe/procedures/volumel/chapter2/employee_staffing_and_train... 7/10/2007
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DEPARTMENT STAFFING NEEDS CHECKLIST

Name:

Department:

Facility:

Identify the minimum number of staff required to maintain operations within your

department.

Required

Number of Employees/Shift

Skills

7-3

3-11 11-7

Identify staff that could possibly work remotely.

Name

Title

Skills

Identify computer resources that would be required for employees to work remotely.

Name

Title

Hardware Needs

Software Needs
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This document was prepared by the Greater New York Hospital Association.
This document was supported by Grant number U3RMC01549-01, from the Health
Resources and Services Administration (HRSA). 1Its contents are solely the
responsibility of the authors and do not necessarily represent the official

views of HRSA.

Prepared by GNYHA 2004

»

‘ MODEL
MEMORANDUM OF UNDERSTANDING REGARDING SHARING OF
PERSONNEL DURING A DISASTER*

This Memorandum of Understanding (the "Agreement") is made and entered into
as of this __  day of , 2004, by and between
(“Hospital A™) and
(“Hospital B”). “Hospital A” and “Hospital B” are
collectively referred to as “Hospitals” or “parties.” **

RECITALS

WHEREAS, “Hospital A” is a hospital with its main campus located at

WHEREAS,  “Hospital B” is a hospital with its main campus located at

3

WHEREAS, the parties acknowledge that each party may from time to time require
personnel to optimally meet the needs of patients due to the occurrence of a disaster; and

WHEREAS, the parties have determined that a Memorandum of Understanding,
developed prior to a sudden and immediate disaster, is needed to facilitate the sharing of
personnel in the event of a disaster;

NOW, THEREFORE, in consideration of the above recitals, the parties agree as
follows:

1. Definitions.

a. “Borrowing Hospital” is the party that requests personnel from the
other party in the event of a Disaster.

* This document was supported by Grant number U3RMCO1549-01, from the Health Resources and
Services Administration. Its contents are solely the responsibitity of the authors and do not necessarily
represent the official views of HRSA or the New York City Department of Health and Mental Hygiene.

** This document is designed as a model. The names of the hospitals entering into this agrecment should
be inserted in place of “Hospital A" and “Hospital B.*




b. "Designated Representative” is the individual or position
designated by each party to communicate with the other party. '

c. "Disaster” means an event in which the hospital’s emergency
management plan has been activated and the hospital is unabie to
handle immediate patient care needs. Disasters include, but are not
limited to, natural disasters, such as hurricanes, and other events,
such as acts of terrorism that generate mass casualties. A Disaster
may affect the entire facility or only a portion of the facility.

d. “Lending Hospital” is the party that is available to provide
personnel to the other party in the event of a Disaster.

. Identification of Designaied Representative. Each party agrees to identify a
Designated Representative and at least one back-up individual to
communicate with the other party prior to and in the event of a Disaster. The
names and contact information for the parties’ Designated Representatives
and back-up individuals is attached hereto as Exhibit “A” and is incorporated
herein by this reference.

. Sharing of Information Regarding Personnel. Prior to a Disaster, each

party agrees, to the best of its ability, to share information regarding the
personnel that may be available to be shared in the event of a Disaster, Such
information may include: the name, employment status, licensure, training,
and the individuals’specific delineation of clinical privileges.

. Lending of Personnel. The Lending Hospital agrees to use its best efforts to
make personnel available to the Borrowing Hospital in the event of a Disaster,
upon request. The Lending Hospital shall be entitled to use its own reasonable
judgment regarding the personnel it can provide without adversely affecting its
own ability to provide services. Personnel subject to this agreement may inchide
professional staff such as physicians and nurses, as well as ancillary staff (such
as housekeeping and food service workers).

. Communication of Request for Personnel, Afier a Disaster has occurred,
the Borrowing Hospital's Designated Representative may initially request
personnel from the Lending Hospital’s Designated Representative verbaily.
The request must be confirmed in writing as soon as possible. This should
ideally occur prior to the arrival of personne] at the Borrowing hospital. To the
extent practicable, the Borrowing Hospital will identify to the Lending
Hospital the following:

a. the type and number of requested personnel;
b. an estimate of how quickly the personnel are needed;
c. the location where the personnel are to report; and




6.

10.

11.

d. an estimate of how long the personnel will be needed.

Response to Request for Personnel In response to the request, the
Designated Representative of the Lending Hospital will provide the
Borrowing Hospital with the following information for the persomnel that the
Lending Hospital is able to send: the number, names, licensure status, types of
personnel, and when applicable, the specific delineation of clinical privileges.

Documentation. The arriving personnel will be required to present their

Lending Hospital identification badge at the site designated by the Borrowing

Hospital's Designated Representative. The Borrowing Hospital will be

responsible for the following:

a. confirming the personnel's identification card with the list of personnel
provided by the Lending Hospital; and

b. providing additional identification, e.g., "visiting personnel” badge, to the
arriving donated personnel.

. Responsibility for Personnel. The parties agree that the personnel made

available to the Borrowing Hospital shall be totally under the supervision and
control of the Borrowing Hospital while performing any actions in response to
the Borrowing Hospital's request for personnel. [Hospitals should insert
specific provisions regarding indemnification and malpractice insurance
coverage for personnel that are borrowed/loaned pursuant to this agreement.
Following is an example of such language: "Borrowing Hospital agrees to
notify its professional liability insurer of the circumstances under which
personnel from the Lending Hospital will be performing services pursuant to
this agreement. Borrowing Hospital shall nse commerciaily reasonable efforts
to extend its professional liability insurance to cover the services performed
by such personnel while they are acting pursnant to this agreement."]

Recall of Staff. The Lending Hospital may recall its personnel at any time in its
sole discretion. If feasible, adequate notice will be provided to allow the
Borrowing Hospital to arrange staffing from other facilities or agencies.

Term. The term of this Agreement shall be year {s) from the date of
execution, and this Agreement shall be self-renewing for additional __ -year
terms; provided, however, that this Agreement rmay be terminated with or
without caunse, by either party giving sixty (60) days prior written notice of
termination to the other party.

Effect of Agreement. The execution of this Agreement shall not give rise to any
liability or responsibility to either party for failure to respond to any request for
assistance, lack of speed in responding to such a request, or the abilities or
actions of the responding personnel.




EXHIBIT A

Name of Hospital A:

Name of Designated Representative:

Titte of Designated Representative:

Contact Number of Designated Representative:

E-Mail of Designated Representative:

Name of Back-Up Individual:

Title of Back-Up Individual:

Contact Numtber of Back-Up Individual:

E-Mail of Back-Up Individual:

Name of Hospital B:

Name of Designated Representative:

Title of Designated Representative:




Contaet Number of Designated Representative:

E-Mail of Designated Representative:

Name of Back-Up Individual;

Title of Back-Up Individual:

Contact Number of Back-Up Individual:

E-Mail of Back-Up Individual:




12. Governing Law. This Agreement, and the rights, obligations and remedies of
the parties hereto, shall be governed by and construed in accordance with the

laws of the State of New York.

IN WITNESS WHEREOF, the parties have executed this Agreement as of the day and year
first above written.

{Hospital A)
By:
Title

(Hospital B)
By:

Title:




APPENDIX B6

MODEL DISASTER PRIVLEDGES POLICY




This model policy has been prepared by the Greater New York Hospital Association.”™
This document was supported by Grant number U3RMCO01549-01, from the Health
Resources and Services Administration (HRSA). Its contents are soley the -
responsibility of the authors and do not necessarily represent the official views
of HRSA. Please note that as of July 2006, the Joint Commission standards
regarding disaster privileging have been revised. Therefore, the standards

reflected in this document have been revised since its distribution in 2004,
Prepared by GNYHA 2004 :

MODEL DISASTER PRIVILEGES POLICY®

POLICY:

It is the policy of Hospital, to permit the Chief Executive
Officer, Medical Staff President, or their designee(s), to grant disaster privileges on a
case-by-case basis when the hospital’s emergency management plan is activated and the
hospital is unable to handle immediate patient care needs. This policy outlines
Hospital’s plan to accept volunteer practitioners and to process
the credentials of those practitioners who do not currently possess medical staff privileges
to practice at Hospital.

PURPOSE:

The purpose of this policy is to outline the process for granting disaster privileges to
licensed independent practitioners (LIPs) during the time when the hospital’s emergency
management plan is activated and the hospital is unable to handle immediate patient care
needs.

RESPONSIBILITY: The [insert title(s) of responsible individuals(s)]** is/are =
responsible for granting disaster privileges in accordance with this policy. The [insert (
title(s) of responsible individuals(s)] is not required to grant disaster privileges and will

make such decisions on a case-by-case basis at his or her discretion.

PROCEDURE:
When the hospital’s emergency management plan has been activated, the hospital will

utilize the following process for any LIP who is not on the medical staff of
Hospital and who presents his/her self as 2 volunteer to render

services:
1. The practitioner will be directed to .where he/she must
present any one of the following, prior to the granting of disaster privileges:
a. acumrent hospital photo identification card; or

¥ This model policy, which has been prepared by GNYHA, is based upon JCAHO Standard MS.4110. The
New York State Department of Health has endorsed MS.4.110. This document was supported by Grant
number U3RMCO1549-01, from the Health Resources and Services Administration. It contents are
solely the responsibility of the authors and do not necessarily represent the official views of HRSA.

** While JCAHO Standard MS.4110 indicates that the Chief Executive Officer, Medical Staff President,
or their designee(s) have the ultimate responsibility for granting disaster privileges, MS. 4.110 indicates
that the hospital should identify in writing the individual(s) responsible for granting disaster privileges.




b. a current license to practice and a valid picture identification card issued
by a state, federal, or regulatory agency; or identification indicating that
the individual is a member of a Disaster Medical Assistance Team -
(DMATY); or

¢. identification indicating that the individual has been granted authority to
render patient care, treatment, and services in disaster circumstances (such
authority having been granted by a federal , state, or municipal entity}; or

d. preseniation by current hospital or medical staff member(s) with personal
knowledge regarding the LIP’s identity.

2. Once a practitioner obtains approval for disaster privileges,
Hospital will issue appropriate identification. The practitioner will then report to
and practice under the auspices of the chairman/designee of the department to

which he/she is assigned.

3. The medical staff will begin the verification process of the credentials and
privileges of individuals who receive disaster privileges as soon as the immediate
situation is under control. The verification process is identical to the process
established under the medical staff bylaws for granting temporary privileges to
meet an important patient care need, and is a high priority. ™

4. All disaster privileges will immediately terminate once the emergency
management plan is no longer activated. However, the hospital may choose to
terminate disaster privileges prior to that time. The practitioner must return the

temporary ID card to

5. The medical staff will maintain a list of all volunteer practitioners who received
disaster privileges during the emergency management/disaster event.

REFERENCES:

JCAHO Standard MS.4.110.

#¥* JCAHO Standard MS.4.110 assumes that hospitals have a procedure for granting
temporary privileges to meet an important patient care need,
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Federal and State Quarantine and Isolation Authority

Summary

In the wake of recent terrorist attacks and increasing fears about the spread of
highly contagious diseases, such as severe acute respiratory syndrome (SARS) and
pandemic influenza, federal, state, and local governments have becomeincreasingly
aware of the need for a comprehensive public health response to such events. An
effective response could include the quarantine of persons exposed to infectious
biological agentsthat are naturally occurring or released during aterrorist attack, the
isolation of infected persons, and the quarantine of certain cities or neighborhoods.

Thepublic health authority of the statesderivesfrom the police powersreserved
to them by the Tenth Amendment to the U.S. Constitution. The authority of the
federal government to prescribe quarantine and other health measuresisbased onthe
Commerce Clause, which gives Congress exclusive authority to regulate interstate
andforeign commerce. Thus, stateandlocal governmentshavethe primary authority
to control the spread of dangerous diseases within their jurisdictions, and the federal
government has authority to quarantine and impose other health measuresto prevent
the spread of diseases from foreign countries and between states. In addition, the
federal government may assist state efforts to prevent the spread of communicable
diseases if requested by a state or if state efforts are inadequate to halt the spread of
disease. Some state laws are antiquated and, until recently, have not been reviewed
to address the spread of disease resulting from abiological attack. Other state laws
do not cover newly emerging diseases such as SARS or pandemicinfluenza. Inlight
of recent events, however, many statesarereeval uating their public healthemergency
authoritiesand are expected to enact more comprehensivelawsrel ating to quarantine
andisolation. Public heathexpertshavedevel oped aM odel State Emergency Health
Powers Act to guide states as they reevaluate their emergency response plans.

Thisreport provides an overview of federal and state public health laws asthey
relate to the quarantine and isolation of individuals, a discussion of constitutional
issues that may be raised should individual liberties be restricted in a quarantine
situation, and federalism questionsthat may arise wherefederal and state authorities
overlap. In addition, the possiblerole of the armed forcesin enforcing public health
measuresisdiscussed, specifically whether the Posse Comitatus Act would constrain
any military role, and other statutory authorities that may be used for the military
enforcement of health measures.
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Federal and State Quarantine
and Isolation Authority

One very simple principle [justifies state coercion]. That principle s, that the
sole end for which mankind are warranted, individually or collectively, in
interference with the liberty of action of any of their number, is self-protection.
That the only purpose for which power can be rightfully exercised over any
member of acivilized community, against hiswill, isto prevent harm to others.
John Stuart Mill (1856)

Introduction

The practice of avoiding persons with contagious diseases may be found in the
oldest of writings, including Leviticus and Numbersin the Old Testament, wherein
specific instructions are given for the inspection and sequestration of lepers.* The
term “quarantine” is derived from the Italian words quaranta giorni, which refer to
the 40-day period during which certain shipsarriving at the port of Veniceduring the
Black Death plague outbreaks of the 14" century were obliged to sit at anchor before
any persons or goods were allowed to go ashore.?  Following a plague epidemicin
London in 1664, England passed rigorous quarantine laws. All quarantined vessels
wererequired to show asolid yellow flag to indicate they were under quarantine. As
late as 1721, some ships coming to England from infected areas were burned at sea.’
The earliest evidence of quarantine in colonial America occurred in the
Massachusetts Bay Colony in 1647, when vessels from the West Indies were
forbidden to land or discharge passengers and cargo during a plague outbreak. The
first federal quarantinelaw was passed in 1796 inresponseto continued yellow fever
epidemics.”

In the event of a biological attack or the introduction of a highly contagious
disease affecting the public, the U.S. health system may take measures to prevent
those people infected with or exposed to a disease or a disease-causing biological
agent frominfecting others.> The terms used to describe these measures, quarantine

I Leviticus 14:4-8 and Numbers5:2. LAWRENCE O. GOSTIN, PUBLIC HEALTH LAW: POWER,
DuTY, RESTRAINT 204-5 (2002).

2 Centers for Disease Control and Prevention (CDC), History of Quarantine, at
[http://www.cdc.gov/ncidod/dg/history.htm].

#1911 EncyclopediaBritannica, availableat [ http://www.1911encyclopedia.org/quarantineg].
* An Act Relative to Quarantine, ch. 31, 1 Stat. 474 (1796).

® See, generally, CRS Report RL33145, Pandemic Influenza: Domestic Preparedness
(continued...)
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and isolation, generally apply to distinct groups of persons but are often used
interchangeably. Quarantinetypically refersto the “(s)eparation of individuals who
have been exposed to an infection but are not yet ill from others who have not been
exposed to the transmissible infection.”® Isolation refers to the “(s)eparation of
infected individuals from those who are not infected.”” Varying degrees of
quarantine exist, and the authority to order quarantine or isolation is generally very
broad.

First, both compl ete quarantine and i solation usually involve the confinement of
contagiousindividualstotheir residences pursuant to ordersfromthestate health
department. Health officials post a public notice forbidding anyone from
entering or exiting the dwelling. Alternatively, health authorities may confine
aninfected personto either ahospital or aprison. Second, health authoritiesmay
order a modified quarantine, which selectively restricts an individual from
participation in certain activities, e.g. jobs involving food preparation, school
attendance, or particularly hazardous activities. The guarantine power also
includes the authority to place a contagious individual under surveillance to
insure strict compliance with quarantine orders. Finaly, the health department
may issue segregation orders which require the separation of an entire group of
people from the general population. Quarantine orders may extend to any
persons who come into contact with the infected individual .2

Primary quarantineauthority typically resideswith state health departmentsand
health officials; however, thefederal government hasjurisdiction over interstate and
foreign quarantine. In addition, the federal government may assist with or take over
the management of an intrastate incident if requested by a state or if the federal
government determines local efforts are inadequate.® This report examines
federalism and other constitutional issues related to quarantines, discusses current
federal and state statutesand regul ations, and explainsthemilitary’ sroleinenforcing
quarantines.

> (...continued)

Efforts, by Sarah A. Lister. See also Homeland Security Council, National Strategy for
Pandemic Influenza, (GPO November 2005), and Homeland Security Council, National
Strategy for Pandemic Influenza: |mplementation Plan (GPO May 2006).

¢ Homeland Security Council, National Strategy for Pandemic Influenza: Implementation
Plan 209 (GPO May 2006).

"1d. at n. 207.

8 Edward A. Fallone, Preserving the Public health: A Proposal to Quarantine Recalcitrant
AIDSCarriers, 68 B.U.L.REV. 441, 460 - 461 (1988). During the 2003 outbreak of SARS,
U.S. patients were isolated until they were no longer infectious, allowing them to receive
medical care and helping to contain the spread of the iliness. However, there were no
individual or population-based quarantines of persons who may have been in contact with
infected persons. The CDC advised persons who were exposed but not symptomatic to
monitor themselves for symptoms and advised home isolation and medical evaluation if
symptoms appeared. CDC, Isolation and Quarantine Fact Sheet, 2004, available at
[http://www.cdc.gov/ncidod/dg/sars_facts/isolationquarantine.pdf].

942 U.S.C. § 264(€) and 42 C.F.R. § 70.2.
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Constitutional Issues

The preservation of the public health has historically been the responsibility of
state and local governments.’® Although the federal government hasthe authority to
authorize quarantine under certain circumstances, the primary authority exists at the
state level as an exercise of the state's police power. The 4™ Congress appears to
have recognized this principle when, in 1796, it debated whether to authorize the
President to establish regulations to impose quarantines at ports of entry.™* After
opponents argued that the authority belonged to the states, Congress passed a law
authorizing the President to assist states in enforcing their health laws,*? which it
soon replaced with alaw requiring certain federal officials to observe restraints and
quarantines imposed by state laws and to aid state officialsin their execution.*®

In 1824, the Supreme Court alluded to a state’ s authority to enact quarantine
laws in Gibbons v. Ogden.** In Gibbons, the Court noted that although quarantine
laws may affect commerce, they are, by nature, health laws, and thus fall under the
authority of state and local governments. Courts have noted that the duty to ensure
that the public health is preservedisinherent to the police power of astate and cannot
besurrendered.® However, the Supreme Court has recognized that state health laws
that intrude on amatter within Congress' spower tolegislate must giveway under the
Supremacy Clause.*®

The federal or state origin of quarantine laws may influence the means and
methods of their enforcement. The Constitution doesnot expressly vest the executive
branch with the authority to execute state laws, and the federal government has no
authority to order state officialsto execute federal law.'” ArticlelV, § 4, guarantees
federal assistanceto statesonly in cases of invasion or insurrection, or at the request
of the state legislature (or the executive, if the legislature cannot be convened) in the
case of “domestic violence.” The Tenth Amendment provides that powers not

19 peopleex rel. Barmorev. Robertson, 134 N.E. 815, 817 (l11. 1922); see, generally, James
G. Hodge, The Role of New Federalism and Public Health Law, 12 J.L. & HEALTH 309
(1998) (Hereafter cited as, Hodge).

115 Annals of Congress 1349-59 (1796).
121 Stat. 474 (1796).

13 Act of Feb. 23, 1799, ch. 12, § 1, 1 Stat. 619 (presently codified at 42 U.S.C. 97). This
section applies to maritime quarantines. Federal officials include customs officias, the
Coast Guard, and “military officers commanding in any fort or station upon the seacoast.”

1422 U.S, 1, 25 (1824).
15134 N.E. at 817.

16 U.S. ConstT. art. VI, par. 2 (“[t]his Constitution, and the L aws of the United States which
shall be made in Pursuance thereof; ... shall be the supreme Law of the Land; ...”). See
Morgan’s Steamship Company v. Louisiana Board of Health, 118 U.S. 455, 464 (1886).

' United States v. Printz, 521 U.S. 898, 935 (1997).
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expressly vested in the federal government are retained by the states or the people.’®
It may be argued that a distinctly federal interest must exist before Congress can
legislate with respect to public health and that, although the Constitution does not
expressly say so, federal law enforcement officers may not ordinarily enforce state
laws without the permission of the state government.™

Federal and state quarantine laws are al so subject to constitutional due process
constraints. TheFifthand Fourteenth Amendmentsprohibit governmentsat all levels
from depriving individuals of any constitutionally protected liberty interest without
due process of law.®® What process may be due under certain circumstances is
generaly determined by balancing the individual’s interest at stake against the
governmental interest served by therestraints, determining whether the measuresare
reasonably cal culated to achieve the government’ s aims,* and deciding whether the
|east restrictive means have been employed to further that interest. Inaddition, some
have suggested that military enforcement of quarantines raises additiona civil
liberties concerns. These aspects are discussed more fully below.

Federal Quarantine Authority

Current Law and Regulations

Federal quarantine authority derives from the Commerce Clause, which states
that Congress shall have the power “(t)o regulate Commerce with foreign Nations,
and among the several States....”? Thus, under section 361 of the Public Health
Service (PHS) Act, 42 U.S.C. § 264, the Secretary of Health and Human Services
(HHS) has the authority to make and enforce regulations necessary “to prevent the
introduction, transmission, or spread of communicable diseases from foreign
countries into the States or possessions, or from one State or possession into any

18 1n practice, the Tenth Amendment has not barred Congress from enacting legislation, and
the boundariesof federal and state powersareneither clear nor static. See S. Doc. No. 108-
17 at 1611 et seq.; Hodge, note 9, at 319 (discussing federalism in the context of public
health law).

19 U.S. ConstT. art. Il (vesting in the President the obligation to see that the laws are
executed, Id. art. |, 8§ 8, cl. 15 (empowering the Congress to provide for calling forth the
militiato execute the laws of the Union) (emphasis added).

21t iswell settled that freedom from physical restraint is a“liberty interest” protected by
the due process clause of the Fourteenth Amendment. Kansasv. Hendricks, 521 U.S. 346,
356 (1997).

21 Seg, e.g., Jacobson v. Massachusetts, 197 U.S. 11, 27 (1905) (enforcement of public
health laws must have some*“real or substantial relation to the protection of the public health
and the public safety”); Jew Ho v. Williamson, 103 F. 10 (C.C.N.D. Cal. 1900) (quarantine
of San Francisco district inhabited primarily by Chinese immigrants purportedly to control
the spread of bubonic plague; invalidated because the measurewasfoundtoincreasetherisk
of spreading the disease).

2 U.S.ConsT. art 1, §8.
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other State or possession.”# While providing the Secretary with broad authority to
promulgate regulations “asin his judgement may be necessary,” this law limits the
Secretary’ sauthority to the communicable diseases published in an Executive Order
of the President.?* The list of communicable diseases in Executive Order 13295
currently includes cholera, diphtheria, infectious tuberculosis, plague, smallpox,
yellow fever, viral hemorrhagic fevers, SARS, and influenza caused by novel or
reemergent influenza viruses that are causing or have the potential to cause a
pandemic.?®

Generally, federal regulations authorizing the apprehension, detention,
examination, or conditional release of individuals are applicable only to individuals
coming into a state or possession from a foreign country or possession.®® Thus,
federal regulations require the reporting of ill passengers on international
conveyances such as airplanes and boats.?” During the 2003 response to the SARS
epidemic, federal officialsprovided health alert informationto air travelersreturning
to the United States from areas with SARS outbreaks, boarded airplanes with
travelers reported to beill to assess their symptoms, and facilitated transport of ill
passengers to hospitals. Federa officials aso provided updates to the public and
worked with state and local public health agencies to investigate possible SARS
Ca%SlZS

In addition, section 361 of the PHS Act authorizes the apprehension and
examination of “any individual reasonably believed to be infected with a
communi cable diseasein aqualifying stage® and (A) to be moving or about to move
from a State to another State; or (B) to be a probable source of infection to
individuals who, while infected with such disease in a qualifying stage, will be

242U.S.C. §264(d). Subsection (a) also authorizesother public health measures, including
destruction of animals or articles determined to be sources of communicable disease.
Criginally, the statute conferred thisauthority on the Surgeon General; however, pursuant
to Reorganization Plan No. 3 of 1966, all statutory powers and functions of the Surgeon
Genera weretransferred to the Secretary of Health, Education, and Welfare (now Secretary
of HHS). In 2000, the Secretary of HHS transferred authority under this provision to the
Director of the Centers for Disease Control and Prevention (CDC). CDC'’s Division of
Global Migration and Quarantine carries out quarantine and related activities.
[http://www.cdc.gov/ncidod/dg/index.htm].

2442 U.S.C. § 264(h).

% Executive Order 13295, as amended by Executive Order 13375, on April 1, 2005. See
[ http://www.whitehouse.gov/news/rel eases/2005/04/20050401-6.html].

2% 42 U.S.C. § 264(C).
2742 CF.R. § 71.21.

% See Mark A. Rothstein et al., Quarantine and Isolation: Lessons Learned From SARS:
A Report to the Centers for Disease Control and Prevention (2003), at
[http://www.institutef orbioethics.com] (hereinafter, Quarantine and Isolation).

2 “Qualifying stage” means that such adiseaseis (1) in acommunicable stage or (2) in a
precommunicable state, if the disease would likely cause a public health emergency if
transmitted to other individuals. 42 U.S.C. § 264(d)(2).
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moving from a State to another State.”* If found to be infected, such individuals
may be detained for such time and in such manner as may be reasonably necessary.*
During times of war, the authority to apprehend and examine individual s extends to
any individual “reasonably believed (1) to beinfected with such disease [as specified
in an Executive order of the President] and (2) to be a probable source of infection
to membersof thearmed forcesof the United States” or to individualsengaged in the
production or transportation of supplies for the armed forces.®

Regul ations promulgated pursuant to this authority under the PHS Act may be
found in Parts 70 and 71 of Title 42 of the Code of Federal Regulations. Part 70
deals with interstate matters; Part 71 deals with foreign arrivals® Following a
transfer of authority from the Secretary of HHS to the Director of the CDC in 2000,
the Director of the CDC is authorized to take measures as may be necessary to
prevent the spread of a communicable disease from one state or possession to any
other state or possession if he or she determines that measures taken by local health
authorities are inadeguate to prevent the spread of the disease.* To prevent the
spread of diseases between states, the regul ationsal so prohibit infected personsfrom
traveling from one state to another without a permit from the health officer of the
state, possession, or locality of destination, if such apermitisrequired under the law
applicable to the place of destination.® Additional requirements apply to persons
who arein the* communicable period of cholera, plague, smallpox, typhusor yellow
fever, or who having been exposed to any such disease, isin the incubation period
thereof .” %

The PHS Act and related statutes also authorize measures to aid or enforce a
guarantine in the event of a public health emergency. Section 322(a) of the PHS
Act®* authorizesthe PHSto carefor and treat personsunder quarantine. Such persons
may also receive care and treatment at the expense of the PHS from public or private
medical facilities when authorized by the officer in charge of the PHS station at
which the application is made.® Section 311 of the PHS Act® provides for federal-
state cooperative activitiesto enforce quarantines. Thefederal government may help
states and localities enforce their quarantines and other health regulations and, in
turn, may accept stateand |l ocal assistancein enforcing federal quarantines. Under the

%042 U.S.C. § 264(d)(1).
.
%242 U.S.C. § 266.

3 In response to the SARS epidemic, the Secretary of HHS in 2003 amended 42 C.F.R. 88
70.6 and 71.3 to incorporate by reference Executive Order 13295, thus eliminating
rulemaking delays for the publication of hew diseases.

%42 C.FR.§70.2

% 42 CFR § 70.3.

% 42 CFR § 70.5.

¥ 42 U.S.C. § 249(a).
® 42 U.S.C. § 249(C).
%42 U.S.C. § 243,
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authority of 42 U.S.C. 8§ 97, the Secretary of HHS may request the aid of Customs,
Coast Guard, and military officersin the execution of quarantinesimposed by states
on vessels coming into ports.

Criminal sanctions are prescribed for violations of federal regulations issued
pursuant to section 361 of the PHS Act.”® Violation of a federal quarantine or
isolation order isacriminal misdemeanor, and individuals may be subject to afine
of up to $250,000, oneyear injail, or both. Organizational violations may be subject
to fines of up to $500,000 per event. Federa district courts may enjoin individuals
and organizations from violation of CDC quarantine regulations.**

Proposed CDC Regulations

Responding to the possible threat of an influenza pandemic, the CDC on
November 22, 2005, announced proposed changesto its quarantine regul ations.* If
adopted, these changes would constitute the first significant revision of the
regulationsin Parts 70 and 71 in 25 years. The proposed changes are an outgrowth
of the CDC's experience during the spread of SARS in 2003, when the agency
experienced difficulties locating and contacting airline passengers who might have
been exposed to the SARS virus during their travels. In announcing the proposed
regulations, CDC Director Julie Gerberding said, “ These updated regulations are
necessary to expediteandimprove CDC operationsby facilitating contact tracing and
prompting immediate medical follow up of potentially infected passengersand their
contacts.”*

The proposed regulations would expand reporting requirements for ill
passengers™ on board flights and ships arriving from foreign countries. They would
also require airlines and ocean liners to maintain passenger and crew lists with
detailed contact information and to submit these lists electronically to CDC upon
request.”® The lists would be used to notify passengers of their suspected exposure

%42 U.S.C. §271, 18 U.S.C. 88 3559 and 3571(c).
“28U.S.C. §1331.

“2 The proposed regulations may be viewed at [http://www.cdc.gov/ncidod/dg/nprm/] and
are published at 70 Fed. Reg. 71892 (Nov. 30, 2005). These proposed regulations were
availablefor a60-day comment period, and |l ater extended for an additional 30 days, closing
on March 1, 2006. See 71 Fed. Reg. 4544 (January 27, 2006).

“3 CDC ProposesModer nizing Control of Communicable Disease Regulation, USA, Medical
News Today, November 23, 2005, at

[ http://www.medi cal newstoday.com/medi cal news.php?newsid=34042]. Sincethe SARS
outbreak, the CDC hasincreased its quarantine stations nationwide from 8 to 18.

“4 The definition of ill person would be expanded to include anyone who has a fever of at
least 100.4 degreesplusoneof thefollowing: severebleeding, jaundice, or severe, persistent
cough accompanied by bloody sputum, or respiratory distress. (Section 70.1 of proposed
regulations).

“1d. Thelists, in electronic format, would have to be kept for 60 days after arrival, and be
able to be submitted within 12 hours of a CDC request. The lists would include names,
(continued...)
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if asick person were not identified until after the travelers had dispersed from an
arriving carrier. The proposed regulations address the due process rights of
passengerswho might be subjected to quarantine after suspected exposureto disease;
the regul ations also provide for an appeal process.*

State Police Powers and Quarantine Authority

Although every state hasthe authority to pass and enforce quarantinelawsasan
exercise of their police powers, these lawsvary widely by state. Generally, state and
local quarantines are authorized through public health orders, though some states
may require a court order before an individual is detained.*” For example, in
Louisiana, the state health officer is not authorized to “confine any person in any
institution unless directed or authorized to do so by the judge of the parish in which
the person is located.”* Diseases subject to quarantine may be defined by statute,
with some statutes addressing only a single disease, or the state health department
may be granted the authority to decide which diseases are communicable and
therefore subject to quarantine.®® States also employ different methods for
determining the duration of the quarantine or isolation period. Generally, “release
is accomplished when a determination is made that the person is no longer a threat
to the public health, or no longer infectious.”*

One common characteristic of many state quarantine laws is their “overall
antiquity,” with many statutes being between 40 and 100 years old.>® The more
antiquated laws “often do not reflect contemporary scientific understandings of

* (...continued)
contact information and seat assignments.

“6 Proposed section 70.20 and 71.23 of 42 CFR.

" Paula Mindes, Note, Tuberculosis Quarantine: A Review of Legal Issues in Ohio and
Other States, 10 J.L. & HEALTH 403, 409 (1995).

“8 LA. REV. STAT. ANN. 8§ 40:17(A) (West 2005). Exceptions are provided for certain
diseases, including smallpox, cholera, yellow fever, bubonic plague, and tuberculosis.

“10J.L. & HEALTH at 409. Seee.g., MD. CODE ANN., [Health] § 18-324 (2005), which
formerly addressed only quarantine in tuberculosis cases. However, recent 2004
amendments grant the governor quarantine power duringa“ catastrophic health emergency”
involving “deadly agents,” which include “anthrax, ebola, plague, smallpox, tularemia, or
other bacterial, fungal, rickettsial, or viral agent, biological toxin, or other biological agent
capable of causing extensive loss of life or serious disability.” Mb. CODE ANN., [Public
Safety] § 14-3A-01 (2005).

% ]d. at 410.

1 Lawrence O. Gostin, et al., The Law and the Public's Health: A Study of Infectious
Disease Lawin the United States, 99 CoLuM. L. REv. 59, 102 (1999). For arecent 50-state
survey of gquarantine provisions, see Sate Quarantine and Isolation Laws, compiled by
Trust for America's Health, 2004, at [http://healthyamericans.org/reports/bioterror04/
Quarantine.pdf].
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disease, [or] current treatments of choice.”* In the past, state laws were often
enacted with afocus on a particular disease, such as tuberculosis or typhoid fever,
leading to inconsistent approaches in addressing other diseases.*

Until recently, despite the inconsistencies and perceived problems with such
laws, state legislatures have not been forced to reevaluate their quarantine and
isolation laws due to a decline in infectious diseases and advances in public health
and medicine.® However, in light of recent threats and security concerns, many
states have begun to reconsider their emergency response systems, including the
state's authority to quarantine.® A review of quarantine authority was listed as a
priority for state governments in the President’'s 2002 National Srategy for
Homeland Security.*

Federal authority over interstate and foreign travel is clearly delineated under
constitutional and statutory provisions. Less clear, however, is whether the state
police powers may be used to restrict interstate travel to prevent the spread of
disease.® In a public health emergency, federal, state, and local authorities may
overlap. For example, both federal and state agencies may have quarantine authority
over an aircraft arriving in alarge city from a foreign country. Thus, coordination
between the various levels of government would be essential during a widespread
public health emergency.® Bioterrorism exercises such as TOPOFF 2in May 2002
have highlighted the legal issues that may arise when federal, state, and local
authorities respond simultaneously to a public health emergency. One author’s
comments on lessons learned from TOPOFF 2 are instructive:*

*2d. at 106.

3 |d. Following the SARS outbreak, some states had to quickly amend their public health
laws to deal with that disease under their authorities.

> But see Edward A. Fallone, Preserving the Public Health: A Proposal to Quarantine
Recalcitrant AIDS Carriers, 68 B.U.L. REv. 441, 448 (1988); 10 J.L. & HEALTH at 413,
citing Wendy E. Parmet, AIDS and Quarantine: The Revival of an Archaic Doctrine, 14
HOFSTRA L. REV. 53, 54-55(1985). Nolarge-scalehuman quarantine hasbeenimplemented
within the United States since the 1918 influenza pandemic. G. A. Gernhart, Forgotten
Enemy: PHS sFight Against the 1918 Influenza Pandemic. PuBLIC HEALTH REP. 559-561
(1999).

% Justin Gillis, “ States Weighing Laws to Fight Bioterrorism,” Washington Post, Nov. 19,
2001, at AOL. Seethe Model State Emergency Health Powers Act discussed, infra.

% Office of Homeland Security, National Strategy for Homeland Security, June 2002.
[http://www.whitehouse.gov/homeland/book/nat_strat_hls.pdf].

" Rothstein, et al., Quarantine and Isolation, supra note 28, at 7-8 (discussing restrictions
on travel to combat the spread of disease).

8 1d. at 13 (suggesting that memorandaof understanding be devel oped between federal and
state hedlth officials setting forth responsibilities in cases of concurrent quarantine
jurisdiction).

% John D. Blum, Too Strange to Be Just Fiction: Legal Lessons from a Bioterrorist
Smulation, the Case of TOPOFF 2, 54 LA. L. ReVv. 905, 916 (summer 2004).
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Perhaps the most significant lesson in referenceto the law and TOPOFF 2 isthe
most obvious, namely thefact that thelaw at theintersection of public healthand
bioterrorism is extremely unsettled. Thereisnot alack of law to draw uponin
addressing specific questions, but rather a myriad of laws that must be
considered, most of which were developed to address more mundane public
health matters, or designed to respond to more traditional emergency situations.
It is critical for the legal responders to be sensitive to the rights of affected
individualsand the public at large, becausein the heat of the moment concernfor
individual rights may be seen as a secondary matter. In particular, heightened
sensitivity to human rights must be exhibited in areaswhere physical imposition
or restraint come into question, such as isolation, quarantine, and mandated
medical examinations. While considerable progress is being made in
coordinating approaches to the age-old practices of isolation and quarantine,
other rightsissuesin this context remain open questions, such as the need to be
sensitive to post-deprivation rights, the right to legal counsel, the nature of
clinical evidencerequired to justify such measures, and the policies concerning
the application of isolation and quarantine to populations.

Model State Emergency Health Powers Act

The Model State Emergency Health Powers Act (the Model Act) was drafted
by The Center for Law and the Public’s Health at Georgetown and Johns Hopkins
Universities.®® TheModel Act seeksto “grant public health powersto state and local
public hedth authorities to ensure a strong, effective, and timely planning,
prevention, and response mechanism to public health emergencies (including
bioterrorism) while also respecting individual rights.”®* It isimportant to note that
the act is intended to be a model for states to use in evaluating their emergency
response plans; passage of the Model Act in its entirety is not required, so state
legislatures may select the entire model, parts of it, or none at all. Many states have
used parts of the Model Act whiletailoring their statutes and regulationsto respond
to unique or novel situations that may arise in their jurisdiction.

TheModel Act providesacomprehensiveframework for state emergency health
powers, including statutory authority for quarantine® and isolation.®®*  Section 604
of the Model Act authorizesthe quarantine or isolation of anindividual or groups of

€ The text of the Center's Model State Emergency Health Powers Act from 2001 is
available at [http://www.publichealthlaw.net/Resources/M odel laws.htm]. The Center has
also developed a Turning Point Model State Public Health Act, which addresses public
health issues more broadly and is available at the same website.

o d.

2 For purposes of the Model Act, quarantine is defined as “the physical separation and
confinement of an individual or groups of individuals, who are or may have been exposed
to a contagious or possibly contagious disease and who do not show signs or symptoms of
acontagiousdisease, from non-quarantined individuals, to prevent or limit the transmission
of the disease to non-quarantined individuals.”

8 |solationisdefined as“ the physi cal separation and confinement of anindividual or groups
of individuals who are infected or reasonably believed to be infected with a contagious or
possibly contagious disease from non-isolated individuals, to prevent or limit the
transmission of the disease to non-isolated individuals.”
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individuals during a public health emergency.** The Model Act encourages the
public health authority to adhere to specific conditions and principles when
exercising quarantine or isolation authority.** These conditions and principles
include ensuring that the measures taken are the | east restrictive means necessary to
prevent the spread of the di sease; monitoring the condition of quarantined or isolated
individuals; and providing for the immediate release of individuals when they no
longer pose a substantial risk of transmitting the disease to others.®® The Model Act
provides that a failure to obey the rules and orders concerning quarantine and
isolation shall be treated as a misdemeanor.®’

The Model State Emergency Health Powers Act sets forth procedures for
guarantine and isolation under two different sets of circumstances. Section 605(a)
addresses procedures for temporary quarantine and isolation without notice if a
“delay in imposing the isolation or quarantine would significantly jeopardize the
public health authority’ s ability to prevent or limit the transmission of a contagious
or possibly contagious disease to others.” The quarantine or isolation must be
ordered through awritten directive specifying the identity of the individuals subject
to the order, the premises subject to the order, the date and time at which the
guarantine or isolation are to commence, the suspected contagious disease, and a
copy of the provisions set forth in the act relating to isolation and quarantine.® The
public health authority is required to petition within 10 days after issuing the
directive for a court order authorizing the continued isolation or quarantine if
needed.”

Apart fromtheemergency proceduresoutlined above, the public heath authority
may petition a court for an order authorizing the quarantine or isolation of an
individual or groups of individuals, with notice of the petition given to the
individualsor groups of individualsin question within 24 hours.” The public health
authority’ s petition must include the same information as required in the emergency
directive discussed above, in addition to “a statement of the basis upon which

& A public health emergency is defined to include “ an occurrence or imminent threat of an
illness or health condition” that is believed to be caused by bioterrorism or the appearance
of anovel or previously controlled or eradicated infectious agent or biological toxin, and
that poses ahigh probability of alarge number of deaths, alarge number of serious or long-
termdisabilities, or asignificant risk of substantial future harmto alarge number or people.

% For acompletelist of the conditions and principles, see Section 604(b) of the Model Act.

% The SARS epidemic highlights the need to take into account possible political and social
reactions to stringent public health measures. “Officias in Taiwan now believe that its
aggressive use of quarantine contributed to public panic and thus proved
counterproductive.” Rothstein, et a., Quarantine and Isolation, supra, note 28 at 9.

67 Section 604(c).
% Section 605(a)(2).
% Section 605(a)(4).
0 Section 605(b).



CRS-12

isolation and quarantine is justified in compliance with this Article.”* A hearing
must be held within five days of the petition being filed, and the court “ shall grant the
petition if, by a preponderance of the evidence, isolation or quarantine is shown to
be reasonably necessary to prevent or limit the transmission of a contagious or
possibly contagiousdiseaseto others.” > Anorder authorizing quarantine or isolation
may not do so for aperiod exceeding 30 days, though the public health authority may
move to continue quarantine or isolation for additional periods not exceeding 30
days.73

TheModel Act providesproceduresthat allow individual s subject to quarantine
or isolation to challenge their detention and obtain release, and it provides remedies
where established conditions were not met.”* Individuals subject to quarantine or
isolation would be appointed counsel if they are not otherwise represented in their
challenge.”

Legal Challenges to State Quarantine Authority

Public health measures in emergency situations, including quarantine, involve
bal ancing the rights of individual s with the state' s police power to protect the needs
of the public health, safety, and general welfare. Historically, this balance can be
seen in public health crises over the past century or so:™

It is well known that public health raises conflicts between individual and
societal interests. The context may vary, but the essential tension of balancing
individual and group interestsislargely the same. For example, at the beginning
of the twentieth century, a key issue was vaccination against smallpox. Inthe
1980s, a contentious issue was the reporting of human immunodeficiency virus
(“HIV™) test results by name to public health authorities. After September 11,
2001, and the anthrax episode shortly thereafter, there has been a debate about
whether broad emergency powers to protect public health should be given to
governorsand state health departmentsand, if so, whether special new legislation
is needed. Many of the same issues arise in the use of large-scale quarantine
measures, such as those used to combat SARS. [Foothotes omitted.]

The Supreme Court in Gibbonsv. Ogden, in 1824, alluded to astate’ sauthority
to quarantine under the police powers. In 1902, the Court directly addressed astate’s
power to quarantine an entire geographic area in Compagnie Francaise de
Navigation a Vapeur v. Louisiana Sate Board of Health,”” where both the law and
its implementation were upheld as valid exercises of the state’s police power. A

71 Section 605(b)(2).
72 Section 605(b)(5).
73 Section 605(b)(6).
™ Section 605(c).
> Section 605(€).

® Mark A. Rothstein, Are Traditional Public Health Strategies Consistent with
Contemporary American Values?, 77 TEMPLE L. REv. 175 (Summer, 2004).

7186 U.S. 380 (1902).



CRS-13

shipping company in this case challenged an interpretation of a state statute that
conferred upon the state board of health the authority to exclude healthy persons,
whether they came from without or within the state, from a geographic areainfested
with a disease.”® The shipping company alleged that the statute as interpreted
interfered withinterstate commerce, and thuswas an unconstitutional violation of the
Commerce Clause. The Court rejected this argument, holding that although the
statute may have had an effect on commerce, it was not unconstitutional.”

When aquarantineisestablished in ageographic areadueto adverse conditions
in the area, courts are thus likely to uphold therestrictions. The Supreme Court has
stated that the right to travel “does not mean that areas ravaged by flood, fire or
pestilence cannot be quarantined when it can be demonstrated that unlimited travel
to the areawould directly and materially interfere with the safety and welfare of the
area”® InMiller v. Campbell City,®* an order to evacuate an areawas issued dueto
leaking methane and hydrogen gases. After some residentsfrom asubdivisioninthe
areabecameill, the County Commissioners declared the subdivision uninhabitable.
The plaintiff was arrested when he crossed the roadblock enforcing the quarantine
in an attempt to return home. The court upheld afinding that the evacuation order
was substantially related to the public health and safety, and found no evidence that
the quarantine action was taken in bad faith or maliciously.® The county needed to
act quickly because of the potential danger, so no liability was found.

Courts have recognized an individual’ sright to challenge his or her quarantine
or isolation by petitioning for a writ of habeas corpus.® Although the primary
function of awrit of habeas corpusisto test thelegality of the detention, petitioners
often seek a declaration that the statute under which they were quarantined is
unconstitutional or violative of dueprocess. Due processisaconcern, though courts
arereluctant tointerferewith astate’ sexercise of police powerswith regardto public
health matters“ except where the regulations adopted for the protection of the public

8186 U.S. at 384.

"1d. at 387. See also, Morgan’s Steamship Company v. Louisiana Board of Health, 118
U.S. 455 (1886).

8 Zemel v. Rusk, 381 U.S. 1, 15 (1965).

81945 F.2d 348 (10" cir. 1991).

8 1d.at 354.

8 Ex parte Hardcastle, 208 S.W. 531(Tex. Crim. App. 1919).

8 Habeas corpusis “the name given to avariety of writs, having for their object to bring a
party beforeacourt or judge. In common usage, and whenever these words are used alone,
they are usually understood to mean the habeas corpus ad subjiciendum.” Specifically,
habeas corpus ad subjiciendum is “a writ directed to the person detaining another, and
commanding him to produce the body of the prisoner, or person detained. Thisisthe most
common form of habeas corpus writ, the purpose of which is to test the legality of the
detention or imprisonment; not whether heisguilty or innocent.” Black’sLaw Dictionary,
6™ Edition, 1990.
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health are arbitrary, oppressive and unreasonable.”® The courts appear to defer to
the determinations of state boards of health and generally uphold such detentions as
nonviolative of due process and as valid exercises of a state’'s duty to preserve the
public health. Thus, the court in United States v. Shinnick® upheld the Public Health
Service's medical isolation of an arriving passenger because she had been in
Stockholm, Sweden, a city declared by the World Health Organization to be a
smallpox-infected area, and she could not show proof of vaccination.

In People ex rel. Barmore v. Robertson,®” the court refused to grant a habeas
corpus petition for awoman who ran aboarding house where a person infected with
typhoid fever had boarded. Thewoman was not herself infected with the disease, but
she was a carrier and had been quarantined in her home. She argued that her
guarantine was unwarranted because she was not “actually sick,” though the court
noted that “[i]t is not necessary that one be actualy sick, as that term is usually
applied, in order that the health authorities have the right to restrain hisliberties by
quarantine regulations.”® In justifying quarantine under these circumstances, the
court explained that because disease germs are carried by human beings, and asthe
purpose of an effective quarantineisto prevent the spread of the diseaseto thosewho
are not infected, anyone who carries the germs must be quarantined.*® The court
found that in the case of aperson infected with typhoid fever, anyone who had come
into contact with that person must be quarantined to prevent the spread of the
disease.®

However, some courts have refused to uphold the quarantine of an individual
in cases where the state is unable to meet its burden of proof concerning that
individual’ s potential danger to others, or if arestriction is viewed as unreasonable
or oppressive.”* In Wong Wai v. Williamson,* the San Francisco Board of Health
ordered al Chinese residentsto be inoculated against bubonic plague and restricted
their right to leave the city, citing nine deaths allegedly from plague. The
inocul ations were tainted, causing severe consequences. The court inferred that the
regulations were properly authorized, but nevertheless struck them down as “not
based on any established distinction in the conditions that are supposed to attend the

& People ex. rel. Barmore v. Robertson, 134 N.E. 815, 817 (citations omitted) (111.1922).
8 219 F. Supp. 789 (E.D.N.Y. 1963).

8 134 N.E. 815 (111.1922).

8 |d.at 819.

8 |d.at 819-820.

% |d.at 820.

% See State v. Show, 324 SW.2d 532 (Ark. 1959), where the court found insufficient
evidence to show a person who had tuberculosis was in an active and communicable stage
so that he could be involuntarily isolated. On the other hand, see City of New York v.
Antoinette, R.., 630N.Y.S.2d 1008 (N.Y . Sup. Ct. 1995), wherein the court upheld detaining
atuberculosis patient in ahospital setting until the patient compl eted an appropriate course
of medication.

%2 103 F. Rep. 10 (1900).
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plague, or the persons exposed to its contagions.”** Shortly after, in Jew Ho v.
Williamson, the same court held that the quarantine requirements applied only to
Chinese and questioned whether bubonic plague actually caused the reported deaths.
It invalidated the quarantine as “ unreasonable, unjust and oppressive.”*

Additional legal issuesmight beraised if quarantine, isolation, and other public
health measures were used to deal with awidespread public health emergency such
as a biological terror attack or an influenza pandemic. |f government agencies
requisition private facilities for quarantine purposes, such as in the case of
overburdened medical facilities, thelegal questionsregarding eminent domain power
may arise.® If a person with symptoms of a contagious disease is involuntarily
isolated in a hospital for a period of days or weeks, who pays for the person’s
hospital stay? What if medical personnel or hospital employees refuse to come to
work because of amedical emergency?® Discrimination issues may ariseif health
care providers refuse to treat infected patients or individual s who appear to be from
an area of the world where a disease outbreak originates, or if persons discriminate
against health care providerswho treat i ndividual swith infectious conditions.”” The
legality concerning mandatory vaccinations as ahealth measure may arise during an
infectious disease outbreak,”® and health authorities may face the related issue of
rationing limited supplies of available vaccines.®

%d. at 15.
% 1d. at 26.

% Compelled public use of private property in a public health emergency is not unheard of.
“In Paris, in August 2003, after 11,000 deaths were caused by a heat wave, the government
took over refrigerated warehouses and similar facilitiesto use them astemporary morgues.”
Rothstein, et al.,Quarantine and Isolation, supra, note 28 at 42. Compensation may be
appropriate in some circumstances, but following a volcanic eruption, the state of
Washington successfully argued that continued restricted accessto atown near the volcano
was a permissible exercise of police power and did not require compensation. Cougar
Business Owners Assn. v. State of Washington, 647 P.2d 481, 486 (Sup. Ct. Wash. 1982).
See David G. Tucker and Alfred O. Bragg, Ill, Florida's Law of Sorms. Emergency
Management, Local Government, and the Police Power, 30 STETSON L. Rev. 837 (2001).

% See Section 502(b) of the Model State Emergency Health Powers Act, discussed supra,
which provides that a health care facility could face loss of its license if it is not able to
provide services during a public health emergency.

% Rothstein, et al., Quarantine and Isolation, supra, note 28 at 118-119 (discussing
antidiscrimination legidation). For information on the possible applicability of the
Americans with Disabilities Act to persons with contagious diseases see CRS Report
RS22219, The Americans with Disabilities Act (ADA) Coverage of Contagious Diseases,
by Nancy Lee Jones.

% See CRS Report RS21414, Mandatory Vaccination: Precedent and Current Laws, by
Kathleen S. Swendiman.

% See CRS Report RL 32655, Influenza Vaccine Shortages and Implications, by Sarah A.
Lister and Erin D. Williams.
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The application of statutes such as the Emergency Medical Treatment and
Active Labor Act (EMTALA)*™ to apublic health emergency situation may need to
be assessed. EMTALA requires hospitals to evaluate al patients who come to an
emergency room and to stabilize patients needing emergency care prior to any
transfer. Compliance with EMTALA during a heath emergency may be
compromised if hospitals are overwhelmed by large numbers of persons seeking
treatment.’®* The Health Insurance Portability and Accountability Act (HIPAA),'*?
and itsimplementing regulationsat 45 C.F.R. Parts 160 and 164 (Privacy Rule), may
also need to be assessed. While HIPAA requirements do not include broad waivers
that would exempt hospitals from compliance during an emergency situation, there
are provisions in the Privacy Rule that may be relaxed under emergency
circumstances.

A new development in the law relating to quarantineisthe possible use of self-
imposed or home quarantines. States may need to consider whether their ability to
impose quarantine also includes the authorities necessary to support a population
asked to voluntarily stay at home for aperiod of time.’®® Such authority may include
the ability to offer legal immunity to businesses asked to provide facilities for
guarantine. Compliance with public health measures such as quarantine or isolation
may also be affected by employment-related issues, because individuals may fear
losing their jobs or benefits while staying at home for social distancing measures
such as “snow days’ or voluntary quarantines, or for caring for asick relative.**

100 42 U.S.C. §1395dd. Seealso SaraRosenbaum & Brian Kamoie, Finding a Way Through
the Hospital Door: The Role of EMTALA in Public Health Emergencies, 31 J.L. Med. &
Ethics 590-601 (2003).

101 After Hurricane Katrina, HHS Secretary Michael Leavitt waived sanctions under
EMTALA for the redirection of an individual to another location to receive a medical
screening pursuant to a state emergency preparedness plan. The Secretary also waived
sanctions for transfers of individuals who had not been stabilized if the transfer arose out
of hurricane-related emergency circumstances. HHS, “Waiver Under Section 1135 of the
Socia Security Act,” Sept. 4, 2005. See, generally, James G. Hodge, Jr., Legal Triage
during Public Health Emergencies and Disasters, 58 Admin. L. Rev. 627 (2006).

10242 U.S.C. 88 300gg et seq. See Rothstein, et al., Quarantine and Isolation, supra, note
28 at 8 (noting that misunderstanding HIPAA requirements can lead to a failure to report
infectious disease cases to public health officials).

103 Federal and state authorities generally provide for the care of persons mandatorily
quarantined (see 42 U.S.C. § 249, and Section 604 of the Model State Emergency Health
Powers Act, discussed infra), but voluntary home-quarantine situations may pose new
issues. See StevenD. Gravely, et al., Emergency Prepared nessand Response: Legal |ssues
in a Changing World, 17 THE HEALTH LAWYER 1 (June 2005).

104 See CRS Report RL 33609, Quarantine and I solation: Selected Legal |ssues Relating to
Employment, by Nancy Lee Jones and Jon O. Shimabukuro.
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Military Enforcement of Health Measures

Inlight of recent concernsthat astrain of avian influenza could mutate to cause
a pandemic, President Bush has suggested that Congress should authorize him to
employ military forcesto enforce any quarantine that might become necessary inthe
event of an outbreak in the United States.'® President Bush also suggested that the
National Guard might be employed under federal rather than state control to carry out
measures to contain such an outbreak.’® Critics of the proposal have expressed
concern that an additional exception to the Posse Comitatus Act,*®” which prohibits
activemilitary personnel from carrying out certain law enforcement activitieswithout
express statutory authority,'® would lead to aform of martial law, with the attendant
threats to civil liberties.!® The 109" Congress passed a measure that may enhance
the President’ s authority to use military forces to restore law and order in the event
of a“natural disaster, epidemic, or other serious public health emergency,” possibly
including the enforcement of health measures.™°

Posse Comitatus Act

The Posse Comitatus Act, 18 U.S.C. § 1385, punishes those who, “except in
cases and under circumstances expressly authorized by the Constitution or Act of
Congress, willfully use any part of the Army or the Air Force as a posse comitatus
or otherwise to execute the laws.”*** Some view the act as the embodiment of the
American tradition that abhors the use of soldiers to compel citizens to obey the
law."2 Yet the Constitution does not explicitly bar the use of military forces in

105 See David Brown, “Military’ sRolein aFlu Pandemic; Troops Might Be Used to ‘ Effect
a Quarantine,” Bush Says,” Washington Post, Oct. 5, 2005, p. A5 (noting that “the
[P]resident gave no details on the specific role troops might play or what sort of quarantine
might be invoked”).

106 Id
0718 U.S.C. § 1385.

108 See CRS Report RS22266, The Use of Federal Troops for Disaster Assistance: Legal
Issues, by Jennifer Elsea.

109 See John Reichard, Critics Argue Use of Military to Enforce Flu Quarantine Would
Undermine Compliance, Civil Liberties, CQ Healthbeat, Oct. 5, 2005, [ http://www.cq.com/
display.do?docid=1900272& prod=5& binderName=heal thbeat-20051005].

10 Defense Authorization bill for FY 2007, P.L. 109-364, § 1076.

111 See CRS Report 95-964, The Posse Comitatus Act and Related Matters: The Use of the
Military to Execute Civilian Law, by Charles Doyle.

112 See Gary Felicetti and John Luce, The Posse Comitatus Act: Setting the Record Straight
on 124 Years of Mischief and Misunderstanding Before Any More Damage |s Done, 175
MiL. L. Rev. 86, 91 (2003)(arguing that “courts analyzing the act [have written] about the
law asif it was the only law or principle that limited the use of the armed forcesin alaw
enforcement role. Some, therefore, have claimed to discern a broader policy or ‘ spirit’
behind the act that is not supported by the historical record or the statute’ stext. Whilethese
wider policiesare sound, they are embodied in federalism, thelaw concerning federal arrest

(continued...)
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civilian situations or in matters of law enforcement; in fact, it empowers Congress
to provide for calling forth the militiato execute federa law.'*

Courts have held that, absent a recognized exception, the Posse Comitatus Act
is violated when (1) civilian law enforcement officials make “direct active use” of
military investigators, (2) the use of the military “pervades the activities’ of the
civilian officias, or (3) the military is used to subject citizens to the exercise of
military power that is“regulatory, prescriptive, or compulsory in nature.”** Tothe
extent that quarantine enforcement measuresinvolve the compulsion of civiliansto
remain in or leave an area, for example, it appears that the Posse Comitatus Act
would beimplicated. Thus, unlessapandemicwereto leadto significant civil unrest
or call for other military activity al ready authorized pursuant to existing exceptions,*
Congress would have to enact a law to authorize military enforcement of health
measures.

The act does not prohibit activities conducted for a military purpose, which
could encompass restrictions implemented on bases or to control a communicable
disease affecting service members. The Posse Comitatus Act does not apply to the
National Guard unless it is employed in federal service as a reserve force of the
armed forces. If the National Guard is called up to enforce U.S. laws, however, itis
not subject to the Posse Comitatus Act.*®

Possible Military Enforcement Under Other Statutes

The President may be authorized by the Constitution or by statute to use the
military to enforceaquarantineor conduct other law enforcement activitiesasneeded
during an epidemic. Prior to the Civil War, Congress was generally reluctant to
involveitself with any type of disaster assistance,*’ and health measures, except in

12 (,..continued)

authority, election law, and especialy fiscal law. The ... Posse Comitatus Act ... doesn’'t
havetodo all thework, aview that eventheact’ soriginal proponents appeared to recognize.
Tryingtoforce-fit all theseother principlesinto the surviving part of theact hasonly created
a need to ‘discover’ a number of implied exceptions and has sowed a great dea of
confusion.”); Sean J. Kealy, Reexamining the Posse Comitatus Act: Toward a Right to Civil
Law Enforcement, 21 YALEL. & PoL’y Rev. 383 (2003).

113 Y.S. ConsT. art. | §8cl. 15.

14 See, e.g., United Satesv. Yunis, 924 F.2d 1086, 1094 (D.C.Cir. 1991); United Satesv.
McArthur, 419 F.Supp. 186 (D.N.D. 1975), aff d, 541 F.2d 1275 (8" Cir. 1976); United
Satesv. Bacon, 851 F.2d 1312, 1313-14 (11th Cir. 1988).

115 See, generaly, CRS Report RS20590, The Posse Comitatus Act and Related Matters:
A Sketch, by Jennifer K. Elsea; and CRS Report 95-964, The Posse Comitatus Act and
Related Matters: The Use of the Military to Execute Civilian Law, by Charles Doyle.

116 10 U.S.C. § 12406 (The President may call National Guard unitsor membersinto federal
serviceto repel aninvasion, suppressarebellion, or execute federal lawswhen heisunable
to execute them using the regular forces.)

117 See GAINES M. FOSTER, THE DEMANDS OF HUMANITY: ARMY MEDICAL DISASTER
(continued...)
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areasunder exclusivefederal jurisdiction, were generally left to the regulation of the
states. However, Congress has given the President, through the Secretary of HHS,
the authority to help states enforce quarantine laws with respect to any vessels
arriving in or bound to any of their ports or districts, including the use of the
military.™® This authority, which originated in a law passed in 1796, does not
extend to the control of movement of persons within the United States.

In 1866, when issues involving military government and states' rights figured
prominently in the nation’s political discourse, the Senate considered a bill that
would have given the Secretary of War the responsibility, “with the cooperation of
the Secretary of the Navy and the Secretary of the Treasury ... to cause a rigid
guarantine against the introduction into this country of the Asiatic cholera through
its ports of entry.”** Thebill would have further authorized the Secretary of War to
“usethemeansat [his] command” to enforce“ sanitary cordonsto prevent the spread
of said disease from infected districts adjacent to or within the limits of the United
States.” After the bill’s sponsor affirmed that the power could extend to the
declaration of martia law,'® the questioner responded, “I would rather have the
cholera than such a proposition as this.”*? Maost of the ensuing debate centered
around Congress's power to legislate, either under the Commerce Clause, the
Guarantee Clause, or the “war power” and on whether the legidation would
impermissibly intrude on the police powers of the states.® The power to regulate
foreign commerce appears to have attracted the most support; as finally passed, the
bill gave authority to the Secretary of the Treasury, until January of 1867, to make
and enforce quarantine regulations deemed necessary to help state and municipal
authorities guard against cholera.*®

Outside of the Coast Guard’s role in enforcing CDC health regulations with
respect to foreign passengers and cargo,'®® the armed forces have not historically
played amajor rolein enforcing quarantines during epidemics.**® The Army Medical

17(,...continued)
RELIEF 8-13 (1983) (describing the emergence of federal disaster assistance during the 19"
century).

1842 U.S.C. §97.
119 See notes 10-12, supra.

120 4 J.Res. 116, 39" Cong. (1866) as reported from the Senate Committee on Commerce,
CONG. GLOBE, 39" Cong., 1% sess. 2444 (1866).

121 CoNG. GLOBE, 39" Cong., 1% Sess. 2445 (1866)(Sen. Chandler responded, “they may use
any power requisite to stop the cholera’).

122 |d. (Sen. Anthony).

123 |d. pp. 2483-85, 2521-22, 2548-50, 2581-87.
124 14 Stat. § 357 (1866).

12542 U.S.C. §97.

126 Military governments established in the South during and after the Civil War may have
had occasion to order quarantines. According to one account, the Commanding General in
(continued...)
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Corpshasprovided medical assistanceto victimsof yellow fever and other epidemics
and contributed extensively to medical research,®” but it does not appear that an
outbreak of disease has ever overwhelmed state and local authorities to the point
wherefedera military intervention wasrequired. Itis, however, concelvablethat in
amajor epidemic, opposition to quarantine measures could lead to civil disorder and
significant numbersof stateandlocal |aw enforcement official scould themselvesfall
victim to the disease, in each case to such an extent that federal assistance or
intervention would be needed to ensure the execution of federal or state laws. In
such circumstances, the President could invoke the Insurrection Act, 10 U.S.C. 88
331-335, to employ the National Guard or regular armed forces to execute federal
law or state law (if requested by the state |legidature).

Section 331 of title 10, U.S. Code, authorizes the President to use the military
to suppress an insurrection at the request of a state government. This authorization
is meant to fulfill the federal government’s responsibility to protect states against
“domestic violence.” Section 332 delegates Congress's power under the
Constitution, art. I, 8 8, cl. 15, to the President, authorizing him to determine that
“unlawful obstructions, combinations, or assemblages, or rebellion against the
authority of the United States makeit impracticableto enforcethelaws of the United
States” and to use the armed forces as he considers necessary to enforce the law or
to suppress the rebellion. Section 333 permits the President to use the armed forces
to suppress any “insurrection, domestic violence, unlawful combination, or
conspiracy” if law enforcement is hindered within astate and local law enforcement
is unable to protect individuals' rights guaranteed by the Constitution, or if the
unlawful action “ obstructs the execution of the laws of the United States or impedes
the course of justice under those laws.” This section was enacted to implement the
Fourteenth Amendment and does not require the request or even the permission of
the governor of the affected state. The Insurrection Act has been used to send the
armed forcesto quell civil disturbances anumber of timesduring U.S. history, most
recently during the 1992 Los Angeles riots and during Hurricane Hugo in 1989.'%

The President could use the Insurrection Act, now titled “ Enforcement of the
Laws to Restore Public Order,” to enforce health measures in the event that civil

126 (..continued)

New Orleans established a quarantine to prevent ships from carrying yellow fever upriver
in 1862, although no cases of the disease had yet appeared, mainly becausetroopsoccupying
the city were thought to be more susceptible than the local “acclimated” population. See
Benjamin F. Butler, Some Experiences with Yellow Fever and its Prevention, 147 NORTH
AM. REv. 530 (1888).

127 See FOSTER, supra note 115, at 16 (noting that “[s]oldiers served primarily as
administrators; they estimated needs, purchased supplies, delivered them in bulk, and |eft
to local authorities the actual distribution to the needy”); MARY C. GILLETT, THE ARMY
MEDICAL DEPARTMENT 1865-1917, at 39-49 (1995).

128 President Bush reportedly considered invoking the Insurrection Act to take federal
control of Louisiana National Guard units during the aftermath of Hurricane Katrina, but
the Louisiana governor had resisted the proposal and no proclamation was issued. See
Manuel Roig-Franzia and Spencer Hsu, “White House Shifts Blame to State and Local
Officials,” Washington Post, Sept. 4, 2005, p. AOL.
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officials were overwhelmed during a pandemic and unable to enforce those laws.
The 109" Congressincludedin the Defense A uthorization bill for FY 2007 (P.L. 109-
364), a provision that amended 10 U.S.C. § 333 explicitly to cover instances of
“domestic violence” where public order is disrupted due to a “natural disaster,
epidemic, or other serious public health emergency, terrorist attack or incident, or
other condition.” (Section 1076). Section 333, asamended, authorizesthe President
to employ federal troopsto “restore public order and enforce the laws of the United
States,” without a request from the governor or legislature of the state involved, in
the event he determines that local authorities are unable to maintain public order,
where, as before, either the enjoyment of equal protection of the lawsisimpeded or
the execution of federal law and related judicial processis obstructed.

On exercising the authority, the President isrequired to notify Congress as soon
as practicable and every 14 days until ordinary law enforcement is restored. The
authority to employ military forcein section 333 remains unchanged, except that the
President’ s recourse to “any other means” is eliminated, and the relevant state isto
be deemed to have denied constitutional equal protection any time the authority is
exercised outside of the newly described disaster scenario, rather than when “ any part
or class of [the state’'s|] people is deprived of a right, privilege, immunity, or
protection named in the Constitution and secured by law,” although thisremainsone
of the alternative prerequisites for invoking the authority even under disaster
conditions. The amendment has been criticized as encouraging recourse to
federalization of National Guard troops and employment of other military troopsin
the event of a natural disaster, even if the governor of the affected state does not
believe the situation calls for federal troops.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TQO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 1. GENERAL PROVISIONS
N.J.A.C. 13:13-1.1 {2008)
§ 13:13-1.1, Purpose
Thisg chapter is designed to implement the Law Agalnst Discrimination,

N.J.S.A. 10:5-1 et seq. ("the act" or "the gtatute"), as it pertains specifi-
cally to discrimination on the basis of physical and mental disability.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 1. GENERAL PROVISIONS

N.J.A.C. 13:13-1.2 {2008)
§ 13:13-1.2 Construction

{(a}) Consistent with the public policy underlying the lLaw Against Discrimina-
tion and with firmly established principles for the interpretation of such reme-
dial legislation, the remedial provisions of the statute will be given a broad
construction and its exceptions construed narrowly.

(b} The provisions of these regulations are severable. If any provision or
the application of any provisionsg of these regulations to any person or circum-
stances is invalid, such invalidity shall not affect other provisions or appli-
cations which can be given effect without the invalid provision or application.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 1. GENERAL PROVISIONS

N.J.A.C. 13:13-1.3 (2008)

§ 13:13-1.3. Definitions

The following words and terms, as used in this chapter, shall have the fol-
lowing meanings, unless the context clearly indicates otherwise.

"Covered multifamily dwellings® means buildings covered by the provisions of
the Barrier-Free Subcode of the State Uniform Construction Code Act, N.J.S.A.
52:27D-119 et seq. and N.J.A.C. 5:23-7.

"Digability" asg used in this chapter will have the same meaning as the term
"digability" is given by N.J.S.A. 10:5-5{(g). "A person with a disability" also
means:

1. A person who ig perceived as or believed to be a person with a disability,
whether or not that individual is actually a person with a disability; and

2. A person who has been a person with a disability at any time.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.1 (2008)

§ 13:13-2.1. Job advertising and solicitation

{(a) It is unlawful to print or cause to be printed any advertisement which
has the effect of discouraging people with disabilities from applying for a job
for which they are qualified, despite a particular disability or which contains
the words "able-bodied persons wanted, " or their equivalent. An employer may in-
c¢lude a statement of the particular physical or mental abilities reasonably nec-
essary for the performance of the essential functions of the job.

(b} The publication by any communications medium of any notice of advertise-
ment relating to employment, or to membership in a labor organization, indicat-
ing any preference, limitation, specification, or discrimination basged on dis-
ability is unlawful unless such notice or advertisement falls within one of the
exceptiong enumerated by N.J.A.C. 13:13-2.8.

(¢) All emplovers, labor organizations and employment agencies should conduct
job vacancy, membership recruitment and employment referral programs in such a
manner as to assure that all persons, including people with disabilities, are
given fair and adequate notice of job vacancies, membership opportunities and
employment referral opportunities:

1. Employers and labor organizations are encouraged to place notices or ad-
vertisements relating to employment, or to membership in a labor organization,
in the newspaper having the largest circulation in the relevant labor market,
uniess the position sought to be filled requires specialized training, educa-
tion, experience or licensing of a type not commonly found among members of the
workforce in the relevant labor market.

2. Employers should encourage their referral sources to seek and refer quali-
fied individuals with disabilities.

3. Employers are encouraged to list all job openings and requests for refer-
rals with institutions, agencies, and organizations of or serving people with
disabilities including the Division of Vocatiocnal Rehabilitation Services in the
New Jersey Department of Labor.




NEW JERSEY ADMINISTRATIVE CODE
Copyright {(c) 2008 by the New Jersgey Office of Administrative Law

*** THIS FILE INCLUDES ALL REGULATIONS ADQPTED AND PUBLISHED THROUGH THE ***
*** NEW JERSEY REGISTER, VOL. 40, NO. 8, APRIL 21, 2008 ***

TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.2 {2008)
§ 13:13~2.2 Job referrals

{a) The knowing use by an employer of any employment agency or recruitment
source which does not refer people with digabilities or which discriminates
against people with disabilities is an unlawful act of discrimination.

{b}) The failure or refusal of any employment agency or labor organization to
refer for employment any individual because that individual is a person with a
disability is an unlawful employment practice. It is unlawful for an employment
agency or labor organization to comply with an emplover's request for referrals
if such a request indicates either directly or indirectly that the employer will
discriminate against people with disabilities.

(c) It is an unlawful employment practice for any employment agency or labor
organization to classify people with disabilities in any way which would deprive
or have the effect of depriving people with disabilities of employment opportu-
nities or otherwise affect emplovee status.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TQ DISCRIMINATION ON THE BASIS OQF DISARILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.3 (2008)

§ 13:13-2.3. Employment criteria

(a) It is an unlawful employment practice for any employer, employment agency
or labor organization to make use of any employment test or other selection cri-
terion that screens out or has the effect of screening out people with disabili-
ties unless:

1. That test score or other selection criterion is shown to be job related
for the position in question; and

2. Alternative job-related tests or criteria that do not screen out or have
the effect of screening out fewer people with digabilities are not available.

(b} an employer, employment agency or labor organization shall select and ad-
minister tests concerning employment which accurately reflect, with the benefit
of reasonable accommodation, the applicant's or employvee's job skills, aptitude
or competency, rather than reflecting the applicant's or employee's impaired
sensory, manual or speaking skillsg (except where those skills are the factors
that the test purports to measure, and are necessary to perform the essential
functions of the job in question).
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TC DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.4 (2008)

§ 13:13-2.4., Pre-employment inguiries

{(a) It shall be an unlawful practice for an employer, employment agency or
labor organization to elicit or attempt to elicit, either verbally or through
the use of an application form or request for documentation, any information
which would tend to divulge the existence of a disability or health condition,
unless reguired or necessitated by Federal law or regulation. An employer, em-—
ployment agency or labor organization may inguire whether an applicant is pre-
cluded from satisfactorily performing the essential functions of the job in
gquestion.

(b} It is not unlawful for an emplover to invite applicants for employment to
identify themselves as a person with a disability:

1. To satisfy the affirmative action requirements of Federal law;

2. To ilmplement a court ordered or other bona fide affirmative action plan to
promote the employment of people with disabilities; or

3. To implement a special program which is designed to benefit people with
disabilities when a condition for a person's participation in the program is
that he or she is a person with a disability.

{c) Employers who request such information must observe requirements under
Section 503 of the Americang with Digabilities Act, 42 U.S.C. § 12101 et seq.,
regarding the manner in which the information is requested and used, and the
procedure for maintaining such information as a separate, confidential record,
apart from regular personnel records.

{d) The act does not prohibit any officially recognized agency from keeping
necessary records in order to provide services to individuals requiring reha-
bilitation or employment asgistance.

(e} It is not unlawful for an employver to condition an offer of employment on
the results of a medical examination held subsequent to such offer and prior to
the employee's entrance on duty, provided that:

1. all entering employees are subjected to such examination; and

2. The results of such an examination are used in accordance with these regu-
lations and are not used to disqualify an applicant except to the extent that
any disability discovered would, even with reasonable accommodation, preclude
the safe or adequate performance of the essential functions of the job in ques-
tion, as defined in N.J.A.C. 13:13-2.8. An examination should consider the de-
gree tc which the person has compensated for his limitations and the rehabilita-
tion services he has received or is receiving.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.5 (2008}

§ 13:13-2.5. Reasonable accommodation

(a} All employers shall conduct their employment procedures in such a manner
as to assure that all people with digabilities are given equal consideration
with people who do not have disabilities for all aspects of employment includ-
ing, but not limited to, hiring, promotion, tenure, training, assignment, trans-
fers, and leaves on the basis of their qualifications and abilities. Each indi-
vidual's ability to perform a particular job must be assessed on an individual
basis.

(b) An employer must make a reasonable accommodation to the limitations of an
employee or applicant who is a person with a disability, uniess the employer can
demonstrate that the accommodation would impose an undue hardship con the opera-
tion of its business. The determination as to whether an employer has failed to
make reasonable accommodation will be made on a case-by-case basis.

1. Under circumstances where such accommodation will not impose an undue
hardship on the operation of an employer's business, examples of reasonable ac-
commodation may include:

i. Making facilities used by employees readily accessible and usable by peo-
ple with disabilities;

ii. Job restructuring, part-time or modified work schedules or leaves of ab-
sence;

iii. Acquisition or modification of equipment or devices; and

iv. Job reassignment and other similar actions.

2. An employer shall consider the possibility of reasonable accommodation be-
fore firing, demoting or refusing to hire or promote a person with a disability
on the grounds that his or her disability preciudes job performance.

3. In determining whether an accommodation would impose undue hardship on the
operationr of an employer's business, factors to be considered include:

1. The overall size of the employer's business with respect to the number of
employees, number and type of facilities, and size of budget;

ii. The type of the employer's operationsg, including the composition and
structure of the employer's workforce;

iii. The nature and cost of the accommodaticn needed; and

iv. The extent to which accommodation would involve waiver of an essential
requirement of a job as opposed to a tangential or non-business necessity re-
dquirement.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.6 (2008)
§ 13:13-2.6 Wages and fringe benefits

(a} An employer's wage scale must be unrelated to the disability of its em-
ployvees, except where permitted by State or Federal law.

(b} Occupational training and retraining programs, including, but not limited
to, guidance programg, apprentice training programs and executive training pro-
grams, shall not be conducted in such a manner as to discourage or otherwise
discriminate against people with disabilities.

(¢} It ig an unlawful practice for any employer to discriminate against peo-
ple with digabilities, with regard to fringe benefits provided either directly
by an employer or through contracts with insurance carriers. Fringe benefits as
used in thig section include, but are not limited to, medical, hospital, acci-
dent and life insurance, retirement benefits, profit sharing and bonus plans,
and leave. This subsection does not, for example, prohibit any employer from
providing medical insurance which does not cover the cost of any medical condi-
tion arising out of preexisting illnesses, which costs are incurred following an
emplovee's date of hire. Rather, whatever medical insurance is made available to
non-digabled employees must be equally available to employees with disabilities.

(d} Regulations promulgated pursuant to the Law Against Discrimination shall
supersede any inconsistent term of a collective bargaining agreement.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.7 (2008}

§ 13:13-2.7 Labor organizations

{a) It is unlawful for any labor organization tec exclude or expel any indi-
vidual from membership or from any apprenticeship program because that individ-
ual is a person with a disability.

(k) It is an unlawful employment practice for any labor organization to dis-
criminate on the bagis of disability with respect to hiring, tenure, promotion,
transfer, compensation, terms, conditions or privileges of employment, represen-
tation, grievanceg or any other matter directly or indirectly related tc member-
ship in or employment by such an organization.

(¢) It is unlawful for a labor organization to cause or to attempt to cause
an employer to discriminate against an individual because that individual is a
person with a disability.

{d) Tt is unlawful to engage in any activity proscribed by (a), (b), or {c)
above notwithstanding that activity is authorized or regquired by the constitu-
tion or bhy-laws of a labor organization or by a collective bargaining agreement
or other contract to which the labor organization is a party.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 2. EMPLOYMENT

N.J.A.C. 13:13-2.8 (2008)

§ 13:13-2.8. Exception

{a} It shall be lawful toc take any action otherwise prohibited under this
section where it can reasonably be determined that an applicant or employee, as
a result of the individual's disability, cannot perform the essential functions
of the job even with reasonable accommodation.

1. Refusal to refer, admit to membership, hire, or transfer a person with a
digability may be lawful where the nature or extent of the individual's disabil-
ity reasonably precludes the performance the essential functions of the particu-
lar employment. Such a decision, however, must be based upon an objective stan-
dard supported by factual evidence rather than on the basis of general assump-
tions that a particular disability would interfere with the individual's ability
to perform the essential functions of the job.

2. Refusal to select a person with a disability may be lawful where it can be
demonstrated that the employment of that individual in a particular position
would be hazardous to the gafety or health of such individual, other employees,
clients or customers. Such a decision must be based upon an objective standard
supperted by factual or gcientifically validated evidence, rather than on the
basis of general assumptionsg that a particular disability would create a hazard
to the safety or health of such individual, cother employees, c¢lients or custom-
ers. A "hazard" to the person with a disability is a materially enhanced risk of
serious harm.

3. The burder of proof is upon the employer, emplovment agency or labor or-
ganization to demonstrate in each case that the exception relied upon is based
upon an objective standard supported by factual evidence, but no exception shall
be based on:

i. A refusal to select a person with a disability because of the preferences
of co-workers, clients, customers or the employer.

ii. A refusal to select a person with a disability because of the increased
cost of insurance whether actual or anticipated, under a group or employee in-
surance plan provided in accordance with the law or as a fringe benefit.

iii. A refusal to select a person with a disability because of an assumption
not supported by factual documented proof that such individual will incur a high
rate of absenteeism in the future.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 3. REAL PROPERTY

N.J.A.C. 13:13-3.1 (2008)

§ 13:13-3.1. application

This subchapter on discrimination in real property applies to vendors and
lessors of property and their agents, real estate brokers, agents and salesper-
sons, lending institutions and other persons. For the purpose of this subchap-
ter, lending ingtitutions include banks, building and loan associations, insur-
ance companies and any other enterprise whose business consists in whole or in
part in the making or purchasing of any loan or extension of credit, for what-
ever purpose, whether secured by residential real estate or not, including, but
not limited to, financial assistance for the purchase, acquisition, construc-
tion, rehabilitation, repalr or maintenance of any real property or part or por-
tion thereof, or any agent or employee thereof.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 3. REAL PROPERTY

N.J.A.C. 13:13-3.2 (2008)

§ 13:13-3.2. Advertising and sclicitation

(2) This sgection applies to real property, public housing and the rental of:

1. A single apartment or flat in a two-family dwelling, the other occupancy
unit of which is occupied by the owner as a regsidence at the time of such
rental; and

2. A room or rooms to ancother person or persons by the owner or occupant of a
one-family dwelling occupied by the owner or occupant as a residence at the time
of such rental.

(b) It is unlawful for any person to make, print, circulate, issue, display,
post, utter, disseminate or publish or cause to be made, printed, circulated,
igsued, displayed, posted, uttered, disseminated or published any notice, list-
ing, statement, sign or advertisement with respect to the sale, rental, sub-
lease, assignment or lease of real property which expresses, overtly or subtly,
directly or indirectly, any preference, limitation, specification, or discrimi-
nation based upon disability.

(c} It is unlawful for any real estate broker, agent or salesperson to accept
for listing any housing accommodation when the seller or legsor or his or her
agent has expressed, directly or indirectly, an intention to discriminate
against people with disabilities.

(d) It is not unlawful for any person to make, print or publish or cause to
be made, printed or published any notice, listing, statement, or advertisement
which indicates that barrier free accommodations are available for sale, rent,
lease or occupancy.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 3. REAI, PROPERTY

N.J.A.C. 13:13-3.3 (2008)
§ 13:13-3.3 Inguiries

It is unlawful for any person to make or cause to be made any written or oral
ingquiry or record concerning the disability of any prospective purchaser, tenant
or prospective occupant of any real property, or the digability of any other
person assgsociated with a prospective purchaser, tenant or prospective occupant,
unless such information is required by an agency of local, State or Federal gov-
ernment and the person states clearly that the information requested is intended
for use solely by the government agency.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS QF DISABILITY
SUBCHAPTER 3. REAL PROPERTY

N.J.A.C, 13:13-3.4 (2008)
§ 13:13-3.4 Sale or rental

(a) It is unlawful for any person to discriminate on the basig of digability
in the actual showing, sale, rental or lease of available real property. For ex-
ample, a representation to any person, because that person is a person with a
disability, that real property is not available for inspection, sale or rental
when such real property is in fact so available is a violation of the act.

(b} It ie unlawful for any person to misrepresent the price of real property
listed for sale, rent or lease or to fail to communicate to the seller or lessor
any offer made by a prospective buyer or lessor because the applicant or pro-
gspective occupant is a person with a disability, or because of any other person
associated with the applicant or prospective occupant is a person with a dis-
ability.

{c) It is unlawful for any person to fail or refuse to show, rent or lease
any real property to a person because he or she is a person with a disability
who is accompanied by a guide or service dog or animal. Policies which restrict
the availability of housing accommodations to persons without pets shall be void
with respect to the above-mentioned segment of this protected class.

(d) It is unlawful for any person to fail or refuse to show, rent or lease
any real property because a person with a disability will be residing or intends
to reside in a dwelling or because of the disability of any person associated
with a buyer or renter.

{e) It is unlawful for any person to discriminate against any individual be-
cause of disability in the price, terms, conditions or privileges of the sale,
rental or lease of real property or in the provision of services for facilities
in connection therewith. People with disabilities shall not be required to pay
extra compensation or additional security deposits as a result of their maln-
taining or requiring special practices or accessories though such persons may be
liable for any specific damage which may be done to the premises by virtue of
their requirement.

1. This provision does not regquire a landliord to install or bear the expense
of any such special accessories or practices. Apart from requiring payment for
specific damage which may be done to the premises, however, a landlord may not
charge a persgson with a disability an extra fee, for example, for keeping a guide
or service dog or animal or maintaining special equipment such as a shower bar.

(f) Tt is unlawful for any person to:

1. Refuse to permit, at the expense of the person with a disability, reason-
able modifications of existing premises occupied or to be occupied by the person
with a disability, if the modifications may be necessary to afford the person
with a disability full enjoyment of the premises, except that, in the case of a
rental, the landlord may:

i. Where it is reasonable to do so, condition permission for a modification
on the renter's agreeing to restore the interior of the premises to the condi-
tion that existed before the modification, reasonable wear and tear excepted;




ii. Where it is necessary in order to ensure with reasonable certainty that
funds will be available to pay for the restorations at the end of the tenancy,
negotiate as part of such a restoration agreement a provision reguiring that the
tenant pay into an interest bearing escrow account, over a reasonable pericd, a
reasonable amount of money not to exceed the cost of the restorations and, the
interest in such account shall accrue to the benefit of the tenant; and

iii. Condition permission for a modification on the renter providing a rea-
sonable description of the proposed modifications as well as reasonable assur-
ances that the work will be done in a workmanlike manner and that any required
building permits will be obtained; and

2. Refuse to make reasonable accommodations in rules, policies, practices or
services, when such accommodations may be necessgary to afford a person with a
digability equal opportunity to use and enjoy a dwelling.

{g) It is unlawful for any person to fail or refuse to rent to, or to impose
different terms of tenancy upon, any person with a disability because that indi-
vidual is a recipient of Federal, State or local assistance, including medical
asgistance or housing subsidies.
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TITLE 13. LAW AND PURLIC SAFETY
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SUBCHAPTER 3. REAL PROPERTY
N.J.A.C. 13:13-3.5 (2008)
§ 13:13-3.5 Eviction
It is an unlawful act of discrimination for any person to evict a tenant be-

cause the tenant is a person with a disability, or because that perscon is asso-
ciated with another person who is a person with a disability.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 3. REAL PROPERTY

N.J.A.C. 13:13-3.6 (2008)
§ 13:13-3.6 Financing

It is unlawful for any lending institution or person to discriminate against
an individual seeking a loan or other form of financial assistance whether in
the initial extension of credit or in the terms and conditions of the obligation
because that individual or an intended occupant of real property ig a person
with a disability, or because that individual or intended occupant is associated
with another person who is a person with a disability. An application for loans
or other forms of financial assistance means and extends to the purchase of an
existing property, the construction of new buildings and the rehabilitation, re-
pair or maintenance of existing property.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TQ DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 3. REAL PROPERTY

N.J.A.C. 13:13-3.7 (2008}

§ 13:13-3.7 Covered multifamily dwellings

In ¢onnection with the design and construction of covered multifamily dwell-
ings for first occupancy after March 13, 1991, it shall be unlawful te fail to
design and construct dwellings which comply with the standards set forth in the
Barrier-Free subcode of the State Uniform Construction Code Act, N.J.S.A.

52:27D-119 et seq., and N.J.A.C. 5:23-7.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 4. ACCESS TO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.1 (2008)

§ 13:13-4.1 Purpose

The purpose of this subchapter is to implement the provisions of the New Jer-
sey Law Against Discrimination, N.J.S.2A. 10:5-1 to 49, as it pertains to unlaw-
ful discrimination against people with digabilities by the owners, lessees, pro-
prietors, managers, superintendents, agents or employees of any place of public
accommoedation.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 4. ACCESS TO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.2 (2008)
§ 13:13-4.2 Definitions

The following words and terms, as used in thig subchapter, shall have the
following meanings:

"LAD" means the New Jersey Law Against Discrimination, N.J.S.A. 10:5-1 to 49.

"Path of travel® means a continuous, unobstructed means of pedestrian passage
by which the facilities may be approached, entered, and exited, and which con-
nects the facility to an exterior approach (including sidewalks, streets, and
parking areas), an entrance to the facility, and to other parts of the facility,
and includes a continuous, unobstructed means of pedestrian passage to the areas
of the facility where goods or services are made available to the general pub-
lic¢, and to the restrooms, telephones, and drinking fountains.

"Pergson with a disability" and "people with disabilities" shall have the same
meaning as the term "handicapped® or "disabled" as defined in N.J.S.A. 10:5-
5{(q), and explained in N.J.S.A. 10:5-4.1, and shall include people who are per-
ceived as having a disability.

"Place of public accommeodation" shall include the places set forth in
N.J.S.A. 10:5-5(1}, and shall algo specifically include organizations that make
membership available to the general public and entities that offer examinations
or courses related to applications, licensing, certification or credentialing
for secondary or post-secondary education, professional, or trade purposes.

"Qualified interpreter" means an interpreter who is able to interpret effec-
tively, accurately and impartially both receptively and expressively, using any
necessary specialized vocabulary.

"Service animal" meansg any animal individually trained te do work or perform
tasks for the benefit of a person with a disability, including, but not limited
to, guiding people with impaired vision, alerting people with impaired hearing
to intruders or sounds, providing minimal protection or rescue work, pulling a
wheelchair, or retrieving dropped items.

"Service dog" means any guide dog, signal dog, or other dog individually
trained to do work or perform tasks for the benefit of a person with a disabil-
ity, including, but not limited teo, guiding people with impaired vision, alert-
ing people with impaired hearing to intruders or sounds, providing minimal pro-
tection or rescue work, pulling a wheelchair, or retrieving dropped items.

*Smoking" means the burning of a lighted cigar, cigarette, pipe, or any other
matter or substance which contains tobacco.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS QF DISARILITY
SUBCHAPTER 4. ACCESS TQO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.3 (2008)
§ 13:13-4.3 Unlawful practices

{(a) It shall be unlawful for an owner, lessee, proprietor, manager, superin-
tendent, agent or employee of any place of public accommodation to refuse, with-
hold from or deny an individual, either directly or indirectly, on account of
that person's disability or perceived disability, access to any of the accommo-
dations, advantages, facilities or privileges of a place of public accommoda-
tion. It shall alsc be unlawful for an owner, lessee, proprietor, manager, su-
perintendent, agent or emplovee of any place of public accommodation to dis-
criminate against a person with a disability in the price, eligibility criteria,
metheods of administration, standards, terms, or conditions upon which access to
such accommodations, advantages, facilities or privileges may depend.

{b} It shall be unlawful for an owner, lessee, proprietor, manager, superin-
tendent, agent or employee of any place of public accommodation, directly or in-
directly, such as through contractual, licensing, or other arrangements, to ac-
cord a person with a digability differential terms, conditions or privileges of
a place of public accommodation, or to accord a person with a disability differ-
ential opportunity to participate in or benefit from a good, service, facility,
privilege, advantage, or accommodation otherwise offered to the general public.

1. Separate goods, services, privileges, facilities, or terms and conditions
of enjoyment shall be deemed differential unless such action is necessary to
provide a person with a disability with a good, service, facility, privilege,
advantage, or accommodation, or other opportunity that is as effective as that
offered to the general public, and provided the separate accommodation comports
with the standards set forth in N.J.A.C. 13:13-4.4.

(¢) It shall be unlawful for an owner, lessee, proprietor, manager, superin-
tendent, agent or employee of any place of public accommodation to refuse, with-
hold, or deny, either directly or indirectly, the right of people with disabili-
ties to bhe accompanied in any place of public accommodation by guide or service
dogs, specialily trained by a service animal trainer as that term is defined in
the LAD. This subsection shall also apply to trainers of service or guide dogs
engaged in the actual training process and activities of such animalsg, and to
service animal trainers and people with disabilities accompanied by service ani-
mals other than dogs, provided the use of such other service animals in the
place of public accommodation is deemed to be a reasonable accommodation under
all of the circumstances. Service animal trainers or people with disabilities
accompanied by service or guide dogs or service or guide animals shall be liable
for any damage done to the premises or facilities by such dogs or animals.

(d} It shall be unlawful for an owner, legsee, proprietor, manager, superin-
tendent, agent or employee of any place of public accommodation to publish, cir-
culate, issue, display, post or mail or cause to be printed, circulated, issued,
displayed, posted or mailed any written, printed or broadcast notice indicating
directly or indirectly that the right of a person with a disability to have
equal access to a place of public accommodation will be denied or abridged.

{e) It shall be unlawful for any person to refuse to buy from, sell to, lease
from or to, license, contract with, or trade with, provide goods, services or
information to, or otherwise do business with any other persgon on the basis of




that person's disability or on the disability of such other person's spouse,
partners, members, stockholders, directors, officers, managers, superintendents,
agents, employees, business associates, suppliers, or customers, except as pro-
vided by N.J.S.A. 10:5-12(1) with respect to collective bargaining, labor dis-
putes, and actions to protest unlawful discrimination or unlawful employment

practices.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 4. ACCESS TO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.4 (2008}

§ 13:13-4.4 Integrated settings

(a) An owner, lessee, proprietor, manager, superintendent, agent or emplovee
of a place of public accommodation shall, to the extent reascnable, affoxrd
goods, services, facilities, privileges, advantages, and accommodations to a

person with a disability in the most integrated setting appropriate to the needs
of that person.

{b) Notwithstanding the existence of separate or different programs or ac-
tivities provided in accordance with this subchapter, an owner, lessee, proprie-
tor, manager, superintendent, agent or employee of a public accommodation shall
net deny a person with a disability the opportunity to participate in programs

or activities that are not separate or different, in accordance with N.J.A.C.
13:13-4.8.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 4. ACCESS TO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.5 (2008)

§ 13:13-4.5 Examinations

An owner, lessee, proprietor, manager, superintendent, agent or employee of a
place of public accommedation that offers examinations or courses related to ap-
plications, licensing, certification or credentialing for secondary or post-
secondary education, professional, or trade purposes shall assure that examina-
tiong are selected and administered to best ensure that when an examination is
administered to a person with a disability that impairs sensory, manual, or
speaking skills, the examination results accurately reflect the individual's ap-
titude or achievement level or whatever other factor the examination purports to
measure, rather than reflecting the individual's impaired sensory, manual, or
speaking skillsg, except where those skills are the factors that the examination
purports to measure.
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TITLE 13. LAW AND PUBLIC SAFETY
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N.J.A.C. 13:13-4.6 (2008}

§ 13:13-4.6 Prohibited charges

It shall be unlawful for an owner, lessee, proprietor, manager, superinten-
dent, agent or employee of any place of public accommodation to impose a sur-
charge on a particular person with a disability or any group of people with dis-
abilities to cover the costs of measures, such as the provision of auxiliary
aids, barrier removal, alternatives to barrier removal, and reasonable modifica-
tions in policies, practices, or procedures, that may be required by law.
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N.J.A.C. 13:13-4.7 (2008}

§ 13:13-4.7 Retaliation or coercion

(a) It shall be unlawful for any person to discriminate against any individ-
ual because that individual has opposed any act or practice prohibited by the
LAD or because that individual filed a complaint, testified, assisted, or par-
ticipated in any investigation or proceeding under the LAD.

(b) It shall be unlawful for any person to coerce, intimidate, threaten, or
interfere with any person in the exercise or enjoyment of, or on account of that
person having exercised or enjoyed, or on account of that person having aided or
encouraged any other person in the exercise or enjoyment of any right granted or
protected by the LAD.
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N.J.A.C. 13:13-4.8 (2008}
§ 13:13-4.8 Reasonable probability of seriocus harm

{(a} Nothing in this subchapter shall be consgstrued as requiring an owner, les-
see, proprietor, manager, superintendent, agent or employee of any place of pub-
lic accommodation to permit a person with a disability to participate in or
benefit from the goods, services, facilities, privileges, advantages and accom-
modations of that public accommodation 1f to do so creates a reasonable prob-
ability of sericus harm to the person with a disability, or to others, that can-
not be eliminated with reasonable accommodation.

(b} In determining whether providing a person with a disability with access
to a public accommedation poseg a reasonable probability of serious harm to that
individual, or to others, that cannot be eliminated with reasonable accommoda-
tion, an owner, lessee, proprietor, manager, superintendent, agent or employee
of any place of public accommodation must make an individualized assessment,
based on reasonable judgment that relies on current medical knowledge or on the
best available objective evidence, to ascertain the probability that the serious
harm will actually occur and whether reasonable modifications of policies, prac-
tices, or procedures will eliminate the probability of serious harm.

{c) An owner, lessee, proprietor, manager, superintendent, agent or employee
of any place of public accommodation may impose legitimate safety reguirements
that are necessary for the safe operation of the facility. Such safety regquire-
ments shall be based on actual risks and not on mere speculation, stereotypes,
or generalizations about people with disabilities.
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§ 13:13-4.9 Smoking

Nothing in this subchapter shall be construed as making it unlawful to pro-
hibit or impose restrictions on smoking in places of public accommodation.
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TITLE 13. LAW AND PUBLIC SAFETY
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N.J.A.C. 13:13-4.10 (2008)

§ 13:13-4.10 Insurance

(a) Nothing in the LAD or this subchapter shall be construed as interfering
with the operation of the terms or conditions and administration of any bona
fide insurance plan or program.

{b) Tt shall be unlawful for an owner, lessee, proprietor, manager, superin-
tendent, agent or employee of any place of public accommodation to refuse to
serve a person with a disablility because its insurance company conditions cover-
age or rates on the absence of people with disabilities.
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TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATIONS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISABILITY
SUBCHAPTER 4. ACCESS TO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.11 (2008)

§ 13:13-4.11. Reasonable accommodation

(a) An owner, lessee, proprietor, manager, superintendent, agent or emplovee
of any place of public accommodation shall make reasonable accommodations to the
limitationgs of a patron or prospective patron who is a person with a disability,
including making such reasonable modifications in policies, practices, or proce-
dures, as may be required to afford goods, servicesg, facilities, privileges, ad-
vantages, or accommodations to a person with a disability, unless the owner,
lessee, proprietecr, manager, superintendent, agent or employee of the place of
public accommedation demonstrates that making the accommodations would impose an
undue burden on its operation.

{b} In determining whether an accommodation is unreasonable because it will
impoge an undue burden on the operation of a place of public accommodation, fac-
tors to be considered include:

1. The overall size of the business which runs the place of public accommoda-
tion with respect to the number of employees, number and type of facilities, and
gize of budget;

2. The nature and cost of the accommodation sought;

3. Whether the accommodation sought will result in a fundamental alteration
to the goods, services, program or activity offered; and

4. Whether the accommodation sought involves an alteration that will threaten
or destroy the historic significance of a building or facility that is eligible
for listing in the National Register of Historic Places under the National His-
toric Preservation Act (16 U.S5.C. §§ 470 et sgeq.) or designated as historic un-
der State or local law.




NEW JERSEY ADMINISTRATIVE CODE
Copyright {c¢) 2008 by the New Jersey Office of Administrative Law

**% THIS FILE INCLUDES ALL REGULATIONS ADOPTED AND PUBLISHED THRQUGH THE ***
*** NEW JERSEY REGISTER, VOL. 40, NO. 8, APRIL 21, 2008 ***

TITLE 13. LAW AND PUBLIC SAFETY
CHAPTER 13. REGULATICNS PERTAINING TO DISCRIMINATION ON THE BASIS OF DISARILITY
SUBCHAPTER 4. ACCESS TO PUBLIC ACCOMMODATIONS

N.J.A.C. 13:13-4.12 (2008)
§ 13:13-4.12 Examples of reasonable accommodation

(a) Accommodations that may be reasonable in a particular situation include,
but are not limited to:

1. Permitting the use of service or guide animals, other than dogs, that are
individually trained to do work or perform tasks for the benefit of a person
with a disability;

2. Making reasconable structural alterations such as:

i. Repositioning shelves or telephones;

ii. Rearranging furniture and equipment;

iii. Installing accessible door hardware;

iv. Adding raised markings on elevator control buttons;

v. Ingtalling flashing alarm lights;

vi. Widening doors and installing offset hinges to widen doorways; and/or

vii. Installing an accessible paper cup dispenser at an existing inaccessible
water fountain;

3. Providing at least one accessible restroom for each sex or an accessible
single unisex restroom, and making alterations such as the following to ensure
accesgibility:

i. Installing grab bars in toilet stalls;

ii. Rearranging teoilet partitions to increase maneuvering space;
iil. Insulating lavatory pipes under sinks to prevent burns;

iv. Installing a raised toilet seat;

v. Installing a full-length bathroom mirror; and/or

vi. Repositioning the paper towel dispenser in a bathroom;

4. Creating designated accessible parking spaces;

5. Installing vehicle hand controls;

6. Providing an accessible check-out aisle or modifying policies and prac-
tices to ensure that an eguivalent level of convenient service is provided to a
person with a disability as is provided to others;

7. Providing auxiliary aids and services to ensure effective communication,
guch as:

i. Qualified, effective interpreters, notetakers, computer-aided transcrip-
tion services, written materials, accessible telephones, including telephone
handset amplifiers, assistive listening devices or systems, telephones compati-
ble with hearing aids, closed caption decoders, open and closed captioning,
"telecommunications devices for deaf persons" (TDD's), and videotext displays or




alternate effective means for decoding captions teo facilitate television use by
people with impaired hearing;

ii. Qualified readers, Brailled materials and versions of books, books and
materials on audio cassettes, and large print materials; and/or

iii. Other specialized egquipment or devices;

8. Providing wheelchalr seating spaces and seats with removable aisle-side
arm rests that permit people who use wheelchairg to sit with family members or
other companiocns and that are located so that the seats:

i. Are dispersed throughout the seating area;

ii. Provide lines of sight and choice of admission prices comparable to what
ig avallable to members of the general public; and

iii. Adjoin an accessible route that also serves as a means of egress in case
of emergency;

9. Offering examinations or courses in a place and manner accessible to peo-
ple with disabilities or offering alternate accessible arrangements; such accom-
modations shall include making reasonable modifications to the time permitted
for completion of an examination or course; and/or

10. To the extent reasonable, ensuring that the path of travel to the areas
of the facility where goods or services are made available to the general pub-
lic, and to the restrooms, telephones, and drinking fountains, are readily ac-
cessible to and useable by people with disabilities, including people who use
wheelchairs; this may include, but shall not be limited to:

i. Providing accessible entrances, walks and sidewalks, curb ramps and other
interior or exterior pedestrian ramps, clear floor paths through lobbies, corri-
dors, rooms, and other areas, parking access aisles, and accessible elevators
and lifts;

ii. Remodeling merchandise display areas in a department store;

iii. Replacing an inaccessible floor surface and/or removing high pile, low
density carpeting; and/or

iv. Eliminating a turnstile or providing an alternative accesgsible path.
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§ 13:13~-4.13 Referrals

An owner, lessee, proprietor, manager, superintendent, agent or employee of
any place of public accommodation may refer a person with a disability to an-
other place of public accommodation, if that person is seeking, or requires,
treatment or services outside of the referring entity's area of specialization,
and if, in the normal course of its operations, the referring entity would make
a similar referral for an individual who is not a person with a disability and
who seeks or requires the same treatment or services.
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Family and Medical Leave Act of 1993 (FMLA)
(29 USC 82601 et seq.; 29 CFER Part 825)

Who is Covered

The Family and Medical Leave Act (FMLA) provides a means for employees to balance their
work and family responsibilities by taking unpaid leave for certain reasons. The Act is intended
to promote the stability and economic security of families as well as the nation's interest in
preserving the integrity of families.

The FMLA applies to any employer in the private sector who engages in commerce, or in any
industry or activity affecting commerce, and who has 50 or more employees each working day
during at least 20 calendar weeks in the current or preceding calendar year.

The law covers all public agencies (state and local governments) and local education agencies
(schools, whether public or private). These employers do not need to meet the "50 employee"
test. Title Il of FMLA covers most federal employees, who are subject to regulations issued by
the Office of Personnel Management.

To be eligible for FMLA leave, an individual must (1) be employed by a covered employer and
work at a worksite within 75 miles of which that employer employs at least 50 people; (2)
have worked at least 12 months (which do not have to be consecutive) for the employer; and
(3) have worked at least 1,250 hours during the 12 months immediately before the date FMLA
leave begins.

Basic Provisions/Requirements



* The Family and Medical Leave Act was amended on January 28, 2008. Please visit
Wage and Hour's Web page for additional information.

The FMLA provides an entitlement of up to 12 weeks of job-protected, unpaid leave during any
12-month period for the following reasons:

= Birth and care of the employee's child, or placement for adoption or foster care of a child
with the employee;

= Care of an immediate family member (spouse, child, parent) who has a serious health
condition; or

= Care of the employee's own serious health condition.

If an employee was receiving group health benefits when leave began, an employer must
maintain them at the same level and in the same manner during periods of FMLA leave as if
the employee had continued to work. Usually, an employee may elect (or the employer may
require) the use of any accrued paid leave (vacation, sick, personal, etc.) for periods of unpaid
FMLA leave.

Employees may take FMLA leave in blocks of time less than the full 12 weeks on an
intermittent or reduced leave basis when medically necessary. Taking intermittent leave for
the placement, adoption, or foster care of a child is subject to the employer's approval.
Intermittent leave taken for the birth and care of a child is also subject to the employer's
approval except for pregnancy-related leave that would be leave for a serious health
condition.

When the need for leave is foreseeable, an employee must give the employer at least 30 days
notice, or as much notice as is practicable. When the leave is not foreseeable, the employee
must provide such notice as soon as possible.

An employer may require medical certification of a serious health condition from the
employee's health care provider. An employer may also require periodic reports during the
period of leave of the employee's status and intent to return to work, as well as
"fitness-for-duty" certification upon return to work in appropriate situations.

An employee who returns from FMLA leave is entitled to be restored to the same or an
equivalent job (defined as one with equivalent pay, benefits, responsibilities, etc.). The
employee is not entitled to accrue benefits during periods of unpaid FMLA leave, but the
employer must return him or her to employment with the same benefits at the same levels as
existed when leave began.

Employers are required to post a notice for employees outlining the basic provisions of FMLA
and are subject to a $100 civil money penalty per offense for willfully failing to post such
notice. Employers are prohibited from discriminating against or interfering with employees
who take FMLA leave.

Employee Rights

The FMLA provides that eligible employees of covered employers have a right to take up to 12
weeks of job-protected leave in any 12-month period for qualifying events without
interference or restraint from their employers. The FMLA also gives employees the right to file
a complaint with the Wage and Hour Division of the Department of Labor's Employment
Standards Administration, file a private lawsuit under the Act (or cause a complaint or lawsuit
to be filed), and testify or cooperate in other ways with an investigation or lawsuit without



being fired or discriminated against in any other manner.
Compliance Assistance Available

The Wage and Hour Division of the Employment Standards Administration administers FMLA.
More detailed information, including copies of explanatory brochures, may be obtained by
contacting your local Wage and Hour Division office. In addition, the Wage and Hour Division
has developed the elaws Family and Medical Leave Act Advisor, which is an online resource
that answers a variety of commonly asked questions about FMLA, including employee
eligibility, valid reasons for leave, notification responsibilities of employers and employees,
and rights and benefits of employees. Compliance assistance information is also available from
the Wage and Hour Division's Web site. For additional assistance, contact the Wage and Hour
Division at 1-866-4USWAGE.

Penalties/Sanctions

Employees and other persons may file complaints with the Employment Standards
Administration (usually through the nearest office of the Wage and Hour Division). The
Department of Labor may file suit to ensure compliance and recover damages if a complaint
cannot be resolved administratively. Employees also have private rights of action, without
involvement of the Department of Labor, to correct violations and recover damages through
the courts.

Relation to State, Local, and Other Federal Laws

A number of states have family leave statutes. Nothing in the FMLA supersedes a provision of
state law that is more beneficial to the employee, and employers must comply with the more
beneficial provision. Under some circumstances, an employee with a disability may have rights
under the Americans with Disabilities Act.

The Employment Law Guide is offered as a public resource. It does not create new legal
obligations and it is not a substitute for the U.S. Code, Federal Register, and Code of
Federal Regulations as the official sources of applicable law. Every effort has been made to
ensure that the information provided is complete and accurate as of the time of
publication, and this will continue. Later versions of this Guide will be offered at
www.dol.gov/compliance or by calling our Toll-Free Help Line at 1-866-4-USA-DOL (1-866-
487-2365).
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Federal vs. New Jersey Family and Medical Leave Laws
FEDERAL ELEMENTS STATE ELEMENTS
Employer Private Employers of 50 or more Employees | Public and private
Covered in at least 20 weeks of the current or Employers of 50 or more
preceding year Employees each working
day during each of 20 or
Public agencies, including state, local, and | more calendar
current or immediately
Local education agencies covered under prelczdlngtjhcalsetnotlar year;
special provisions includes the state, any
political subdivision
thereof, and all public
offices, agencies, boards
or bodies
No special provision for
education agencies
Employees Worked for Employer for at least 12 months | 12 months with an
Eligible - which need not be consecutive; worked at | Employer for not less

least 1,250 hours for Employer during 12
months preceding leave; and employed at
Employer worksite with 50 or more
Employees or within 75 miles of Employer
worksites with a total of 50 or more
Employees

than 1000 base hours
during the immediately
preceding 12 months

No worksite proviso

Leave Amount

Up to a total of 12 weeks during a 12-
month period; however, leave for birth,
adoption, foster care, or to care for a
parent with a serious health condition must
be shared by spouses working for same
Employer

12 weeks in any 24-
month period

No provision requiring
spouses to share leave

Type of Leave

Unpaid leave for birth, placement of child
for adoption or foster care, to provide care
for Employee's own parent (including
individuals who exercise parental
responsibility under state law), child, or
spouse with serious health condition, or
Employee's own serious health condition

Birth, adoption
placement, serious health
condition of child, parent,
parent-in-law, or spouse,
but not for an employee's
own health condition.

Serious Health
Condition

lliness, injury, impairment, or physical or
mental condition involving incapacity or
treatment connected with inpatient care in

Similar to Federal
provision




hospital, hospice, or residential medical-
care facility; or, continuing treatment by a
health care provider involving a period of
incapacity: (1) requiring absence of more
than 3 consecutive calendar days from
work, school, or other activities; (2) due to
a chronic or long-term condition for which
treatment may be ineffective; (3) absences
to receive multiple treatments (including
recovery periods) for a condition that if left
untreated likely would result in incapacity
of more than 3 days; or (4) due to any
incapacity related to pregnancy or for
prenatal care

Health Care
Provider

Doctors of medicine or osteopathy
authorized to practice medicine or surgery;
podiatrists, dentists, clinical psychologists,
clinical social workers, optometrists,
chiropractors (limited to manual
manipulation of spine to correct subluxation
shown to exist by x-ray), nurse
practitioners, and nurse-midwives, if
authorized to practice under State law and
consistent with the scope of their
authorization; Christian Science
practitioners listed with the First Church of
Christ, Scientist in Boston, MA; any
provider so recognized by the Employer or
its group health plan's benefits manager;
and any health provider listed above who
practices and is authorized to practice in a
country other than the United States

No specific provision

Intermittent
Leave

Permitted for serious health condition when
medically necessary. Not permitted for care
of newborn or new placement by adoption
or foster care unless Employer agrees

Similar to Federal
provision

Substitution of
Paid Leave

Employees may elect or Employers may
require accrued paid leave to be
substituted in some cases. No limits on
substituting paid vacation or personal
leave. An Employee may not substitute
paid sick, medical, of family leave for any
situation not covered by any Employers'
leave plan

Family leave required by
this Act may be paid,

unpaid, or a combination
of paid and unpaid leave.

If an employer provides
paid family leave for
fewer than 12 weeks, the
additional weeks of leave
added to attain the 12-
workweek total required
by this Act may be
unpaid.

Reinstatement
Rights

Must be restored to same position or one
equivalent to it in all benefits and other
terms and conditions of employment

Similar to Federal
provision

Key Employee

Limited exception for salaried Employees if

Similar to Federal




Exception

among highest paid 10%, within 75 miles
of worksites, restoration would lead to
grievous economic harm to Employer, and
other conditions met

provision, except limited
to Employees who are
among the highest paid
5% or the seven highest
paid Employees,
whichever is greater

Maintenance of
Health Benefits
During Leave

Health insurance must be continued under
same conditions as prior to leave

Similar to Federal
provision

Leave Requests

To be made by Employee at least 30 days
prior to date leave is to begin where need
is known in advance or, where not
foreseeable, as soon as practicable.

If due to a planned medical treatment or
for intermittent leave, the Employee,
subject to health care provider's approval,
shall make a reasonable effort to schedule
it in a way that does not unduly disrupt
Employer's operation

Employee shall provide
the employer notice of
the expected leave in a
manner which is
reasonable and
practicable

Medical
Certification May
Be Required by
Employer for:

Request for leave because of serious health
condition

To demonstrate Employee's fitness to
return to work from medical leave where
Employer has a uniformly applied practice
or policy to require such certification

Request may be made for
circumstances of birth,
adoption placement or
because of serious health
condition of family
member.

No provision relating to
certification of fitness to
return to work.

Executive,
Administrative,
and Professional
Employees

Such individuals are entitled to FMLA
benefits. However, their use of FMLA leave
does not change their status under the Fair
Labor Standards Act (FLSA), i.e., an
Employer, does not lose its exemption from
the FLSA's minimum wage and overtime
requirements.

No specific provision
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New Jersey Department of Labor &
Workforce Development

To be posted in a conspicuous place

New Jersey Mandatory Overtime Restrictions for Health Care Facilities
N.J.S.A. 34:11-56231, et seq.

Conditions

+ A health care facility shall not require an hourly employee who provides direct patient care to work in excess
of an agreed to, predetermined and regularly scheduled daily work shift, not to exceed 40 hours per week.

“Direct patient care activities” are activities in which an employee provides direct
services to patients in a clinical setting-including the emergency department, in-patient
bedside, operating room or other clinical specialty treatment areas.

»  Mandatory overtime cannot be used to compensate for “chronic short staffing.”
+  An hourly wage employee may agree to work overtime strictly on a voluntary basis or volunteer to be on call.

¢  An hourly wage employec’s refusal to accept overtime shall not be grounds for retaliatory action, workplace
discrimination, dismissal, discharge or any other penalty or adverse employment decision.

Exemptions

Overtime may be mandatead in the case of unforesecable, emergent circumstances only as a last resort and
where the employer has exhausted reasonable efforts to obtain staffing as follows:

*  Secks individuals to volunteer to work extra time from all available, qualified staff who are working at the
tinie of the unforeseeable, emergent circumstance;

¢ Contacts qualified employees who have made themselves available to work extra time;
+  Secks and makes use of per diem staff; and

¢ Secks personnel from a contracted temporary agency when such staffing is permitted by law, regulation, or
an applicable coliective bargaining agreement.

Exhaustion of reasonable efforts is not required as follows:

¢ [n the event of any declared, national, state or municipal emergency including, but not limited to, an act of
terrorism, a disease outbreak, adverse weather conditions or natural disaster;

»  When a health care facility disaster plan is activated,; or

* In the event of any unforeseen disaster, natural or man-made, or other catastrophic event which
substantially affects or increases the need for health care services.

The prohibition against mandatory overtime does not apply when an employee is participating in a procedure
in progress and it would be detrimental to the patient’s health if the employee was not in attendance. However,
this exemption does not apply for elective procedures scheduled such that the length of time ordinarily required to
complete the procedure would exceed the employee’s scheduled end of shift.

Penalties

¢ Any employer who violates any provisions of this Act shall be guilty of a disorderly persons offense and,
upon cenviction, shall be punished by a fine of not less than $100 nor rore than $1,000,

e As an alternative to, or in addition to, any other sanctions provided by law for violations, the Commissioner
of Labor and Workforce Development is authorized to assess and collect administrative penalties, up to a
maximum of $250 for a first violation and up to a maximum of $500 for each subsequent violation.

s Each incident during which any violation of this provision occurs shall constitute a separate and distinct
offense.

Enforced by: Additional copies of this poster or any other required posters may be

NI Department of Labor & Workf Devel t obtained by contacting the New Jersey Department. of Labor &
epartment o or orkioree Ugvelopmen Workforce Development, Office of Constituent Relations, PO Box

Divisi f W d H i
PO Box3ge oo Compliance 110, Trenton, New Jersey 08625-0110, (609) 777-3200.
Trenton, New Jersey 08625-0389 New Jersey Department of Labor and Workforce Development is an
O TTT TR o equal opportunity employer with equal opportmity programs,
Auxiliary aids and services are available upon request to individuals
with disabilities.
R i If you need this document in Braille or large print, call (609) 292-
Working Togetker to Keep New Jersey Working 2305, TTY users can contact this department through New Jersey

Relay: 7-i-1.
MW-377 (2-04)
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Copyright 2007. All Rights Reserved. Reprinted with permission.
The Emplover Advigors Network, Inc.

Employment Law Advisory
Network

Telecommuting Policy

Important disclaimer: The policy available on this page is only an example and is furnished
merely as an illustration of its category. It is not meant to be taken and used without
consultation with a licensed employment law attorney. If you are in need of a policy for a
particular situation, you should keep in mind that any sample policy such as the one
available below would need to be reviewed, and possibly modified, by an employment law
attorney in order to fit your situation and to comply with the laws of your state. Downloading,
printing, or reproducing any of these policies in any manner constitutes your agreement that
you understand this disclaimer and that you will not use the policy for your company or
individual situation without first having it approved and, if necessary, modified by an
employment law attorney of your choice.

TELECOMMUTING

For some positions within our organization, working away from the office, or telecommuting,
may be possible. Telecommuting can be a privilege, or a necessity, or a combination of both,
depending upon the circumstances. No particular positions have been designated as
"telecommuting positions"; rather, certain positions may from time to time be suitable for
performance outside the workplace, and in such a case, a supervisor may allow all or part of
the duties of the position to be performed away from the office on a temporary or ongoing
basis. However, no such arrangement is promised or guaranteed, and no particular duration
of telecommuting is guaranteed. if telecommuting is allowed for a position, it will last as long
as it is appropriate for both the employee and the organization.

Employees wishing to be considered for working by telecommuting must apply for such
consideration. The request may be granted or denied. If granted, the supervisor and the
employee will work out the arrangement. Such arrangement must be set forth in writing and
signed by both the employee and the supervisor. The arrangement must at a minimum cover
the following:

the duties that will be performed away from the office;

how deadlines will be handled;

hours to be worked;

how hours worked will be recorded,;

if overtime is to be handled any differently than in the office, how it will be handled:
the amount of notice to be given of any change in the arrangement;

how much time the employee should spend in the office and when the employee
should report back to the office;

how the employee and the organization will be able to contact each other during the
workday;

any changes in workplace policies that may be necessary due to the telecommuting
arrangement; and

the employee's understanding and agreement that the telecommuting arrangement is
at the will of the organization and may be altered or terminated at any time.

Nookwihn=
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&% Again, It is not recommended to simply adopt this sample policy for your situation without
first seeking the advice of an employment law attorney. There is almost an infinite variety
of policies for various kinds of workplaces and different kinds of situations. Moreover, the
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Sample Telecommuting Policy Page 2 of 2

laws vary widely from state to state in some areas of employee relations. Thus, it is very
important to make sure that what you have in your policy handbook not only truly meets
your needs, but also complies with your state's iaw.

Don't know an attorney? Contact ELANet for information on how to find an attorney
concemning the design or review of employment policies for your situation:
elaninc @ employmentlawadvisors.com

© 2000
Employment Law Advisory Network, ine.

© Copyright 2000 Employment Law Advisory Network, Inc. All rights reserved.

http://www.employmentlawadvisors.com/resources/policies/telecommutingpolicy.html 10/9/2007
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U.S. General Services Administration (GSA)

APPENDIX A: SAMPLE TELECOMMUTING AGREEMENTS

This section currently contains three examples of Telecommuting Agreements and
other materials used by the GSA and other agencies to involve employees in the

telecommuting pilot project. Other examples and materials will be added as they
become available,

EXAMPLE 1: Sample Agreement Between Agency and Employee Approved for
Telecommuting on a Continuing Basis

The supervisor and the employee should each keep a copy of this agreement for
reference.

[Agency) [Employee)

Voluntary Participation =

Employee voluntarily agrees to Work at the agency-approved alternative workplace
indicated below and to follow all applicable policies and procedures. Employee
recognizes that the flexiplace arrangement is not an employee benefit but an
additional method the agency may approve to accomplish work.

Trial Period
Employee and agency agree to try out the arrangement for at least [specify number]
months unless unforeseeable difficuities require earlier cancellation.

Salary and Benefits
Agency agrees that a telecommuting arrangement is not a pasis for changing the
employee’s salary or benefits.

Duty Station and Alternative Workpiace

Agency and employee agree that the employee’s official duty station is: [indicate duty
station for main office] and that the employee’'s approved alternative workplace:
[specify street and number, city, and State]

Note: All pay, leave and travel entitlements are based on the official duty station.

Official Duties

Unless otherwise instructed, employee agrees to perform official duties only at the
main office or agency-approved alternative workplace. Employee agrees not to
conduct personal business while in official duty status at the alternative workplace,
for example, caring for dependents or making home repairs,

Work Schedule and Tour of Duty
Agency and employee agree the employee’s official tour of duty will be: [specify days,
hours, and locaticon, i.e, the main office or the alternative workplace].

Time and Attendance
Agency agrees rc make sure the telecommuting employee’s timekeeper has a copy

netp.//www.gsa.gov/graphics/ogp/implementation_manual_appendixa.htm
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of the employee’s work schedule. The supervisor agrees to certify biweekly the time
and attendance for hours worked at the main office and the alternative workplace.
(Note: agency may require employee to complete self certification form.)

Leave
Ermployee agrees to follow established office procedures for requesting and
obtaining approval of leave.

Overtime

Employee agrees to work overtime only when ordered and approved by the
supervisor in advance and understands that working overtime without such
approval may result in termination of the flexiplace privilege and/or other appropriate
action.

Equipment\Supplies

Employee agrees to protect any Government-owned equipment and to use the

equipment only for official purposes. The agency agrees to install, service and

maintain any Government-owned equipment issued to the telecommuting

employee. The employee agrees.to install, service, and maintain any personal T
equipment used. The agency agrees to provide the employee with all necessary

office supplies and also reimburse the employee for businessrelated long distance

telephone cails.

Security

If the Government provides computer equipment for the alternative workplace,
employee agrees to the following security provisions: [insert agency-specific
language]

worksite.

Cancellation

Agency agrees to let the employee resume his or her regular schedule at the main
office after notice to the supervisor. Empioyee understands that the agency may
cancel the telecommuting arrangement and instruct the employee to resume
working at the main office. The agency agrees to follow any applicable administrative
or negotiated procedures.

Other Action

Nothing in this agreement precludes the agency from taking any appropriate
disciplinary or adverse action against an employee who fails to comply with the
provisions of this agreement.

{Employee’s Signature and Date)

{Supervisor's Signature and Date)

EXAMPLE 2: Telecomuting {Flexiplace} Pilot Program Work Agreement

http;//www.gsa.gov/graphics/ogp/Implementation_manual_appendixa.htm 11/1/2007
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Type of Telecommuting {Flexiplace) Request: Medical ___ Non-Medical ___
The following constitutes an agreement between:

Name of Organization
and

Employee’'s Name (print}

Terms and conditions of the Telecommuting (Flexiplace) program.

1. Employee agrees to participate in this program on a voluntary basis and to adhere
to the applicable guidelines and policies.

2. The agreement is made for a specified period of time not to exceed 6 months. The
employee may work at the alternate duty station @ maximum of 1 day per week v o
during the agreement period. Employee agrees to participate in this program for the

period of time;

beginning: [month/day/year)

and ending: (month/day/year)

3. Employee’s official duty station is:

Complete Address

4. Employee is allowed to participate in any type of work schedule authorized for use
by his/her immediate organization. Normal rules and procedures apply for
authorizing, approving, earning, and using of leave, overtime, credit hours,
compensatory time, etc. Failure to obtain prior approval for overtime work or earning
of credit hours may result in the emptoyee’s removal from the flexiplace program or
other appropriate action.

Management reserves the right to alter the employee's established work scheduie to
accommodate work demands or for any other official purpose.

5. Employee’s time and attendance will be recorded as performing official duties at
the official duty station. The normal duty day must be accounted for by hours
waorked, some form of authorized leave, or any combination thereof. All teave and
travel entittement will be based on the employee’s official duty station.

6. Employee will meet the supervisor or others as necessary, appropriate, or
requested in order to perform assigned duties or to fulfill organizational requirements.
This includes such activities as attending required training prograims, receiving
assignments, reviewing completed work, attending meetings, providing progress

http://www.gsa.gov/graphics/ogp/Implementation_rmanual_appendixa.htm 11/1/2007
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reports etc.

7. If the employee requires Government property at the alternate duty station, the
employee may request a loan of such items. The loan, use, security, and protection of
Government property must be in accordance with established policies and
procedures. The employee is responsible for immediately notifying his/her supervisor
if Government-cwned property fails to operate properly or is damaged. Employee-
owned property, computer equipment, software, etc. is the sole responsibility of the
employee.

Government-owned computer equipment and software will be serviced and
maintained by the Government at a location of its choosing. The employee agrees to
follow the terms of computer software license and copyright agreements, as well as
computer virus and protecti The agreement may be renewed or extended at the end
of the originally agreed upon period.

Supevisor's Signature: Date:
Employee’s Signature; Date;
Approving Official’s Signature: Date:

EXAMPLE 3. FLEXIPLACE TEST: APPLICATION FORM

Bargaining Unit
Non-Bargaining Unit
Please complete, sign, and return this form to your supervisor by
If you fail to return this form by the requested date, we will assume that you do not
wish o participate in the Telecommuting Program. If you choose not to participate in
this program, you will continue to work at your official workstation.
I. Mark your choice:

| wish to work at home.

I wish to work at a satellite facility {Telecommuting Center).
2. Place the number "1" next to the day you would most like to work at home as your
first choice. Next, place the number "2° next to the day you would like to work at

home as your second choice.

HOME: Monday ____ Tuesday ___ Wednesday ____Thursday ____ Friday ___

htte.//www.gsa.gov/graphics/ogp/implementation_manual_appendixa.htm 11/1/2007
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3. Place the number "1" next to the day you would most like to work at the satellite
facility or telecommuting center as your first choice. Next, place the number "2" next
to the day you would like to work at the satellite facility or telecommuting center as
your second choice.

CENTER Monday ___Tuesday __ Wednesday ___ Thursday____ Friday ___
4. For your information only, attached is a list of available satellite facilities or
telecommuting centers. Select the one that you are most interested in and list it here.

DO NOT contact the center yoursef.

| am interested in working at the facility.

EMPLOYEE'S NAME/DATE

ORGANIZATION

INFORMATION

For more information contact Dr. Wendell Joice on {202) 2734664 or email at
wendell.joice@gsa.gov

nttp://www.gsa.gov/graphics/ogp/implementation_rmanual_appendixa.htm 11/1/72007
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DEPARTMENT DIRECTOR’S CHECKLIST

Name:

Department:

Facility:

PREPARATIONS

DATE COMPLETED

Review and revise individual department staffing
plan. Submit copy to:

Update phone roster.

Complete, if applicable, Department VVolunteer List.
Submit to:

Identify and document, if applicable, any special
needs for equipment or supplies, i.e., computer

resources for remote employees.

Review facility and department pandemic plans with
department employees.

Review Employee Staffing Worksheet with
department employees.
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Advisoty Committee recommendations are presented in this report to provide guidance for planning
purposes and to form the basis for further discussion of how to equitably allocate medical
countermeasures that will be in short supply early in an influenza pandemic.

Visit Eaﬂ_demlcFlugov for one-stop access to U.S. Government avian and L
pandemic flu Information. HHS is responsible for Pandemic Influenza gop
Planning, outlined below.

Two federal advisory committees, the Advisory Committee on Immunization Practices (ACIP) and the
National Vaccine Advisory Committee (NVAC), provided recommendations to the Department of Health
and Human Services on the use of vaccines and antiviral drugs in an influenza pandemic.

Although the advisory committees considered potential priority groups broadly, the main expertise of
the members was in health and public health. The primary goal of a pandemic response considered was
to decrease health impacts including severe morbidity and death; secondary pandemic response goals
included minimizing societal and economic impacts. However, as other sectors are increasingly engaged
in pandemic planning, additional considerations may arise. The advisory committee reports explicitly
acknowledge the importance of this, for example highlighting the priority for protecting critical
components of the military. Finally, HHS has recently initiated outreach to engage the public and obtain
a broader perspective into decisions on priority groups for pandemic vaccine and antiviral drugs.
Though findings of the outreach are preliminary, a theme that has emerged is the importance of limiting
the effects of a pandemic on society by preserving essential societal functions.

Based on this guidance, state, local, and tribal impiementation pians should be developed to 1) include
more specific definitions of the priority groups (e.g., which functions are indeed critical to maintaining
continuity} and their size; 2) define how persons in these groups will be identified; and 3) establish
strategies for effectively and equitably delivering vaccines and antiviral drugs to these populations. The
committees acknowledged that further work is needed, in particular, to identify the functions that must
be preserved to maintain effective services and critical infrastructures and to identify the groups that
should be protected to achieve this goal. The committees also acknowledge that the specific
composition of some priority groups may differ between states or localities based on their needs and

that priority groups should be reconsidered when a pandemic occurs and information is obtained on its
epidemiology and impacts.

On July 19, 2005, ACIP and NVAC voted unanimously in favor of the vaccine priority recommendations
summarized in Table D-1. These votes followed deliberations of a joint Working Group of the two
committees, which included as consultants representatives of public and private sector stakeholder
organizations and academic experts. There was limited staff javel participation from DoD, DHS, and VA.
Several ethicists also served as consultants to the Working Group.

A. Critical assumptions

http:/fwww hhs.gov/pandemicflu/plan/appendixd.html 771072007
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The recommendations summarized in Table D~1 were based on the following critical assumptions:

Morbidity and mortality. The greatest risk of hospitalization and death—as during the 1957 and
1968 pandemics and annual influenza—wili be in infants, the elderly, and those with underlying
health conditions. In the 1918 pandemic, most deaths occurred in young adults, highlighting the
need to reconsider the recommendations at the time of the pandemic based on the epidemiology of
disease.

Healthcare system. The healthcare system will be severely taxed if not overwhelmed due to the
large number of illnesses and complications from influenza requiring hospitalization and critical care.
CDC models estimate increases in hospitalization and intensive care unit demand of more than 25%
even in a moderate pandemic.

Workforce. During a pandemic wave in a community, between 25% and 30% of persons will
become ill during a 6 to 8 week outbreak. Among working-aged adults, illness attack rates will be
lower than in the community as a whole. A CDC model suggests that at the peak of pandemic
disease, about 10% of the workforce will be absent due to illness or caring for an ill family member.
Impacts will likely vary between communities and work sites and may be greater if significant -
absenteeism occurs because persons stay home due to fear of becoming infected.

Critical infrastructure. Only limited information was available from which to assess potential impacts
on critical infrastructure sectors such as transportation and utility services. Because of changes in
business practices and the complexity of networks, information from prior pandemics was not
considered applicable.

Vaccine production capacity. The U.S.-based vaccine production capacity was assumed at 3to 5
milfion 15 ug doses per week with 3 to 6 months needed before the first doses are produced. Two
doses per person were assumed to be required for protection. Subsequent results of an NIH clinical
trial of influenza A (H5N1) vaccine suggest that higher doses of antigen will be needed to elicit a
good immune response; thus, the assumptions made by the committee couid potentiaily
substantially exceed the amount of vaccine that would be produced,

Table D-1: Vaccine Priority Group Recommendations*

Tier Subtier Population Rationale

1 A ¢ Vaccine and antiviral manufacturers and ¢ Need to assure maximum production of
others essential to manufacturing and vaccine and antiviral drugs
critical support (~40,000) ¢ Healthcare workers are required for

» Medical workers and public health workers quality medical care (studies show
who are involved in direct patient contact, outcome is associated with staff-to-
other support services essential for direct patient ratios). There is little surge
patient care, and vaccinators (8-9 million) capacity among healthcare sector
personnel to meet increased demand
B ¢ Persons > 65 years with 1 or more e These groups are at high risk of

influenza high-risk conditions, not including hospitalization and death. Excludes
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essential hypertension (approximately 18.2
million) '

o Persons 6 months to 64 years with 2 or
more influenza high-risk conditions, not
including essential hypertension
(approximately 6.9 million)

e Persons 6 months or older with history of
hospitalization for pneumonia or influenza
or other influenza high-risk condition in the
past year (740,000)

C » Pregnant women (approximately 3.0
million)

+ Household contacts of severely
immunocompromised persons who would
not be vaccinated due to likely poor
response to vaccine (1.95 million with
transplants, AIDS, and incident cancer x
1.4 household contacts per person = 2.7
million persons)

o Household contacts of children <6 month
6lds (5.0 million)

D s Public health emergency response workers
critical to pandemic response (assumed
one-third of estimated public heaith
workforce=150,000)

* Key government leaders

2 A » Healthy 65 years and older (17.7 million)
* 6 months to 64 years with 1 high-risk
condition (35.8 million)
e 6-23 months old, healthy (5.6 million)

B o Other public health emergency responders
(300,000 = remaining two-thirds of public
health work force)

o Public safety workers including police, fire,
911 dispatchers, and correctional facility
staff (2.99 million)

¢ Utility workers essential for maintenance of
power, water, and sewage system
functioning (364,000)

« Transportation workers transporting fuel,
water, food, and medical supplies as well
as public ground public transportation (3.8
million)

¢ Telecommunications/IT for essential
network operations and maintenance (1.08
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elderly in nursing homes and those
who are immunocompromised and
would not likely be protected by
vaccination

In past pandemics and for annual
influenza, pregnant women have been
at high risk; vaccination will also
protect the infant who cannot receive
vaccine,

Vaccination of household contacts of
immunocompromised and young
infants will decrease risk of exposure
and infection among those who cannot
be directly protected by vaccination

Critical to implement pandemic
response such as providing
vaccinations and managing/monitoring
response activities

Preserving decision-making capacity
also critical for managing and
implementing a response

Groups that are also at increased risk
but not as high risk as population in
Tier 1B

Includes critical infrastructure groups
that have impact on maintaining health
(e.g., public safety or transportation of
medical supplies and food);
implementing a pandemic response;
and on maintaining societal functions
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million)

3 ¢ Other key government health decision- » Other important societal groups for a
makers (estimated number not yet pandemic response but of lower
determined) priority

¢ Funeral directors/embalmers (62,000)

4 » Healthy persons 2-64 years not included in « All persons not included in other

above categories (179.3 million) groups based on objective to vaccinate

all those who want protection

*The committee focused its deliberations on the U.S. civilian population. ACIP and NVAC recognize that
Department of Defense needs should be highly prioritized, DoD Health Affairs indicates that 1.5 milion
service members would require immunization to continue current combat operations and preserve
critical components of the military medical system. Should the military be called upon to support civil
authorities domestically, immunization of a greater proportion of the total force will become necessaty,
These factors should be considered in the designation of a proportion of the initial vaccine supply for the
military.

Other groups also were not explicitly considered in these deliberations on prioritization. These include
American citizens living overseas, non-citizens in the U.S., and other groups providing nationai security
services such as the border patrol and customs service.

B. Definitions and rationales for priority groups

1. Healthcare workers and essential healthcare support staff

a) Definition

Healthcare workers (HCW) with direct patient contact (including acute-care hospitals, nursing
homes, skilled nursing facilities, urgent care centers, physician’s offices, clinics, home care, blood
collection centers, and EMS) and a proportion of persons working in essential healthcare support
services needed to maintain healthcare services (e.qg. dietary, housekeeping, admissions, blood
collection center staff, etc.). Also included are healthcare workers in public health with direct
patient contact, including those who may administer vaccine or distribute influenza antiviral
medications, and essential public health support staff for these workers.

b) Rationale

The pandemic is expected to have substantial impact on the heaithcare system with large
increases in demand for healthcare services placed on top of existing demand. HCW will be
treating influenza-infected patients and will be at risk of repeated exposures. Further, surge
capacity In this sector is low. To encourage continued work in a high-exposure setting and to help
lessen the risk of healthcare workers transmitting influenza to other patients and HCW family
members, this group was highly prioritized. In addition, increases in bed/nurse ratios have been
associated with increases in overall patient mortality. Thus, substantial absenteeism may affect
overall patient care and outcomes.

2. Groups at high risk of influenza complications
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3.

a) Definition

Persons 2-64 years with a medical condition for which influenza vaccine is recommended and all
persons 6-23 months and 65 years and older. Excludes nhursing home residents and severely
immunocompromised persons who would not be expected to respond well to vaccination.

b) Rationale

These groups were prioritized based on their risk of influenza-related hospitalization and death
and also their likelihood of vaccine response. Information from prior pandemics was used
whenever possible, but information from interpandemic years was also considered. Nursing home
residents and severely immunocompromised persons would be prioritized for antiviral treatment
and/or prophylaxis and vaccination of healthcare workers and household contacts who are most
likely to transmit influenza to these high risk groups.

Critical infrastructure

a) Definitions and rationale

Those critical infrastructure sectors that fulfill one or more of the following criteria: have

increased demand piaced on them during a pandemic, directly support reduction in deaths and
hospitalization; function is critical to support the healthcare sector and other emergency services,
and/or supply basic necessities and services critical to support of life and healthcare or emergency
services. Groups included in critical infrastructure are needed to respond to a pandemic and to
minimize morbidity and mortality, and include the following sectors:

o Persons directly involved with influenza vaccine and antiviral medication manufacturing and
distribution and essential support services and suppliers (e.g., growers of pathogen-free eqgs
for growth of vaccine virus) production activities

o Key government leaders and health decision-makers who will be needed to quickly move policy
forward on pandemic prevention and control efforts

o Public safety workers (firefighters, police, and correctional facility staff, including dispatchers)
are critical to maintaining social functioning and order and will contribute to a pandemic
response, for example by ensuring order at vaccination dlinics and responding to medical
emergencies

o Utility service workers (water, power, and sewage management) are prioritized as the services
they provide are also essential to the healthcare system as well as to preventing additional

 illnesses from lack of these services unreiated to a pandemic,

o Transportation workers who maintain critical supplies of food, water, fuel, and medical
equipment and who provide public transportation, which is essential for provision of medical
care and transportation of healthcare workers to work and transportation of ill persons for care

o Telecommunication and information technology services critical for maintenance and repairs of
these systems are also essential as these systems are now critical for accessing and delivering
medical care and in support of all other critical infrastructure

o Mortuary services will be substantially impacted due to the increased numbers of deaths from
a pandemic and the fact that impact will be high in the elderly, a growing segment of the
population
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4. Public health emergency response workers

a) Definition

This group includes persons who do not have direct patient care duties, but who are essential for
surveillance for influenza, assessment of the pandemic impact, allocation of public health
resources for the pandemic response, development and Implementation of public health policy as
part of the response, and development of guidance as the pandemic progresses,

b) Rationale
Persons in this sector have been critical for past influenza vaccine pandemics and influenza

vaccine shortages and little surge capacity may be available during a public health emergency
such as a pandemic.

5. Persons in skilled nursing facilities

a) Definition
Patients residing in skilled nursing facilities. Not included in this group are persons in other

residential settings (e.g., assisted living) who are more likely to be mobile, in a setting that is less
closed, and have decentralized healthcare.

b) Rationale

This group was not prioritized for vaccine because of the medical literature finding poor response
to vaccination and occurrence of outbreaks even in the setting of high vaccination rates. Other
studies have suggested that vaccination of healthcare workers may be & more effective strategy
to prevent influenza in this group. Further, surveillance for influenza can be conducted in this
group and antiviral medications used widely for prophylaxis and treatment. Il visitors and staff
should also be restricted from visiting nursing home facilities during outbreaks of pandemic
influenza. This strategy for pandemic influenza vaccine differs from the interpandemic vaccination
strategy of aggressively vaccinating nursing home residents. The rationale considers several
factors: 1) these populations are less likely to benefit from vaccine than other groups who are
also at high risk; 2) other prevention strategies feasible for this group are not possible among
other high-risk groups; 3) the overall morbidity and mortality from pandemic is likely to severely
impact other groups of persons who would be expected to have a better response to the vaccine;
and 4) a more severe shortage of vaccine is anticlpated,

6. Severely iImmunocompromised persons

a) Definition

Persons who are undergoing or who have recently undergone bone marrow transplantation and
others with severe immunodeficiency {e.g., AIDS patients with CD4 counts <50, children with
SCID syndrome, recent bone marrow transplant patients). The numbers of persons in these
categories is likely much smaller than the anticipated number assumed in tiering above, but
sources for more specific estimates have not been identified.

b) Rationale

These groups have a lower likelihood of responding to influenza vaccination. Thus, strategies to
prevent severe influenza iliness in this group should include vaccination of healthcare workers and
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household contacts of severely immunocompromised persons and use of antiviral medications.
Consideration should be given to prophylaxis of severely immunocompromised persons with
influenza antivirals and early antiviral treatment should they become infected.

7. Children <6 months of age

a) Rationale

Influenza vaccine is poorly immunogenic in children <6 months and the vaccine is currently not
recommended for this group. In addition, influenza antiviral medications are not FDA-approved
for use in children <1 year old. Thus, vaccination of household contacts and out-of-home
caregivers of children <6 months is recommended to protect this high-risk group.

C. Other discussion

There was substantial discussion on priority for children. Four potential reasons were raised for making
vaccination of children a priority: ,

s At the public engagement session, many participants felt that children should have high priority for
vaccination. :
» Children play a major role in transmitting infection, and vaccinating this group could slow the spread
of disease and indirectly protect others.
» Children have strong immune systems and will respond well to vaccine whereas vaccination of the
elderly and those with ifinesses may be less effective.
* Some ethical frameworks woulid support a pediatric priority.
ACIP and NVAC did not make children a priority (other than those included in tiers, because of their
underlying diseases [Tiers 1B and 2A] or as contacts of high-risk persons [Tier 1C]) for several reasons:
¢ Healthy children have been at low risk for hospitalization and death in prior pandemics and during
annual influenza seasons.
¢ It is uncertain whether vaccination of children will decrease transmission and indirectly protect
others. Studies that show this impact or mathematical models that predict it rely on high vaccination
coverage that may not be possible to achieve given limited supplies in a pandemic. _
¢ The committees recognize that this is an area for further scientific work; that children may be a good
target population for live-attenuated influenza vaccine (FluMist®) if it is available; and that
education of the public will be needed to provide the rationale for the recommendations.

NVAC RECOMMENDATIONS ON PANDEMIC ANTIVIRAL DRUG USE

On July 19, 2005, NVAC voted unanimously in favor of the antiviral drug use priority recommendations
described here and summarized in Table D-2. These votes followed deliberations of a Working Group,
which included as consultants representatives of public and private sector stakeholder organizations and
academic experts. There was limited staff level participation from DoD, DHS, and VA, Several ethicists
also served as consultants to the Working Group.

The recommendations were made considering pandemic response goals, assumptions on the impacts of
a pandemic, and after thorough review of past pandemics, annual influenza disease, data on antiviral
drug impacts, and recommendations for pandemic vaccine use.
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Recommendations were made to guide planning needed for effective Implementation at state and local
levels. The committee recognizes that recommendations will need to be reconsidered at the time of a
pandemic when information on the available drug supply, epidemiology of disease, and impacts on
society are known.

The committee considered the primary goal of a pandemic response to decrease health impacts
including severe morbidity and death. Minimizing societal and economic impacts were considered
secondary and tertiary goals.

A. Critical assumptions

Assumptions regarding groups at highest risk during a pandemic and impacts on the healthcare system
and other critical infrastructures are the same as those underlying the vaccine priority
recommendations. Additional assumptions specific for antiviral drugs included:

¢ Treatment with a neuraminidase inhibitor (oseltamivir [Tamiflu®] or zanamivir [Relenza®]) will be
effective in decreasing risk of pneumonia, will decrease hospitalization by about half (as shown for
interpandemic influenza), and wilt also decrease mortality.

e Antiviral resistance to the adamantanes (amantadine and rimantadine) may limit their use during a
pandemic.

¢ The primary source of antiviral drugs for a pandemic response will be the supply of antiviral drugs
that have been stockpiled. Before annual influenza seasons about 2 million treatment courses of
oseltamivir are available in the U.S. U.S.-based praduction of oseltamivir is being established;
expected capacity is projected at about 1.25 million courses per month.

¢ Treating earlier after the onset of disease is most effective in decreasing the risk of complications
and shortening illness duration. Generally, treatment should be given within the first 48 hours.

s Assumptions for the amount of antiviral drug needed for defined priority groups is based on the
population in those groups and assumptions that 35% of persons in the priority groups will have
influenza-like iliness and 75% will present within the first 48 hours and be eligible for treatment. For
persons admitted to the hospital, the committee assumed that 80% would be treated, as the 48~
hour limit may sometimes be relaxed in more ill patients.

e Unlike vaccines, where each tier would be protected in turn as more vaccine is produced, for antiviral
drugs, the number of priority groups that can be covered would be known at the start of the
pandemic based on the amount of drug that is stockpiled. Additional supply that would become
available during the pandemic could provide some flexibility. '

Table D-2: Antiviral Drug Priority Group Recommendations*

# Courses
Estimated (millions)
Group population || Strategy** Rationale
" {millions)
1 [[Patients admitted to 10.0 Wl T | 75 7.5 Consistent with
hospital***

medical practice and
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ethics to treat those
with serious illness and
who are most likely to




HEy Pandemic Intiuenza Plan

L

Page 9 of 17

Healthcare workers are
required for quality
medical care. There is
littte surge capacity
among healthcare
sector personnel to
meet increased
demand.

Highest risk

outpatients—
immunocompromised
persons and pregnant
women

Pandemic health
responders {public
health, vaccinators,
vaccine and antiviral
manufacturers), public
safety (police, fire,
corrections), and
government decision-
makers B

2 ||Health care workers .

(HCW) with direct

patient contact and

emergency medical

service (EMS) providers

.5 T 0.7 10.6 Groups at greatest risk

of hospitalization and
death;
immunocompromised
cannot be protected by
vaccination,

5 {|Increased risk
{outpatients—young
children 12-23 months
old, persons >65 yrs

ald, and persons with
underlying medical
conditions

Outbreak response in
nursing homes and
other residential
settings

HCWs in emergency
departments, intensive

T 0.9 11.5 Groups are critical for
an effective public
health response to a
pandemic,

2.0 35.9 Treatment of patients
and prophylaxis of
contacts is effective in
stopping outbreaks;
vaccination priorities
do not include nursing
home residents.

care units, dialysis

providers

centers, and EMS ”

t?l‘ Pandemic societal
responders (e.g.,
critical infrastructure
groups as defined in
the vaccine priorities)
and HCW without direct
patient contact

[y

T 22.4 33.9 [Groups are at high risk |
for hospitalization and
death,

P 4.8 40.7 These groups are most
critical to an effective
healthcare response
and have limited surge
capacity. Prophylaxis
will best prevent
absenteeism.

T 2.7 43.4 Infrastructure groups
that have impact on
maintaining health,
implementing a
pandemic response,
and maintaining
societal functions.
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47.3 [ 90.7 Includes others who

develop influenza and
do not fall within the

I | [{above groups.

9 {|Other outpatients 180 T

10} Highest risk outpatieﬁts

100.7 Prevents iliness in tT'n_é
I highest risk groups for

[\ Y]
wn
o
[y
o
o

hospitalization and
death.

11||Other HCWs with direct 8.0 P 32.0 132.7 Prevention would best
patient contact l reduce absenteeism

and preserve optimal
function.

= —— —= == = — — —

*The committee focused its deliberations on the domestic U.S. civilian population. NVAC recognizes that
Department of Defense (DoD) needs should be highly prioritized. A separate DoD antiviral stockpile has
been established to meet those needs. Other groups also were not explicitly considered in deliberations
on prioritization. These include American citizens living overseas, hon-citizens in the U.S., and other
groups providing national security services such as the border patrol and customs service.

**Strategy: Treatment (T) requires a total of 10 capsules and is defined as 1 course, Post-exposure
prophylaxis (PEP) also requires a single course. Prophylaxis (P) is assumed to require 40 capsules (4
courses) though rriore may be needed if community outbreaks last for a longer period.

***There are no data on the effectiveness of treatment at hospitalization. If stockpiled antiviral drug
supplies are very limited, the priority of this group could be reconsidered based on the epidemiology of
the pandemic and any additional data on effectiveness in this population.

B. Definitions and rationale for draft priority groups
1. Persons admitted to hospital with influenza infection

a) Definition

Persons admitted to acute care facilities (traditionai or non-traditional with a clinical diagnosis of
influenza; laboratory confirmation not required). Excludes persons admitted for a condition
consistent with a bacterial superinfection (e.g., lobar pneumonia developing late after iliness
onset) or after viral replication and shedding has ceased (e.g., as documented by a negative
sensitive antigen detection test)

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

This group is at greatest risk for severe morbidity and mortality. Although there are no data to
document the impacts of antiviral drug treatment among persons who already suffer more severe
influenza iliness, benefit is biologically plausible in persons with evidence of ongoing virally
mediated pathology (e.g., diffuse pneumonia, ARDS), Providing treatment to those who are most
ill is also consistent with standard medical practices, would be feasible to implement, and would
be acceptable to the public.

http://www.hhs.gov/pandemicflu/plan/appendixd.htm} 71012007




HHS Pandemic Intluenza Plan Page 11 of 17

d) Population size
The number of persons admitted to hospital in an influenza pandemic would vary substantially

depending on the severity of the pandemic and on the ability to expand inpatient capacity, if
needed.

e) Unresolved issues

More specific guidance should be provided to healthcare workers on implementing antiviral
treatment, including when and when not to treat. In some persons with severe illness, the ability
to take orat medication or its absorption may be important issues. For infants <1 vear old
admitted to hospital, decisions about whether to treat with antiviral drugs may depend on the
child’s age and potential risk versus benefit as the neuraminidase inhibitors are not licensed for
use in infants. If possible, data on time from symptom onset to hospital admission, current use of
antiviral drug treatment among inpatients, and its impacts should be collected during
Interpandemic influenza seasons.

2. Healthcare workers and emergency medical service providers who have direct patient
contact

a) Definition

Persons providing direct medical services in inpatient and outpatient care settings. Includes
doctors, nurses, technicians, therapists, EMS providers, laboratory workers, other care providers
who come within 3 feet of patients with influenza, and persons performing technical support
functions essential to quatity medical care.

b) Strategy
Treatment within 48 hours of symptom onset.

<) Rationale

Maintaining high quality patient care is critical to reduce heaith impacts of pandemic disease and
to prevent adverse outcomes from other health conditions that will present for care during the
pandemic period. Treatment of healthcare providers will decrease absenteeism due to influenza
iliness and may decrease absenteeism from fear of becoming ill, given the knowledge that
treatment can prevent serious complications of influenza. Good data exist documenting the
impacts of early treatment on duration of iliness and time off work, and on the occurrence of
complications such as jower respiratory infections. Treating healthcare providers is feasible to
implement, especially for inpatient care providers who can be provided drugs through the
occupational health clinic. It also would be acceptable to the public, who would recognize the
Importance of maintaining quality healthcare and would understand that persons with direct
patient contact are putting themselves at increased risk.

d) Population size
There are about 12.6 million persons designated as healthcare workers by the Bureau of Labor

Statistics and about 820,000 EMS providers. Among HCWs, two-thirds are estimated to provide
direct patient care services.

e) Unresolved issues
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Further work is needed to hone definitions and estimate population sizes. Implementation issues
include the approach to identifying healthcare providers who would be eligible for treatment and
where the treatment would be provided, particularly for cutpatient care providers,

3. Outpatients at highest risk for severe morbidity or mortality from influenza infection

a) Definition

The Advisory Committee on Immunization Practices defines groups at high risk (or increased risk)
of complications from influenza infection during annual outbreaks based on age (6-23 months and
>65 years) and underlying illnesses. Among this population of about 88 million persons, some can
be identified who are at highest risk of severe disease and death, These include persons with
hematopoetic stem cell transplants (HSCT) and solid organ transplants; those with severe
immunosuppression due to cancer therapy or hematological malignancy; persons receiving
immunosuppressive therapy for other ilinesses (e.g., rheumatoid arthritis); persons with HIV
infection and a CD4 count <200; persons on dialysis; and women who are in the second or third
trimester of pregnancy.

b) Strategy
Treatment within 48 hours of symptom onset.

<) Rationale

Of the large group of persons who are at increased risk of severe disease or death from influenza,
these groups represent the population at highest risk and who are least likely to be protected by
vaccination. Studies show that neuraminidase inhibitor therapy decreases complications and
hospitalizations from influenza in high-risk persons and one unpublished study shows a significant
decrease in mortality among patients who have undergone a hematopoteic stem cell transplant.

d) Population size

About 150,000 persons have had an HSCT or solid organ transplant. Assuming that the period of
severe immunosuppression after a cancer diagnosis lasts for 1 year, the population targeted with
non-skin, non-prostate cancers would equal the incidence of about 1.35 million persons. Based on
a birth cohort of 4.1 million, a 28-week risk period during the second and third trimesters, and an
8-week pandemic outbreak in a community, there would be about 400,000 pregnant women
included in this risk group. Further work is needed to estimate the size of other
immunosuppressed groups.

e) Unresolved issues
Specific definition of included groups and population sizes.

4. Pandemic health responders, public safety workers, and key government decision-
makers

a) Definition

Public heatth responders include those who manufacture vaccine and antiviral drugs; persons
working at health departments who are not included as healthcare workers; and those who would
be involved in implementing pandemic vaccination or other response components. Public safety
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workers include police, fire, and corrections personnel. Key government decision-makers include
chief executives at federal, state, and local levels.

b) Strategy
Treatment within 48 hours of symptom onset,

c) Rationale

Preventing adverse health outcomes and social and economic impacts in a pandemic depend on
the ability to implement an effective pandemic response. Early treatment of pandemic responders
will minimize absenteeism and ensure that vaccination and other critical response activities can
be maintained. Implementing early treatment for public health workers and vaccine
manufacturers is feasible at workplace settings. Public safety workers prevent intentional and
unintentional injuries and death, are critical to maintaining social functioning, and will contribute
to a pandemic response, for example by ensuring order at vaccination clinics. A small number of
decision-makers at federal, state, and local levels are needed to for an effective pandemic
response.

d) Population size

An estimated 40,000 workers who produce pandemic vaccine and antiviral drugs in the U.S,;
~300,000 public health workers who would not be included in the HCW category; 3 million public
safety workers; and a small number of government decision-makers.

e) Unresolved issues
Need to define the exact composition and size of this group.

5. Outpatients at increased risk of severe morbidity or mortality from influenza

a} Definition

For planning purposes, this group would include those currently designated as high-risk groups,
except for those who have been categorized as being at highest-risk and included in a separate
category. This increased-risk group includes persons 6-23 months and >>65 years old, or who
have underlying ilinesses defined by the ACIP as associated with increased risk. Definition of this
group may change based on the epidemiology of the pandemic. '

b) Strategy
Treatment within 48 hours of symptom onset.

¢) Rationale

Early treatment has been shown to significantly decrease lower respiratory infections and to
reduce the rate of hospitalization in elderly and high-risk populations. By extrapofation and based
on the results of one small uncontrolled study, significant reductions of mortality can be expected
as well. As these risk groups are familiar to the public given recommendations for annual
vaccination, communication would be easy and acceptability high,

d) Population size
About 85.5 million persons are included in this group. Although all are at increased risk of annual
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6.

influenza compared with the healthy under-65 year old population, there are different levels of
increased risk for severe complications and death within this category. Further stratification may
be possible based on several parameters including number of underlying conditions; recent
hospitalization for a high-risk condition, pneumonia, or influenza; and age.

e) Unresolved issues

Stratifying this group into those at greater and lesser risk may be important if antiviral supplies
are limited. Implementing treatment will be challenging given that it should be provided at the
initial point of care to accrue the greatest benefit from early therapy.

Outbreak control

a) Definition
Use of antiviral drugs to support public health interventions in closed settings where an outbreak
of pandemic influenza is occurring.

b) Strategy

Treatment of cases and post-exposure prophylaxis of contacts (once daily antiviral medication for
10 days).

c) Rationale

Infiuenza outbreaks in nursing homes are associated with substantial mortality and morbidity.
Nursing home residents also are less likely to respond to vaccination. Post-exposure prophylaxis
has been shown to be effective in stopping influenza outbreaks in closed settings.

d) Population size

The number of outbreaks that may occur during a pandemic is unclear. Measures should be
implemented to prevent outbreaks including limiting visitors, vaccination of staff, furloughing non-
critical staff, and screening and exclusion for illnesses consistent with influenza.

e) Unresolved issues
Should this policy also be implemented in prisons or other settings where explosive spread of
iliness may occur but the risk for severe complications is not high?

Healthcare workers in ER, ICU, EMS, and dialysis settings

a) Definition

Includes all staff in these settings who are required for effective functioning of these health care
units.

b) Strategy
Prophylaxis

c) Rationale
Optimally effective functioning of these units Is particularty critical to reducing the health impacts
of a pandemic. Prophylaxis will minimize absenteeism in these critical settings.
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d) Population size
Need to obtain population estimates.

e) Unresolved issues
Population sizes

8. Pandemic societal responders and healthcare workers who have no direct patient
contact

a) Definition

This group includes persons who provide services that must be sustained at a sufficient level
during a pandemic to maintain public well-being, health, and safety. Included are workers at
healthcare facilities who have no direct patient contact but are important for the operation of

those facilities; utility (electricity, gas, water), waste management, mortuary, and some transport
workers,

b) Strategy
Treatment within 48 hours of symptom onset.

c) Rationale

Maintaining certain key functions is important to preserve life and decrease societal disruption.
Heat, clean water, waste disposal, and corpse management all contribute to public health.
Ensuring functional transportation systems also protects health by making it possible for people to

access medical care and by transporting food and other essential goods to where they are
needed.

d) Population size

Within these broad categories, there are about 2 million workers at healthcare facilities who have
no direct patient contact; 730,000 utility workers; 320,000 waste management werkers; 62,000
in mortuary services; and 2.3 miltion in transportation. Not all occupations within these categories
would be classified as pandemic societal responders, Estimates are that 35% of this population
will develop iliness and present within 48 hours of onset regardless of pandemic severity.

e) Unresolved issues

Need to stratify within these groups to identify who fills specific pandemic societal response
functions and to assess whether those functions could still operate if a substantial proportion of
the workforce became ill during a 6-8 week pandemic outbreak within a community.
Implementation issues need to be addressed, especially with respect to how persons wouid be
identified as falling within this priority group when presenting for treatment and where that
treatment would be provided.

9. Other cutpatients

a) Definition
Includes persons not in one of the earlier priority groups.
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b) Strategy
Treatment within 48 hours of illness onset.

c) Rationale
Treatment reduces the risk of complications and mortality, reduces duration of illness and
shortens time off work, and decreases viral shedding and transmission. If sufficient antiviral

supplies are available, providing treatment to all who are ill achieves equity and will be most
acceptable to the public.

d) Population size
There are an estimated 180 million persons who are not included in previously targeted groups,

e) Unresolved issues
Consider whether there are any strata that can be defined within this population,

C. Additionat NVAC recommendations on antivirat drugs for pandemic influenza

In addition to recommendations for priority groups, NVAC unanimously adopted the following
recommendations: | .

» Sufficient drugs should be stockpiled to address top priorities. NVAC recommends that the minimum
stockpile size be about 40 million courses, allowing coverage of the top 7 priority groups.

* Oseltamivir should be the primary drug stockplled, but some zanamivir also should be obtained as it
is effective against some oseltamivir-resistant strains, may be preferred for treatment of preghant
women, and supporting two manufacturers enhances security against supply disruptions,
Approximately 10% of the stockpile should be zanamivir if feasible and cost effective. No additional
adamantanes should be stockpiled.

e Antiviral drugs can also be used as part of an international effort to contain an initial outbreak and
prevent a pandemic. Use to slow disease spread early in a pandemic may be useful but requires
large amounts of drug.

¢ Critical research should be conducted to support development and implementation of
recommendations for pandemic influenza antivirat drug use, including:

o Impact of treatment at hospital admission on outcome

o Optimal treatment dose for H5N1 and other potential pandemic strains

o Sensitivity and use of rapid diagnostic tests for H5N1 and other influenza strains with pandemic
potential

Safety and pharmacokinetics of oseltamivir among infants <1 year old

Investigation of the impact of other drugs (new antiviral agents and other classes such as

statins) on influenza

» Additional work with public and private sector groups should be done to further hone definitions of

target groups and their estimated population sizes, and to provide further guidance on antiviral drug
distribution and dispensing.

©c O
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PROPHYLAXIS WORKSHEET

O List and estimate the number of patients and healthcare personnel that may be targeted for
influenza vaccinations or anti-viral prophylaxis has been developed.

v" Number of first priority personnel based upon availability.

Number of second priority personnel based upon availability.

Number of remaining personnel based upon availability.

Number of first priority patients based upon availability.

Number of second priority patients based upon availability.

Number of immediate family members of employees based upon
availability.
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-/ United States. Department of .
</{C_ Health > -Human Services

News Release

FOR IMMEDIATE RELEASE Contact: HHS Press Office
Tuesday, April 17, 2007 . (202) 690-6343

Statement by Mike Leavitt

Secretary of Health and Human Services

On the Approval of the First U.S. Vaccine for Humans Against the Avian
Influenza Virus H5N1

The approval by the Food and Drug Administration (FDA) of the first U.S. H5N1 influenza vaccine for use in
humans is a sign of progress in our ongoing efforts to protect the American people from a pandemic. We have
the opportunity to be the first generation that prepares for a pandemic, and we are working to that meet that
challenge.

To date, H5N1 avian influenza has remained primarily an animal disease, but should the virus acquire the
ability for sustained transmission among humans, the potential for an influenza pandemic would have grave
consequences for global public health. Pandemics happen, and we must minimize the impact of the next
pandemic when it comes.

HHS has been making significant investments in vaccines, antivirals, and research. In 2006 we awarded $1
billion in contracts to develop cell-based vaccines against both seasonal and pandemic influenza with the goal
of having sufficient domestic vaccine production capacity to vaccinate all Americans within six months of the
declaration of a pandemic. Also, we are working on dose-sparing measures to enable us {o produce more
treatment courses for more people and are developing a library of live virus vaccine candidates against all
known influenza strains with pandemic potential. In addition, we have developed rapid diagnostic testing for
H5 strains that shorten testing time. We have also developed community mitigation strategies should a
pandemic break out and continue to encourage vigorous state and local planning.

Today's announcement is the result of a collaborative effort between FDA and the National Institutes of
Health, which funded the vaccine research through its National Institute of Allergy and Infectious Diseases. To
date, HHS has purchased 13 million doses of this vaccine, enough to cover 6.5 million people.

It is our collective resources and cooperation that will help make our pandemic preparedness efforts succeed
and position us to better prepared tomorrow than we are today.

#H##

Note: All HHS press releases, fact sheets and other press materials are available at
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Reprinted with permission.
Robert Wood Johnson University Hospital
at Rahway
865 Stone Street
Rahway, NJ 07065

PNEUMOCOCCAL & INFLUENZA
EVALUATION & STANDING ORDER FORM

Apply Patient Sticker

Influenza vaccinations are offered October 1 through the end of February each year.
Pneumococcal Polysaccharide vaccinations are offered all vear.

PATIENT EVALUATION CRITERIA

PNEUMOCOCCAL VACCINE
High Risk Patients — Criteria to Receive Vaccine
Q) Adults 65 years old or older

Q) Adults with chronic illness such as chronic cardiovascular
disease (i.e., congestive heart failure or cardiomyopathies),
chronic pulmonary disease (e.g., COPD or emphysema, but not
asthma), diabetes mellitus, alcoholism, chronic liver disease
(cirrhosis), or CSF leaks.

L2 Adults who have functional or anatomic aspleenia (e.g., sickle
cell disease or splenectomy).

Q) Adults who have conditions associated with decreased
immunclogical function (e.g., HIV infection, leukemia,
lymphoma, Hodgkin’s disease, multiple myeloma,
generalized malignancy, chronic renal failure, nephrotic
syndrome, or organ or bone marrow transplantation).

Q Adults receiving immunosuppressive therapy, including long-
term systemic corticosteroids, chemotherapy, etc.

Exclusion Criteria PNEUMOCOCCAL VACCINE
Do not vaccinate patients who:

L3 Are less than 18 years old

O Are18to64 years old and are not in a “high risk” category
above

O were previously vaccinated since they turned 65

O Havehada allergic and/or neurological reaction to
pneumococcal polysaccharide vaccine

U Have a fever (38°C/100.4°F or above)

L) Do not want to be immunized during their hospitalization

Patient Refusal Signature:

Reason: Date:

INFLUENZA VACCINE (October 1 - March 1)

High Risk Patients — Criteria to Receive Vaccine

O Adults 50 years old or older

O Adults with chronic disorders of the pulmonary or
cardiovascular system including asthma.

0O Adults who have required regular medical follow-up or
hospitalization during the preceding year because of chronic
metabolic diseases (including diabetes mellitus), renal
dysfunction, blood dyscrasias, or immunosuppression
(including immunosuppression caused by medications).

Exclusion Criteria INFLUENZA VACCINE
Do not vaccinate patients who:

Are less than 18 years old

Are 18 to 49 years old and are not in a “high risk” category above
Have been immunized this season

Are allergic to eggs or egg products

Have a fever (38°C/100.4°F or above)

Have a previous history of Guillain-Barre syndrome

Are admitted between March and September

Do not want to be immunized during their hospitalization

Oo0oco0000o

Patient Refusal Signature:

Reason: Date:

Q) Exclusion criteria were not identified during admission and assessment of this patient. The vaccination(s) checked are to be

given to the patient,

QO Influenza vaccine 0.5mi IM in deltoid prior to discharge if no exclusion criteria checked
O Pneumococeal Polysaccharide vaccine 0.5ml IM or SC prior to discharge if no exclusion criteria checked

Evaluating RN Signature

Date:

This standing order authorizes Robert Wood Johnson University Hospital at Rahway nurses to administer the influenza vaccine to
adults over 50 years of age and pneumococcal vaccine to adults 65 years of age or older and adults over 18 with chronic illness.
The vaccine(s) will be given in accordance with current guidelines established by the Centers for Disease Control and Prevention,
Influenza and pneumococcal vaccines may be administered at the same time, but in different sites.

pp/pnew/fluorder.doc




Reprinted with permission, Franklin Community Health Network, Franklin Memorial Hospital

Appendix H: Standing Order for Seasonal Influenza Vaccine

STANDING ORDER FOR SEASONAL INFLUENZA VACCINE

Policy:
Patients with no contraindications will be allowed to have the annual Influenza vaccine.

Wamings/Contraindications:
1. History of allergies to egg products or previous Influenza immunizations.
2. Pregnant patients in their first trimester should consult their doctor first.
3. History of Guillian Barre Syndrome.

Procedure:

1. Patients will be asked about contraindications and those with confirmed contraindications will
be referred to their family provider for advice on receiving the Influenza vaccine.

Those without contraindications will be given a CDC Vaccine Information Sheet dated for
2002-2003 and asked to sign the consent form.

The immunization will be given 0.5ml IM in one of the deltoid regions.

Patients will be observed for 15 minutes before leaving.

EpiPen 0.3mg auto-injector IM, prn anaphylaxis with immediate provider evaluation.
Acetaminophen is recommended for soreness at the sight of administration or for a low-grade
fever after receiving the vaccine.

o

SR

As Medical Director (or designee) of Franklin Memorial Hospital, I hereby authorize the FMH
Employee Health Nurse/ designee, to administer the above vaccine according to the above policy
and procedure.

Created: 11/02 Reviewed: 11/03,02/05

Medical Director/Designee Signature

58
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Ontario Health Plan for an Influenza Pandemic July 2007

8. Optimizing Deployment of the Health Workforce

Doctors and nurses were what was needed. And especially nurses ... The Red Cross had
divided the country into 13 divisions, and the nursing committee chief of each one has
already been told to find all people with any nursing training, not only professionals or
those who had dropped out of marsing schools but down to and including anyone who had

ever taken a Red Cross course in caring for the sick at home.

During an influenza pandemic, health care
workers will be called upon to provide care
for people who have influenza. They will
also be asked to continue to maintain other
health care services during a pandemic. But
health care workers will also be affected by
influenza. Based on the assumptions in this
plan, at the peak of a pandemic wave as
many as 20 to 25% of health care workers
may be absent from work - either because of
illness or because of caregiving
responsibilities at home. When the demand
for care will be greatest, the health system
will be hard pressed to maintain its
workforce.

To optimize the availability of health human
resources (HHR) and to ensure patient-
centred care during a pandemic, Ontario
will take a competency-based approach to
HHR planning. The objective of this section
of the OHPIP is to explain competency-
based HHR planning and its relevance to
key stakeholders including local planners,
health care providers, health regulatory
colleges and volunteer agencies. Employers
and unions may also find the section useful
for planning. All sectors of the health care
system must work together to plan a
coordinated and comprehensive approach
to optimizing the deployment of the health
workforce during a pandemic.

There is some concern on the part of health
care providers that they may be deployed
without being part of the decision-making
process. This is not the intent. OHPIP

The Great Influenza, ].M. Barr

recognizes the role that self-regulating
professions and their regulatory colleges
play in determining competencies and
establishing standards for safe care, as well
as the role of unions in discussions about
deploying health care workers and the need
to respect collective agreements.

The framework for competency-based
planning is a guide to a collaborative
approach to deploying staff during a
pandemic. In the proposed approach, health
care planners and employers play a key role
in identifying the competencies required
during an influenza pandemic, while the
professions and health care providers play a
key role in assessing their competencies and
determining how their knowledge and skills
can best be used.

The framework described in this chapter

and the tools included in Chapter 8A

provide an opportunity for planners,

providers and volunteers to participate in

preparing for an influenza pandemic and to

understand what is required to make -
competency-based HHR planning effective.

They also provide a starting point for

discussions which will lead to an integrated

and coordinated HHR strategy.

The more detailed background papers and
guides used to develop this chapter are
available on request from the Emergency
Management Unit, Ministry of Health and
Long-Term Care.
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8.1 Objectives

* To describe a competency-based
approach to health human resources
(HHR) planning.

* To identify the skills and competencies
required to provide influenza care.

* To provide tools that planners can use to
develop pandemic HHR plans.

* To provide tools that health care
providers can use to assess skills.

8.2 Responsibility for HHR
Planning
The competency-based approach to
planning for pandemic influenza may be
helpful for stakeholders planning in
individual health care organizations, in the
local community, within the Local Health
Integration Networks (LHINS), and at the
provincial level. HHR planning and staffing
is usually done organization by
organization. During a pandemic, each
health care organization will continue to be
responsible for managing its staff. However,
as part of pandemic preparedness, the
ministry recommends that key stakeholders
work together at the local, regional and
provincial levels to ensure that planning
occurs across all care settings including:
community and primary health care,
emergency departments, acute care, long-
term care, and critical care sites. Planning
should occur in a bottom up fashion. This
means that local planners would estimate
the health human resources required to
provide influenza care in all settings in their
local planning area. They can then
coordinate with regional and provincial
planners to determine how to make the

most effective use of available people and
skills.

Engaging the workforce leadership (i.e.,
regulatory colleges, professional

associations, unions) in discussions about
the competencies required to deliver care in
a pandemic can help establish inter-
disciplinary teams that can react quickly
during a crisis.

8.3 A Competency-based

Approach for Planners
Competencies are defined as the skills,
knowledge and judgment required to
deliver a particular health service. A
competency-based approach identifies the
competencies required and the
competencies available to deliver the
services that people need during an
influenza pandemic.

The planning activities involved in this
approach include both quantitative and
qualitative data collection. Quantitative data
would include information on such items as
population size, attack rates and the number
of providers available. Qualitative
information would come from key
informant interviews or focus group
discussions with workforce leadership on
the following:

* Are there non-registered providers (e.g.,
retirees) in our planning area who could
be registered expeditiously?

* How can we get those providers who are
in administration and research back into
patient care?

* How do we shift part-time workers to
full-time workers?

*  What are the competencies of these
providers?

*  What is their level of productivity?

This approach is intended to increase the
care capacity available for a large number of
influenza patients by making strategic use of
the competencies of all available health care
providers, students, and volunteers. With
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this approach, planners consider the
competencies rather than the professions
required to meet the needs of the
population. This may allow for more
staffing options given the range of different
professionals who may be able to provide
the required competencies during a crisis.

For example, if the emergency department
(ED) triage nurses are suddenly unavailable
due to illness during a pandemic, how
would a hospital administrator know what
other nurses might have the competencies to
provide ED triage? One way could be to
have hospital staff complete a skills/
competencies self-assessment survey, which
might reveal that several nurses working in
other capacities in the hospital have taken
nursing triage courses or are military
reservists with experience working in
combat situations in the triage capacity.
Another alternative would be to offer
training in triage to other emergency and
step down staff before a pandemic begins,

One of the goals of a competency-based
approach to workforce deployment is to free
up those health professionals who are
specially trained and competent in influenza
care to focus on those patients who are in
greatest need.

Competencies by Setting

Different care settings provide different
types and levels of service and, therefore,
require different competencies. Different
health care providers also have different
levels of competencies. Planners use this
information to find effective ways to
address the “gap” in competendies (i.e., the
difference between the competencies
required and competencies supplied) by
identifying people who have or could be
quickly trained to provide those
competencies such as: health care providers,
students, volunteers and others. During the
interpandemic period, planners are

encouraged to engage workforce leaders in
conversations to develop the appropriate
provider networks and “up-skilling”
training programs.

In the competency-based approach,
planners aitempt to answer two key
questions:

¢ What is the spectrum of competencies
required to meet the needs of patients in
each care setting?

¢  What competencies can be supplied by
providers in that planning area?

Ta answer these questions in terms of
influenza care, planners will: estimate the
number of influenza patients by care setting
(i.e., using sample numbers provided by
“FluSurge” or “FluAid”); identify the
services provided in those settings and the
competencies required to provide those
services; and identify the professions wha
can deliver those competencies. With this
information, planners can then think beyond
traditional credential-based silos and
consider a broader range of staffing options
to meet the population’s health needs.

Note: this section focuses on HHR planning for
influenza care only. Health care settings and
regions will also have to plan for the HHR
required to maintain other essential health
services during an influenza pandemic.

8.4 Influenza Care
Competencies
To provide care for people with influenza,
different health care settings will require
different competencies depending on the
type of services they provide. See Chapter
8A: Health Human Resources Tools for a
comprehensive list of influenza care
competencies - that is, the competencies the
health care system requires to provide care
for people with influenza — organized into
the following categories:
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administrative support
transportation
education

infection control

care services.

8.5 Influenza Competencies
Required

As Figure 8.1 illustrates, the mix and

quantity of influenza care competencies

(ICCs) an individual health care setting or a

geographic area will require during an

influenza pandemic will depend on:

* the size and mix of population served in

the setting or area (demographics)

health status, attack rate, mortality, and
morbidity (epidemiology of the virus)

the type and level of service provided
in the care setting or area

the competencies required to provide
that type and level of service.

For more detailed information on how to
assess these factors, see Key Questions for
Planners in a competency-based HHR
approach in Chapter 8A: Health Human
Resources Planning Tools.

li
|' |
Planners would use the information on .
available competencies to deploy staff to
meet needs. If — after redeployment of
existing staff — there is still a gap between
the competencies required and the
competencies available, planners would
then look beyond the current workforce
{e.g., students, retired health care
providers, people with some first aid or
other training, volunteers).

’h

{
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It is also important to note that the most
useful means of extending the human
resources available is not by identifying
staff with competence for individual acts.

Chapter #8: Optimizing Deployment of the Health

In order to be useful in teams providing
care, staff will need to be able to perform
several of the competencies.

Assessment Competencies

Many competencies are needed to provide
care to influenza patients; however, the
most important competencies, and those
which will be most difficult to supply, are
the competencies to assess patient status, to
develop a care plan for the patient, to
identify whether additional care is needed,
and to determine whether the patient can be
discharged from the care site, These
competencies are also the most difficult to
assess.

Figure 8.1: Competency-Based Health Human Resources
Planning Framework
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8.6 Identifying Competencies
Available

As Figure 8.1 also illustrates, the influenza

care competencies available to the setting

(i.e., from existing providers) will depend

on:

*  the number and mix of health care
providers in the setting or area

* their productivity — which is a function
of the stock of providers and their
activity and participation rates (i.e., how
many hours they work and how much
care they can deliver).

To prepare for an influenza pandemic,
health care settings and/ or local planners
need information on the number of health
care providers available and their
competencies. See Chapter 8A: Health
Human Resources Planning Tools for Key
Questions for Planner on Provider Supply.

The tools chapter also includes a self-
assessment tool developed to help health
care providers reflect on their own abilities
and competencies to provide care during an
influenza pandemic. Planners may be able
to collaborate with their workforce to use
this tool to help quantify the competencies
available.

To understand the actual amount of
influenza care the existing workforce can
provide; planners would then have to take
into account the number of providers and
the hours they work — as well as the
potential 20% or higher absenteeism rates
that are likely to occur at the peak of the first
pandemic wave.

When considering the competencies
available, health care settings may also
contact and include recently retired
employees, part-time employees who might
be willing to work more hours during a
pandemic and students. As part of HHR
planning, employers are encouraged to talk

to staff and other health care providers
about the province’s pandemic plan and to
discuss how health care workers can
contribute to both the planning process and
pandemic response.

8.7 Health Care Providers’ Role

in Identifying

Competencies
Health care providers and their professional
colleges and associations will play a crucial
role in optimizing the deployment of the
health workforce during a pandemic. Health
care providers and their regulatory colleges
can assist in identifying competencies,
determining the types of care that
individuals can safely provide, and ensuring
that health care providers do not end up in
situations that are beyond their knowledge
and skills.

To give individual health care providers an
opportunity to reflect on their own ability to
assist during a pandemic, Ontario has
developed a self-assessment tocl made up of
two major components:

* TPart1is an assessment of personal
abilities as they relate to influenza care
and to the health care provider’s own
professional and personal circumstances.

* Part Il is an RHPA Controlled Act/ICCs
Decision Tree that places ICCs within the
regulatory context and provides an
accessible overview of certain key
questions and consequences in assessing
abilities to assist in an influenza
pandemic.

The self-assessment tool attempts to be as
inclusive as possible recognizing that
individual circumstances will vary
depending upon the profession, the practice
setting and the nature of the professional
practice of the heath care provider. A
resources handbook is available to guide

Chapter #8: Optimizing Deployment of the Health Workforce 8-5




Ontario Health Plan for an Influenza Pandemic July 2007

health care providers wishing to assist in the
pandemic response.

8.8 Matching Competencies
Once employers/ planners have an
understanding of the influenza care
competencies required as well as the
competencies of existing staff, they will go
through a matching process to determine
whether they will have the right mix and
amount of competencies to meet needs in
each setting during a pandemic.

Many influenza care competencies (e.g.,
administrative support) can be provided by
a variety of people from volunteers to
regulated health professionals; some can
only be provided by people with specific
training or skills.

When matching competencies, planners and
health care providers must work within the
legislative framework for health care in
Ontario: the RHPA specifies a number of
controlled acts (or health care procedures)
which are authorized ONLY to specific
professions (see Chapter 8A: Health Human
Resources Planning Tools) — although being
in a certain profession doesn’t necessarily
mean that an individual has the necessary
skill, education or experience to perform the
controlled act safely and competently. For
example, a physician who has practiced
only psychiatry for the last 20 years may not
be competent to intubate even though
intubation is within the scope of practice of
a physician. This reinforces the value of a
competency-based rather than credential or
profession-based approach to deploying the
health workforce during a pandemic.

While any controlled act may be delegated
by someone authorized to perform that act
to another regulated health professional or
non-regulated person, the ability to use
delegation as a way to provide more care is
often limited by profession specific

standards of practice (e.g., a health care
worker who feels he or she cannot perform
the act safely can refuse to do so) and
institutional rules that may prohibit
delegation.

In addition to the restrictions placed on
health care professions by the RHPA,
regulatory college regulations, institutional
rules, or their own self assessment of their
skills, there are other legislative limitations.
For example, under Regulation 965 of the
Public Hospitals Act, only a physician can
order tests and treatment for hospital in-
patients and outpatients while Registered
Nurses in the Extended Class can only order
tests and treatment for outpatients of the
hospital.

Even when influenza care competencies are
not controlled acts, they may require a
certain level of education, training and
judgement to be done effectively. For
example, “assessment” and a number
activities associated with assessment -- such
as taking a pulse, blood pressure
measurement, assessing breathing or skin
colour -- are not controlled acts, but people
doing these activities must have the skill to
interpret the results. Some activities can
only be performed by a person who holds
an appropriate registration/license to do so
(e.g., registration with the College of
Physicians and Surgeons of Ontario).

Given these restrictions and limitations,
Chapter 8a: Health Human Resources
Planning Tools sets out the influenza care
competencies that are in the public domain
as well as those that require more skills or
are controlled acts.

8.9 Structuring Care to Make
Effective Use of Provider
Competencies

Health care settings can structure care in a

number of ways that allow them to make
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the most effective use of provider skills. For
example, they can:

* use detailed care plans and algorithms —
which rely more on set patterns of care
rather than the judgement of the health
care worker

* have experienced staff supervise less
experienced staff (i.e., designing care to
be delivered in “teams” or “pods”) -
which also provides the greatest support
to providers working in extended or new
roles

® use a “cascade” system for deploying
resources — that is, as resources need to
be extended, moving staff whose
competencies require the least
supplementation to take on
new/ different roles. For example, the
triage role in the emergency department
requires the highest level of competence
in initial assessment and is usually
provided by a subset of emergency
nurses. As triage resources become
stretched, the setting would first move
other emergency nurses into this role,
followed by nurses from in-patient units
who have assessment/ED technical skill
capacity being moved from in-patient
units into the ED — who would be
replaced in the inpatient units by
student/retired nurses.

* differentiate between the competencies
required to assess patients and the
competence to discharge patients from
the particular care site: referring to a
“more competent” practitioner provides
a safety net.

Chapter BA includes an example of one
approach to using competency assessments
to create teams of care providers for
different care settings. In this framework,
providers are generally categorized as
support providers, assessment providers,

and decision-makers.

* Support providers are those who can
provide some, but not all, of the technical
gkills. They are not sufficiently
competent to assess the overall status of
the patient.

* Assessment providers may or may not be
able to provide all of the technical skills,
but they have the competency to assess
the status of the patient, and provide a
care plan for some, but perhaps not all,
patients. They can recognize when
patients need additional care, but do not
have the competence to discharge
patients from the care setting.

* Decision-maker providers are those with
the competence to assess all patients in
the care setting, make final decisions
regarding care plans, and discharge
patients.

This framework also has some relatively
specialized functions: telephone triage of
patients, emergency department triage of
patients, provision of psychosocial support
and rehabilitation, and discharge planning

8.10 The Role of Volunteers
When planners identify a gap between the
influenza care competencies required and
those available from existing health care
providers, they will have to look beyond
their traditional workforce for assistance.

Volunteers provided valuable assistance in
past pandemics and in other emergency
situations. For example, in the 1918
pandemic, a doctor in Ottawa, Ontario,
provided a two-day course and trained
hundreds of women to help care for people
at home. Organizations like the Red Cross
and St. John's Ambulance also provided
much needed medical personnel and
administrative support, In just the last few
years, volunteers played key roles in
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responding to Hurricane Katrina and the
tsunami. Past experience offers valuable
lessons on how to plan for and use
volunteers, including:

* Integrate local volunteer organizations
early into the planning process — before a
pandemic occurs.

* Develop effective working
relationships/ partnerships with local
chapters rather than national
organizations.

* Develop effective communication among
volunteer groups, governments, local
communities and other stakeholders.

Figure 8.2 illustrates the steps in planning
for the use of volunteers during an influenza
pandemic.

Identify Roles for Volunteers

To identify roles for volunteers, health care
setting / planners will consider the following
questions:

*  Which influenza care competencies can
be done by volunteers?

¢ Are there tasks currently performed by
health care staff that could be done by
volunteers during a pandemic?

Based on that assessment, the health care
setting can develop job descriptions that will
clearly lay out the roles and responsibilities,
as well as the knowledge and skills required
(see sample in the Chapter 8A.)

Recruit and Screen Volunteers
Planners may consider recruiting volunteers
from a number of sources including:

* the organization’s existing volunteers

* organizations who employ people with
some health care training or skills (e.g,,
Red Cross, 5t. John Ambulance)

Figure 8.2: Steps in Planning for the use of
Yolunteers during an influenza Pandemic

Retain Volunteers

_ T
{ Train Volunteers

L
; Orientate Volunteers

I
Tl

l Screen Volunteers

i Recruit Volunteers

i

/

I Develop Job Descriptions

Determine which Influenza
Care Competencies (ICC)
your organization will be

utilizing /requiring
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* volunteer centres in the community

* family members of residents (i.e., in
long-term care homes)

* high schools, colleges and universities
* faith-based organizations.

The local pandemic planning committee
may consider establishing a central
clearinghouse for volunteers that would
help recruit, orient and train volunteers as
required for all care settings in the
community. They may allow for more
efficient use of volunteer resources during a
pandemic.

A central mechanism for recruiting
volunteers could also be responsible for
screening volunteers. While it is possible to
do a detailed screening of volunteers before
a pandemic, once an emergency exists, this
will be more difficult. Screening will likely
consist of an application form (see Tools
section) that collects some of the information
required to meet legal (e.g., Child and
Family Services Act, Safe Schools Act, Long-
Term Care Act) and liability requirements,
as well as other procedures, such as:

¢ interviews

¢ medical checks

* reference checks

¢ vpolice record checks

* specialized testing

* orientation/training/probation
* buddy system

* regular supervision/evaluation
* unannounced spot checks.

Health care settings would give some
thought to how they will manage screening
and other volunteer activities during a
pandemic. Here are some questions to
consider:

Chapter #8: Optimizing Deployment of the Health Workforce

If a volunteer does not have the
necessary competencies can training be
provided to bring them up to the
appropriate level?

Are there any conditions that will
automatically disqualify a volunteer
from the position?

If a volunteer is disqualified for one
position, can they be used in another?

Can your organization’s screening
protocols be modified to fit the context of
a pandemic?

Could a third party assist in screening
volunteers?

Who will develop and apply the
screening process?

Will you apply the process to current
volunteers and those starting with the
organization, or will you apply the
process to only episodic volunteers
present during the pandemic?

Can the cost of some screening processes
(e.g., a criminal record check be waived
during an influenza pandemic)?

Orient and Train Volunteers
Volunteers will require effective orientation
to the health care setting and training for
their duties. During a pandemic, orientation
programs will be less detailed. They should
include:

an overview of influenza

a description of the volunteer position/s
- with a written job description

information volunteers need about the
facility, patients and setting

a volunteer orientation manual (if
available).

Training may also have to be more focused
than in a non-pandemic situation; however,
it should include:
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* infection control practices and
procedures

* the duties/ tasks of the job

* any other information the volunteer
requires to perform the task

* supervision

* how to cope with any fear, stress or grief
associated with their work.

Depending on the demands on the health
care setting, more experienced volunteers
may be responsible for providing the
orientation and training for new volunteers.

When planning volunteer orientation and
training programs, health are settings will
consider the following:

* Can existing training programs be
modified for use in 2 pandemic?

* (an volunteers be trained in advance?

* Are there third party organizations that
could provide some of the necessary
training for your volunteers?

*  Are there online resources that could be
used for training?

*  Will training be done before the

volunteer starts the position or on the
job?

* Can more experienced volunteers
provide training/mentoring to incoming
volunteers?

Retain Volunteers

Because of the likely shortage of workers
during a pandemic, it will be crucial for
health care setting to retain their volunteers.
One of the best ways to keep volunteers is to
ensure they are kept informed and
supported in their roles. If volunteers feel
that they are receiving all necessary
information, they are less likely to succumb
to fear and more likely to stay involved.
When developing strategies to retain

volunteers, consider the following:

* How do you currently communicate
with your volunteers? How will you
communicate during a pandemic?

* How will volunteers provide feedback
express concerns during an influenza
pandemic?

* What spiritual/emotional supports are
available for volunteers during and post
pandemic? Who will provide these
supports?

*  What volunteer recognition initiatives
could be carried out during an influenza
pandemic?

* How do you expect to counteract the fear
the pandemic wiil cause?

See Chapter 8A: Health Human Resources
Planning Tools for a list of Ontario
Volunteer Centres.
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Influenza Care Competencies

Domain Competencies
A. Administrativef a. Management/leadership/innovation:
Support

i Ability to respond to crises, develop strategies for response

ii Care site management (care clinic, immunization clinic, ED, home care):

iii Organization, staffing, response to changing situations for particular setting,
iv Assessment of staff competencies, and matching to needs, and

v S5cheduling and deployment: staff (physician, employees, and volunteers),
beds, and sites.

vi Succession and contingency planning, and

vii Coordination of triage and rationing decisions, ethics.

b. Coordination of patient flow:

i Answering patient questions, and
ii Receiving and directing patients.
¢. Communication

i Coordination with other levels of care, public health
ii Internal communication: status of pandemic, changes.

d., For hospitals and alternate cate sites:

i Pharmacy

[i Laboratory service

Iii Radiology

iv Supplies (clean/ sterile, as well as office)

v Health records

vi Information infrastructure management: telephones, email, hospital
information system, surveillance infrastructure

vii Food services

viii Laundry

ix Parking

X Security

xi Housekeeping

xii Disposal of waste (including handling and disposal of bichazardous waste)
xiii Facility management (ventilation, creation of isolation space, etc.)
xiv Ability to prepare bodies for burial / cremation, and store pending
transport.

B. Transportation a. Patients including assessment and provision of care to patients during
transport

b. Laboratory specimens

c. Waste

d. Dangerous goods (e.g., oxygen)
e. Staff,

C. Education a. Ability to educate health care professionals about

i Provincial emergency and pandemic preparedness

ii Individual preparedness (e.g. wills, stockpiling OTC meds, etc.)

iii Influenza and pandemic influenza

iv Self screening for influenza illness and for stress/ability to continue working
v Assessment, triage, management protocols (patient with and without co-
morbidities): within healthcare settings, within community / PHC settings (e.g.,
pharmacy, teletriage, schools)

vi Infection control and occupational health and safety.

b. Ability to educate the general public about

i About influenza including self care
ii Pandemic preparedness.

c. Ability to respond to questions about influenza and self care (phone, web, in
person)
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D. Infection a. Ability to screen staff for illness.
control/occupational b. Ability to identify staff who through other illness or burn out, need
health and safety assistantcye,frest. y gh ’

¢ Ability to develop surveillance programs

i For disease
ii For adverse events of immunization and therapy.

d. Ability to implement surveillance programs

i For disease
ii For adverse events of immunization and therapy.

e. Ability to monitor workplace and patient safety

ildentify hazards/ problems
ii Provide on-going education and training
iii Rectify hazards.
f. Provision of support for staff
i Psychosocial
ii Logistic (food, gas, care for pets, care for family).

E. Care for well persons a. Immunization

i Ability to screen for eligibility for immunization
1i Ability to obtain consent for immunization
iii Ability to prepare vaccine for injection
iv Ability to inject vaccine.
b. Prophylaxis

i Ability to screen persons for eligibility for antiviral prophylaxis

ii Ability to obtain consent for antiviral prophylaxis

iit Ability to prescribe antivirals for prevention of influenza

iv Ability to dispense antivirals for prevention of influenza (public health or
hospital supply).

E. Care for Ill patients a. Competencies Across Care Settings
i Taking a medical history
ii Examining the chest
iii Performing a complete physical exam
iv Interpreting the results of history, physical exam, chest x-ray, laboratory and
point of care testing
v Prescribing medication
vi Triaging patients to appropriate location: in community, to care location; in
ED to level of care
vii Deciding to refer patient for assessment by staff with greater competency
viii Discharging patient home or to another care setting
ix Deciding on palliative care/withdrawal of care
x Certification of death
xi Designing and implementing rehabilitation programs
xii Psychosocial support.

b. Supports Across Care Settings
i Activities of daily living
ii Delivery of food etc (community only)
ili Care for dependents (community only}.
¢, Technical skills by Care Setting:

i Community / PHC: measuring temperature, pulse, blood pressure, taking
blood, obtaining NP swabs, other cultures (e.g. skin swabs, urine), 02 sats

ii ED/ Acute Care/LTC: Community /PHC skills PLUS ECG, Chest x-ray,
performing IM injections, starting intravenous lines, maintaining intravenous
lines (site and tubing), setting up oxygen for administration; checking oxygen
administration sets, administering oral, inhaled, iv and IM medication,
suctioning non-intubated and trachea patients, insertion, maintenance of Foley
catheters

iii Critical Care: ED/ Acute Care/LTC skills PLUS intubation, ventilation,
central and arterial line insertion and maintenance, administration of
medication by continuous infusion, suctioning, ACLS, management of
inotropes and vasopressors, management of insulin infusions, management of
dialysis.
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Key Questions for Planners in a Competency-based Approach to
Health Human Resources

Part |

Provider Requirements

(i.e., how many providers are
required to ensure sufficient ‘flow” of
health care services to meet the needs

of the population?)

Key Questions

Population Size (demography)

Refers to the population size by age
and sex. Reflects the multiple
characteristics of individuals in the
population that create the demand for
curative as well as preventive health
services.

What is the population size of your geographic planning area?
What is the population breakdown by age and sex cohorts?

What proportion of your population routinely requires care that cannot
be provided in your local area {(e.g. in tertiary care centers outside of
your area)?

How geographically dispersed is your population, in particular is your
population at high risk of complicated illness, and who may have
trouble accessing care?

What impact does your geography have on your ability to provide
support at home for ill people?

Who is responsible for gathering this information?
Where would the information be available?

Health Status, Attack Rate, Morbidity
and Mortality Rates (epidemiology}

Refers to the health status including
attack rate by age and sex (i.e., burden
of disease). Collect the reportable
disease information from the public
health unit.

What are the available sources of information in your area concerning
up to date information about the likely number of cases of illness and
hospitalizations during pandemics of different degrees of severity?

How can you use this information for planning purposes?

How can you collect actual data during a pandemic fo assist in on-going
planning?

‘What are the available sources of information in your area concerning

up to date information about numbers of cases of reportable diseases?
(e.g., pandemic flu)?

How would you use this information for planning purposes (i.e., for
calculating the attack by age groups or planning areas in your
jurisdiction)?

Are there geo-mapping resources available to assist in deployment
planning?

Who would you ask?

Level of Service:

Required to cope with the burden of
disease and the other health service
needs not associated with the
influenza pandemic. It is important to
consider the distribution of patients
by care settings and the associated
intensity of care.

What is the expected distribution of patients across care settings (e.g.,
community elinies/PHC, ED/acute care hospital, ICUs)?

What is the most valid way of determining this distribution?

How many people will require supportive care at home (e.g. meals,
medication delivery)?

Who is the designated person responsible for coordinating the
organization of health care delivery in each care setting?

Whe is their back-up should they become ill during the pandemic?
Do you know the usual patient volumes by each of these same care
settings?

What information systems will be required?

Who will update them? And how often?

Competencies Required

Understanding the variety of
competencies (knowledge, skills and
judgement) that are required to offer
the required level of service in each
care setting.

Do you have the list of competencies necessary for the care of beth the
well and the ill in each of the care settings (i.e., community clinics/PHC,
EDfacute care hospital/ ICUs)?

With the distribution of influenza patients by care setting, and the list of
influenza care competencies by the same care settings, does this help
you to understand your planning targets?
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Key Questions for Planners in a Competency-based Approach to
Health Human Resources

Part I

Provider Supply
{i.e., how many providers are or

will be available to deliver health

care services to the population?)

Key Questions

Health Care Providers

Refers to the total number of
health care providers in the
jurisdiction. This includes all
health care professions and
providers who are currently
registered with a regulatory
college as well as those who are
not.

Do you know how many of each health care profession are available in your
jurisdiciion?

Can you get the number of those professionals in your jurisdiction from the
respective regulatory colleges?

What alternative sources of information could be utilized?

How reliable will that information be?

How will you update provider workforce information during a pandemic
influenza crisis?

Do you have the list of health care professions that have been matched with
the influenza care competencies?

Can the regulatory college(s) expedite registration of retired or inactive staff
or IMGs who would be qualified to provide influenza care?

Stock of Providers

Refers to the number of
registered health care providers
available to provide health care
services (also includes those who
left practice for retirement or
other reasons but remain
registered)

How will you engage local provider Ieadership to assist you in planning for
provider stock information?

What mechanism will you employ to update information during a crisis?
Who will coordinate this?

How many providers are training in your area, and in what professions?

How many licensed health care providers live or work in your area? Or
adjacent areas?

How many are retired or working outside their field but are willing and
available?

What are the influenza care competencies of your local providers?

How will you determine this?

Have you considered using a provider self-assessment tool?

Whose job will it be to engage providers?

Who will be responsible for gathering the self-assessment information?

Can you use that information to plan influenza competency training
sessions?

Who would run these training sessions?

Activity Rates

Refers to the number of hours
spent in the delivery of patient
care service (i.e.,, worked hours).

How will you maintain activity rate information during a pandemic
influenza crisis?

Whe will be responsible for gathering the information?
How many of your providers are working full time, part time or casual?

Where will you find the information? Have you engaged provider leaders in
pandemic planning?

Can you assume most providers will work full-time during a pandemic
crisis?

Participation Rates

Refers to the proportion of the
stock involved in the delivery of
patient care.

What percentage of your primary health care workforce is involved in direct
patient care?

What percentage of your EDfacute care hospital workforce is involved in
direct patient care?

How will you access this information before a pandemic influenza crisis?

What alternative sources of information can you employ during a pandemic
influenza crisis?

Can you use a provider self assessment tool to determine the level of
influenza care competencies among those not involved in direct patient care
(i.e., those in administration or research)?

Work and Productivity of
Providers

Refers to the average rate of

How many vaccines can a public health nurse administer, on average per
day?

How many possible influenza patients can be assessed each hour in a flu
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Provider Supply
{i.e., how many providers are or

will be available to deliver health

care services to the population?)

Key Questions

services per hour of work
delivered to people requiring
care.

assessment clinic with a particular range of providers?

How many people can a family physician assess per day (e.g., 40 per day
which is 5 per hour)?

How many prescriptions can pharmacist fill per day, in addition to
providing communication, education, and advocacy?

Who will coordinate human resource scheduling in your area? ICUs?
ER/Acute Care Hospitals? Community Clinies? ALC? Homecare?

How will you identify and prevent staff burnout?
How will you plan for critical skills shortages?
How will you identify staff for “up-skilling?”

Are there programs, policies or procedures that could be considered and put
in place before a pandemic crisis?

Competencies Supplied

The variety of competencies that
can be supplied by the available
stock of providers across care
settings. Different health care
providers, even within the same
profession, will have different
levels of competencies.

With the potential stock of providers in your area with the influenza care
competencies, and with estimates of productivity of these providers, can you
estimate the competencies that could be supplied in your area by care
setting?

How does this compare with the competencies required in your area by care
setting?

Give the range of professions that can provide the influenza care
competencies (see matching document described below); can you come up
with a plan to address the gap in competencies?

Chapter #8A: Health Human Resources Tools
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List of Controlled Acts

Under the Regulated Health Professions Act, the following controlled acts can only be
performed by members of specific professions.

1.

10.
11.

12,
13.

Communicating to the individual or his or her personal representative a diagnosis
identifying a disease or disorder as the cause of symptoms of the individual in
circumstances in which it is reasonably foreseeable that the individual or his or her
personal representative will rely on the diagnosis.

Performing a procedure on tissue below the dermis, below the surface of a mucous
membrane, in or below the surface of the cornea, or in or below the surfaces of the
teeth, including the scaling of teeth.

Setting or casting a fracture of a2 bone or a dislocation of a joint.

Moving the joints of the spine beyond the individual’s usual physiological range of
motion using a fast, low amplitude thrust.

Administering a substance by injection or inhalation,

Putting an instrument, hand or finger: beyond the external ear canal, beyond the point
in the nasal passages where they normally narrow, beyond the larynx, beyond the
opening of the urethra, beyond the labia majora, beyond the anal verge, or into an
artificial opening into the body.

Applying or ordering the application of a form of energy prescribed by the regulations
under this Act.

Prescribing, dispensing, selling or (1} of the compounding of a drug as defined in
subsection 117 Drug and Pharmacies Regulation Act, or supervising the part of a
pharmacy where such drugs are kept.

Prescribing or dispensing, for vision or eye problems, subnormal vision devices, contact
lenses or eye glasses other than simple magnifiers.

Prescribing a hearing aid for a hearing impaired person.

Fitting or dispensing a dental prosthesis, orthodontic or periodontal appliance or a
device used inside the mouth to protect teeth from abnormal functioning.

Managing labour or conducting the delivery of a baby.

Allergy challenge testing of a kind in which a positive result of the test is a significant
allergic response,

Chapter #8A: Health Human Resources Tools
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Influenza Care Competencies Self-Assessment:
How Can | Assist In An Influenza Pandemic?

The purpose of this self-assessment tool is to give health care providers an opportunity to
reflect on their own abilities and competencies in the context of the required influenza care
competencies. This will help health care providers judge how they may be of assistance in an
influenza pandemic.

The tool is comprised of two major components:

¢ PartI - a three-part assessment of personal abilities as they relate to the influenza care
competencies and professional/ personal circumstances.

* PartIl - an RHPA Controlled Act/ICCs Decision Tree which place influenza care
competencies within the regulatory context and provides an overview of key questions
and consequences in assessing abilities to assist in an influenza pandemic.

Individual circumstances will vary depending upon a health care provider’s profession,
practice setting and the nature of his/her professional practice. The assessment tool attempts
to be as inclusive as possible. There are no “right” or “wrong” answers; instead, it provides
an opportunity for health care providers to understand the skills and competencies needed
during an influenza pandemic and judge how best to be of assistance.
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Part I: Professional/Personal Circumstances - Part |

I Practice Setting

I'have clinical experience in the following practice settings:

A, Patient Care

I have clinical experience
Hospital

Neonatal ICU
Paeds ICU

Adult ICU
Stepdown unit
Ward

Emergency

Rehab

Palliative Care
Out-Patient Clinics
Other
Administration

Long-Term/Chronic Care
Chronic care hospital
Residential

Day care

Hospice

Community Clinicf
Private Office
In Home

B. Other health care settings
Public Health

Pharmacy

Laboratory

Rural/Isolated Areas

[ Yes
O Yes
[ Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
0O Yes

O Yes
O Yes
OYes
O Yes

O Yes
O Yes

O Yes
O Yes
O Yes
OYes

O No
[l No
O No
O No
O No
O Neo
O Ne
O No
O No
0O No
[ No

O Ne
O Ne
O Ne
O Ne

O Neo
O No

Chapter #8A: Health Human Resources Tools

O No
O No
O No
ONo

I am competent to practice in

O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
O Yes
[ Yes

O Yes
I Yes
O Yes
O Yes

O Yes
O Yes

O No
£ No
O No
O No
[ Ne
O No
O No
O No
[ No
O Ne
O No

O No
O No
O No
O Ne

O No
0 No
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il Influenza Care Competencies Assessment

Once you've identified your practice setting experience, consider the competencies you currently use or

previously have used. For example:

* If those competencies are Administrative/Supportive in nature, consider the competencies in

Domains 1, 2 and 4;

*  If those competencies are Education, Infection Prevention or Occupational Health and Safety in
nature, consider the competencies in Domains 2, 3 and 4.

*  If those competencies are direct patient care, consider the competencies in Domains 2, 4 and 5.

Alternatively, you might want to consider all the competencies regardless of your practice experience.

When you are thinking about the competencies, remember that the RHPA permits delegation of
controlled acts. Therefore, think about both what you are able to do, what could be delegated to you

during the crisis.

Influenza Care Competencies Domain #1: Administrative/Support

Competency Domain HaveI | If Yes to Q1, how long ago? If ‘Yes’ to previous | If ‘No' to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Qz Q3 Q4

A. Administrative/Support

a. ability to manage care site (care OYes | Olast2yrs By myself OYes

foric: ionmunzation elinic, ER, ONo | D25 years ago O Yes O No ONo

£15-10 years ago With a Team O Uncertain
O >10 years ago [ Yes O No

With supervision

O Yes O No

b. Co-ordination of Patient Care (all settings)

i. answering patient questions OYes | Olast2yrs By myself B Yes
O No O 2-5 years ago OYes ONo O No

O 5-10 years ago With a Team O Uncertain
O >10 years ago J Yes O No

With supervision

T Yes O No

ii. receiving and directing patients O Yes O last 2 yrs By myself O Yes

O No O 2-5 years ago [Yes ONo O No
0 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No
With supervision
O Yes £ No
¢ Assessinipf Staff competencies CYes | Olast2yrs By myself O Yes
needs matching ONo | 025 yearsago OYes ONo U Ne
0519 years ago With a Team O Uncertain
0O >10 years ago [ Yes O No
With supervision
O Yes O No
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Competency Domain HavelI | If Yesto Q1, how long ago? If "Yes’ to previous | If ‘No’ to 1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency o1 Q2 Q3 Q4

d. Scheduling and deployment of OYes | Olast2yrs By myself O Yes

staff, beds and sites 0 No {1 2-5 years ago O Yes ONo O No

[05-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No

With supervision

O Yes O No

e. for hospital alternate care sites (that is, for newly opened sites to care for patients who cannot care for themselves at home, but
for whom there is not enough space in hospitals) the following key departments will need to be functional. Think about your
ability to contribute to these departments.

i. Pharmacy {e.g., compounding OYes | Olast2yrs By myself OYes
and/or dispensing) ONo | O2-5years ago LYes ONeo ONo
0 5-10 years ago With a Team O Uncertain
O>10 years ago O Yes O No
With supervision
[ Yes [ No
ii. Laboratory services (e.g., OYes | Olast6 months By myself 0O Yes
{srocess_mg specimens, maintaining | [, | 0 6m- 2yrs ago Ol Yes O No O No
ab equipment, etc.) .
O 2-5 years ago With a Team £ Uncertain
01 5-10 years ago OYes ONo
0 >10 years ago With supervision
O Yes O No
iil. Radiology (e.g., ordering O Yes | Olast6 months By myself 0O Yes
and /or applying prescribed forms 0 No DO 6m- 2yrs ago O Yes ONo O No
of energy) .
O 2-5 years ago With a Team O Uncertain
O >5 years ago 3 Yes OO No
With supervision
O Yes O No
iv. Supplies (e.g., clean/sterile, as OYes | Olast2yrs By myself O Yes
well as office) 0 No [ 2-5 years ago O Yes ONo O Ne
[0 5-10 years ago With a Team O Uncertain
L1 >10 years ago O Yes 0 No
With supervision
O Yes O No
v, Health records BYes | Olast2yrs By myself O Yes
O No 0 2-5 years ago OYes ONo O No
0 5-10 years ago With a Team 0 Uncertain
010 years ago O Yes O No
With supervision
O Yes LI No
vi Security OYes | Olast2yrs By myself O Yes
0O No [J 2-5 years age O Yes [ No O No
0O 5-10 years ago With a Team I Uncertain
010 years ago O Yes O No
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Competency Domain Havel | If Yesto Q1, how long ago? If “Yes’ to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Q2 Q3 Q4

With supervision
0 Yes OO0 No

vii. Food services (consider O Yes Olast 2 yrs By myself O Yes

experience in providing food for ONo [12-5 years ago O Yes O No O No

large numbers, and knowledge of .

public health aspects of food O 5-10 years ago With a Team O Uncertain

preparation) O >10 years ago O Yes O No

With supervision
O Yes O No
viil. Hospital/commercial laundry | OYes | Olast2yrs By tmyself O Yes
[ No O 2-5 years ago [dYes T No [ No
O 5-10 years ago With a Team 0 Uncertain
3 >10 years ago O Yes O No
With supervision
O Yes O No
ix. Healthcare housekeeping O Yes O last 2 yrs By myself O Yes
O No L12-5 years ago O Yes ONo O No
0O 5-10 years ago With a Team O Uncertain
0O >10 years ago LI Yes O No
With supervision
O Yes O No
x. Ability to prepare bodies for OYes | Olast2yrs By miyself O Yes
burial / cremation 1 No 3 2-5 years ago O Yes O No O No
0 5-10 years ago With a Team O Uncertain
110 years ago O Yes O No
With supervision
O Yes Ll No

B. Transportation

i. Patients OYes | Olast1yrs Do you have By myself [1Yes
O No 0 >10 years ago appropriate O Yes O No O No

commercial
license? With a Team O Uncertain
I Yes O Yes ONo
O No With supervision
O Yes 00 No
ii. Laboratory specimens OYes § Olast2yrs Do you have By myself 1 Yes
I No [ 2-5 years ago appropriate HYes ONo O No
commercial
3 5-10 years ago license? With a Team O Uncertain
010 years ago O Yes [ Yes O No
0 No With supervision
O Yes O No

iii. Biohazardous waste O Yes O last 2 yrs Do you have By myself O Yes

O No O 2-5 years ago appropriate OYes [INo A No
commercial
01 5-10 years ago license? With a Team O Uncertain
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Competency Domain HaveI | If Yes to Q1, how long ago? If ‘Yes’ to previous | If No' to QL is
ever questions, [ feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency (o)1 Q Q3 Q4

B =10 years ago O Yes O Yes O No
O No With supervision
O Yes O No
iv. Dangerous goods (e.g. oxygen) O Yes O last 2 yrs Do you have By myself O Yes
[ No [0 2-5 years ago appropriate O Yes O No O No
commercial .
O5-10 years ago | license? With a Team O Uncertain
110 years ago O Yes O Yes O No
A No With supervision
[d Yes O No

Influenza Care Competencies Domain #2: Education

Competency Domain HaveI | If Yesto Q1, how long ago? If ‘Yes' to previous | If ‘No’ to QQ1, is
ever questions, I feel the necessary
done competent to education
i? perform those and/or training

activities: available?

Major Competency Q1 Q2 Q3 Q4

a. Ability to educate health care professionals about

i. Provincial emergency outbreak OYes | Cllast2yrs By myself O Yes

preparedness ONo | O02-5 years ago U Yes L No O No

U 5-10 years ago With a Team O Uncertain
3 >10 years ago 0 Yes [1 No
With supervision
O Yes O No
ii. Influenza and pandemic O Yes | Olast 6 months By myself O Yes
influenza ONo | O6m-2yrsago O Yes ONo O No
O 2-5 years ago With a Team O Uncertain
0O =5 years ago L Yes LI No
With supervision
[ Yes O No

ifi. Assessment, triage, management | OYes | [ current By myself O Yes

protocels (patient with and without ONo Ol tast 6 months O Yes O No ONo

con-morbidities) .

O 6m- 2yrs age With a Team [ Uncertain

[ 2-5 years ago U Yes O No

[ 5-10 years ago With supervision

O 10 years ago H Yes O No
iv. Infection control and OYes | O current By myself O Yes
occupational health & safety ONe | Olast6months O Yes O No O No

0 ém- 2yrs ago With a Team L1 Uncertain

0 2-5 years ago O Yes O No

0 5-10 years ago With supervision

OYes 00 No

[1:10 years ago
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Competency Domain Havel | If Yes to Ql, how long ago? If “Yes' to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Q2 Q3 Q4

b. Ability to educate the general public about

i. Ability to educate about OYes | Olast2yrs By myself OYes

influenza, including self-care ONo | O2-5 years ago OYes [ONo O No

[0 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No

With supervision

OYes {0 No

ii. Ability to respond to questions OYes | Olast2yrs By myself O Yes

about intluenza and self-care O No 0 2-5 years ago OYes O No O No

(phone, web, in person) .

[ 5-10 years ago With a Team O Uncertain
O>10 years ago O Yes O No

With supervision

O Yes O No

Influenza Care Competencies Domain #3: Infection Control/ occupational health/

surveillance
Competency Domain Have I | If Yes to Q1, how long ago? If “Yes’ to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training
activities: available?
Major Competency Q1 Q2 Q3 Q2
A. Ability to screen staff for illness.
a, Ability to screen staff for illness O Yes | Olast2yrs By myself [ Yes
O No | O 25 years ago 0 Yes O Neo O No
O 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No
With supervision
O Yes O No
B. Ability to develop and implement surveillance programme (design data forms/databases, coordinate data collection and
submission toe MOHLTC)
i. For disease O Yes | Olast2yrs By myself 0 Yes
O No O 2-5 years ago [0 Yes O No 0 No
1 5-10 years ago With a Team O Uncertain
O >10 years ago [3 Yes OJ No
With supervision
O Yes O No
ti. For adverse events of O Yes | Olast2yrs By myself O Yes
immunization and therapy O Ne | O 2-5yearsago O Yes O No O No
[ 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes LI No

With superxvision
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Competency Domain Havel | If Yes to Q1, how long ago? If “Yes’ to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Q2 QB 0

O Yes O No

C. Ability to monitor work place and patient safety related to risks from influenza.

1. Identify hazards/problems O Yes | O last2yrs By myself O Yes

(e.g, inappropriate use PPE, I No O 2-5 years ago O Yes 1 No O No

inadequately ventilated areas, staff s .

butn out, inadequate screening 0 5-10 years ago With a Team H Uncertain

practice) O >10 years ago O Yes O No
With supervision
O Yes O No
2. Provide on-going educationand | O Yes | O last2yrs By myself O Yes
training ONo | O 25 years ago O Yes [0 No O No
O 5-10 years ago With a Team 0 Uncertain
O >10 years ago O Yes O Neo
With supervision
O Yes O No
3. Rectify hazards O Yes | Olast2yrs By myself O Yes
O No | O 2-5 years ago O Yes O No O No
O 5-10 years ago With a Team B Uncertain
DO >10 years ago O Yes {1 No
With supervision
B Yes 0 No

Influenza Care Compete

ncies Domain #4: Care for Well Persons

Competency Domain Havel | If Yes to Q1, how long ago? If ‘Yes’ to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Q2 Q3 Q4

a. Immunization

i. Ability to screen for eligibility O Yes | Olast2yrs By myself O Yes

for immunization O No [ 2.5 years ago 1 Yes O No O No

0] 5-10 years ago With a Team O Uncertain
O >10 years age O Yes O No
With supervision
O Yes OO0 No
ii. Ability ta obtain consent for OYes | Olast2yrs By myself O Yes
immunization ONo | O25yearsage O Yes O No O No
O 5-10 years ago With a Team O Uncertain
0O >10 years ago O Yes [1 No
With supervision
O Yes O No
iii. Ability to dispense vaccine for | O Yes | [1last2yrs By myself [ Yes

Chapter #8A: Health Human Resources Tools

8A-15




Ontario Health Plan for an Influenza Pandemic July 2007

Competency Domain Havel | If Yes to QL how long ago? If “Yes’ to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those andfor training

activities: available?

Major Competency (9] 1 Q2 Q3 Q4

injection O No | O2-5years ago O Yes O No O Neo

O 5-10 years ago With a Team [ Uncertain
O >10 years ago O Yes O No

With supervision

0O Yes O No

iv. Ability to inject vaccine OYes | Olast5yrs By myself O Yes

O Neo O 5-10 years ago O Yes O No 0 No
0 >10 years ago With a Team O Uncertain
O Yes OO0 No
With supervision
[0 Yes O No

b. Prophylaxis

i. Ability to screen persons for O Yes | Olast2yrs By myself O Yes

eligibility for antiviral prophylaxis O No 0O 2-5 years ago O Yes [ No O No

O 5-10 years ago With a Team O Uncerfain
01 >10 years ago O Yes O No
With supervision
0O Yes O No
ii. Ability to prescribe antivirals OYes | Elast2yrs By myself O Yes
for prevention of influenza O No 0 2-5 years ago O Yes O No O No
0 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No
With supervision
O Yes O No
iii. Ability to dispgnse antivirals . OYes | Olast2yrs By myself O Yes
O 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No
With supervision
8 Yes O No

¢. Psychosocial support

Psychosocial support for staff O Yes | Olast2yrs By myself O Yes
O No O 2-5 years ago [J Yes [1 No O No

[ 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes I No

With supervision

O Yes O No
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Influenza Care Competencies Domain #5: Care for 1ll Patients

Competency Domain HaveI | If Yes to Q1, how long ago? If “Yes' to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent fo education
it? perform those andfor training

activities: available?

Major Competency Q1 Q2 Q3 Q4

A, Competencies to care for patients ill with influenza

Consider your competence to care for patients with influenza specifically, remembering that care plans will be available, but
also that patients may have co-morbidities and complications.

i. Taking a medical history B Yes | Olast2yrs By myself O Yes
0O No | O 2-5 years ago O Yes O No O No
O 5-10 years ago O Uncertain
0 >10 years ago
ii. Examining the chest OYes | Olast2yrs By myself O Yes
O No | O 2-5 years age O Yes O No O No
0 5-10 years ago O Uncertain
0 >10 years ago
ifi. Performing a complete medical | O Yes | O last2yrs By myself H Yes
exam, including ordering of tests ONo | O 25 years ago O Yes O No O Ne
0 5-10 years ago With supetvision O Uncertain
O >10 years ago O Yes O No
In some, but not
all care settings
0O Yes O No
iv. Interpret results of history, O Yes | Dlast2yrs By myself O Yes
{Jhysical exam, chest X-ray, and 0O No | O 25 yearsago O Yes O No O No
aboratory tests leadingtoa
diagnosis O 5-10 years ago With a Team O Uncertain
O >10 years ago [ Yes 11 No
With supervision
O Yes O0 No
In somme, but not
all care settings
DO Yes O No
v. Prescribing medication O Yes | Olast2yrs By myself O Yes
O No | O 2-5yearsago O Yes O No O Ne
O 5-10 years ago With supervision | O Uncertain
O >10 years ago O Yes ¥ No
vi. Triaging patients in the BYes | Olast2yrs By myself O Yes
community to care sites ONo | O2-5yearsago O Yes O No O No
O 5-10 years ago With supervision | O Uncertain
O >10 years ago O Yes 001 No
vii. Triaging patients in the OYes | Olast2yis By myself O Yes
emergency departmentiolevelsof | oo | pg2s years ago B Yes [ No O No
care [ 5-10 years ago With supervision O Uncertain
B >10 years ago O Yes O No
vi. Deciding to refer patient for O Yes | O last2yis By myself O Yes
assessment by staff with greater O No O 2-5 years ago O Yes O No O No
competency
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Competency Domain Havel | If Yes to Q1 how long ago? If Yes’ to previous | If ‘No" to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those andfor training

activities: available?

Major Competency Q1 Q2 Q3 Q4

O 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes O No
With supervision
O Yes O No
In some, but not
all care settings
[1 Yes O No
vii. Discharging patienthome orto | O Yes | O current By myself O Yes
angther care setting O No O last 2 yrs O Yes O No 0 No
O 2-5 years ago With a Team O Uncertain
O 5-10 years ago O Yes 00 No
O >10 years ago With supervision
O Yes 3 No
In some, but not
all care settings
O Yes [ No
viii. Deciding on palliative O Yes | O current O 5-10 years By myself O Yes
carefwithdrawal of care ONe | OlastZyrs agoe 1 Yes O No O No
0 2-5 years ago ang;m years With a Team I Uncertain
O Yes [0 No
ix. Designing and implementing OYes | Olast2yrs By myself O Yes
rehabilitation programs O No | 25 years ago O Yes [ No 0 No
O 5-10 years ago With a Team O Uncertain
O >10 years ago 0O Yes O Neo
With supervision
O Yes [1 No

x. Assistance with activities of O Yes | Olast2yrs By myself O Yes

dalylving e, feediog | ONo | D25 yeasago OYeONo | ONo

[prevention of pressure ulcers]) 0O 5-10 years ago With a Team O Uncertain

B >10 years ago O Yes L1 No
With supervision
[1 Yes O No

B. Support

i ﬁ}ssi?'tgnce with activ%ties of O Yes | O last2yrs By myself O Yes

personal hygless, skin exce ONo | 025 years ago O Yes O No 0 No

[prevention of pressure ulcers]} 0O 5-10 years ago With a Team O Uncertain

O >10 years ago O Yes 00 No
With supervision
O Yes O No

ii. Community support —shopping | O Yes | O last2yrs By myself O Yes

delivery of food, medication etc. O No | 2-5yearsage [ Yes O No O No

0O 5-10 years ago
0O >10 years ago

0O Uncertain
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Competency Domain HaveI | If Yes to Q1, how long ago? If ‘Yes’ to previous | If ‘No’ to Q1, is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Q2 Q3 (e

iii. Care for dependents O Yes | Olast2y1s By myself O Yes

{community only) O No | O 2-5yearsago O Yes [ Ne O No

[ 5-10 years ago With supervision | O Uncertain
0O >10 years ago O Yes [] No

C. Technical Skills

L. COMMUNITY/PRIMARY HEALTH CARE

i. Measure temperature O Yes | O last 10 yrs By myself O Yes
O Ne | O>10 years ago [ Yes [0 No O No

O Uncertain

ii. Take pulse O Yes | Olast 10 yrs By myself [ Yes

O Ne | O>10 years ago O Yes €1 No 0 No
O Uncertain

iii. Take blood pressure O Yes | O last10 yrs By myself  Yes

O No | O >10 years ago O Yes O No O No
O Uncertain

iv. Take venous blood samples O Yes | O current O 2-5 years By myself O Yes

H Ne | O6m-2yrsage age O Yes [ No O No
O >5 years O Uncertain
ago

v. Obtain nasal/NP swabs O] Yes | O last10 yrs By myself O Yes
O No | O>10 yeats ago O Yes O No 0O Ne

O Uncertain
vi. Obtain throat swabs O Yes | Olast10 yrs By myself O Yes
O Ne | O>10years ago O Yes O No O No
O Uncertain
vii. Obtain other cultures (e.g.,. O Yes | Olast10yrs By myself M Yes
skin swabs, urine) O No | O >10years ago O Yes O No 0O No
O Uncertain
viii. Order appropriate lab tests O Yes | O last2yrs By myself O Yes
O No | O 2-5 years ago O Yes [ No O No
O 5-10 years ago With a Team O Uncertain
O >10 years age 0O Yes 0 No
With supervision
O Yes OO No

ix. Measure 02 saturation O Yes | Elast 10 yrs By myself 0O Yes

O No | O >10 years ago 0O Yes OO0 No O No
With supervision O Uncertain
O Yes 00 No
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Competency Domain HaveI | If Yes to Q1, how long ago? If “Yes’ to previous | If ‘No" to QI is
ever questions, I feel the necessary
done competent to education
it? perform those and/or training

activities: available?

Major Competency Q1 Q2 Q3 Q4

[I. EMERGENCY DEPARTMENT/ACUTE CARE/LONG TERM CARE: Community/Primary Health Care Skills as above, plus:

i. Obtain ECG O Yes | last2yrs By myself O Yes
ONo | O 2-5yearsago O Yes O No O No
O 5-10 years ago With supervision O Uncertain
0 >10 years age O Yes O No
ii. Order Chest X-rays and CT O Yes | B last2yrs By myself O Yes
Seans O Ne | O 2-5 years ago O Yes O No O Neo
O 5-10 years ago With supervision | [0 Uncertain
O >10 years ago O Yes O No
iii. IM Injections O Yes | Olast10 yrs By myself O Yes
O No 0O >10 yeats ago O Yes O No O No
O Uncertain
iv. Starting intravenous lines O Yes | O current By myself O Yes
O No | O 6m- 2yrs ago O Yes O No O Ne
I 2-5 years ago With supervision | O Uncertain
O >5 years ago O Yes [1 No
v, Maintain intravenous line O Yes | Olast2yrs By myself 0O Yes
O Ne | O 2-5years ago O Yes O No O No
0 5-10 years ago With supervision | O Uncertain
01 >10 years ago [ Yes O No
vi, Setting up oxygen O Yes | O last2yrs By myself O Yes
O Ne | O 2-5 years ago O Yes 00 No O No
0 5-1¢ years ago With supervision | O Uncertain
0O >10 years ago O Yes [0 No
vii. Checking oxygen OYes | Olast2yrs By myself O Yes
administration setups ONo | O 2-5yearsago O Yes O No O No
O 5-10 years ago With supervision O Uncertain
11 >10 years ago O Yes O No
viii. Administer medications by O Yes | Olast2yrs By myself O Yes
inhalation O No | [T 2-5 years age O Yes OO No O No
O 5-10 years ago With a Team O Uncertain
0 >10 years ago O Yes O No
With supervision
L1 Yes L] No
ix._Administer medications by O Yes | Olast2yrs By myself O Yes
injection O No | O2-5 yearsago O Yes O No 0O Ne
O 5-10 years ago With a Team O Uncertain
DO >10 years ago O Yes O No
With supervision
O Yes O No
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Competency Domain Havel | If Yes to Q1, how long ago? If “Yes’ to previous | If ‘No" to 1, is
ever questions, I feel the necessary
done competent to education
it? perform those andfor training

activities: available?

Major Competency Q1 Q2 Q3 Q

X. Administer medications orally O Yes | Olast2yrs By myself O Yes
O No | EI2-5 years ago O Yes O No O Ne

O 5-10 years ago With a Team O Uncertain
0 >10 years ago O Yes O No

With supervision

O Yes O No

xi. Administer medications by IV OYes | Olast2yrs By myself [ Yes

O No | [0 2-5 years ago O Yes O No O No
O 5-10 years ago With a Team O Uncertain
O >10 years ago O Yes [ No
With supervision
O Yes O No
xii. Suctioning non-intubated O Yes | Olast2yrs By myself O Yes
patients O No | O2-5years ago H Yes OO No O No
O 5-10 years ago With supervision | [ Uncertain
O >10 years ago O Yes O No
xiii. Insertion, maintenance of O Yes | Olast2yrs By myself 0O Yes
Foley catheters O No | O 25 years ago O Yes 0 No 0 No
O 5-10 years ago With supervision | O Uncertain
O >10 years ago O Yes (1 No

IIL CRITICAL CARE: Emergency Department/Acute Care/Long Term Care and Community/Primary Health Care Skills as

above, plus:

i. Infubation [ Yes | O current 0 2-5 years By myself [ Yes
O No | O within 3 ago O Yes O No O No
manths O >5 years With supervision 0O Uncertain
O 3-6 months ago  28° 0 Yes [ No
O 6m-2 years ago
ii. Ventilation D Yes | O current O 2-5 years By myself O Yes
O No | O within3 ago O Yes O No £ Neo
months O >5 years With supervision O Uncertain
O 3-6 months age 289 3 Yes [ No
O 6m-2 years ago
iii.(a} Central line insertion O Yes | O current O 2-5 years By myself O Yes
O No | O within3 ago [ Yes O No O No
months 0O >5 years With supervision [l Uncertain
O 3-6 months age 289 1 Yes [1 No
O 6m-2 years ago
(b) Central line maintenance O Yes | O current [ 2-5 years By myself O Yes
ONo | O within3 ago O Yes O No O No
maonths 0 >5 years With supervision 1 Uncertain
[ 3-6 months ago  28° O Yes O No
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Competency Domain Havel | If Yes to Q1, how long ago? If ‘Yes’ to previous | If ‘No’ to QL, is
ever questions, [ feel the necessary
done competent to education
i®? perform those andfor training

activities: available?

Major Competency o)1 Q2 Q3 Q4

O 6m-2 years ago

iv.{a) Arterial line insertion 0O Yes | O current 0 2-5 years By myself 0O Yes

¥ No | O within 3 ago B Yes O No O Ne
months 0 >5 years With supervision | O Uncertain
01 3-6 months ago 280 O Yes O No
0O 6m-2 yeats ago

(b) Arterial line maintenance O Yes | O current O 2-5 years By myself O Yes

O No | O within3 ago O Yes O No O No
months O >5 years With supervision O Uncertain
O 3-6 months ago 5% O Yes O No
O 6m-2 years ago

v. Administration of medication by | O Yes | O current 0 2-5 years By myself O Yes

continuous infusion O No O within 3 ago O Yes O No o No

months O >5 years With supervision O Uncertain
O 3-6 months ago 359 0O Yes & No
[ 6m-2 years ago
vi. Suctioning DYes | Olast2yrs By myself O Yes
O No O 2-5 years ago B Yes O Neo O Neo
O 5-10 years ago With supervision O Uncertain
0O >10 years ago O Yes [0 Ne
vii. Advanced Cardiac Life Support | T Yes | O current O 2-5 years By myself O Yes
ACLS ONe | O within3 ago O Yes ONo 0 No
months 0 >5 years With supervision | [1 Uncertain
1 3-6 months ago  28° 1 Yes C1 No
0] 6m-2 years ago

viii. Management of inotropes and | O Yes | O current 0 2-5 years By myself 0 Yes

vasopressors ONo | [ within3 ago O Yes O No O Neo

months b >5 years With supervision [ Uncertain
O 3-6 months age 5% O Yes G No
O 6m-2 years ago

ix. Management of insulin O Yes | O current 0O 2-5 years By myself 0O Yes

infusions O No | U1 within3 ago T Yes O No O No

months 0 >5 years With supervision | O Uncertain
O 3-6 months ago  28¢ O Yes O No
0 6m-2 years ago
x. Management of dialysis O Yes | O current O 2-5 years By myself O Yes
ONo | O within3 ago O Yes O No [l No
months O >5 years With a Team O Uncertain
O 3-6 months ago  28° O Yes O No
O 6m-2 years ago With supervision
O Yes O No

Chapter #8A: Health Human Resources Tools

8A-22




Ontario Health Plan for an Influenza Pandemic July 2067

i Personal Circumstances
Have you given consideration to the following questions:

1. Do I work in a sector or for an employer that will allow me to be available to assist in a pandemic
situation?

2. Do I require family support because of dependent child or children, spouse or parent(s)?

3. Do I have plans to care for family members who may become ill during a pandemic?

4, Does my family have a personal home pandemic plan?

5. Does my employer offer any family support?

6. Have I discussed my participation with family members?
7. Do have Critical Illness Insurance?

8. Are my Will and Estate planning arrangements current?
9.  AmTIavailable to travel within the province?

10 How would I be able to travel to and from work? (Car? Public Transit? Air? Train? Bus?)

11. Dol have language skills, other than English, that would be helpful to health care delivery
during an influenza pandemic?
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Part Il: RHPA Controlled Act/ICC Assessment

RHPA Controlled Act/ICC Assessment

YES
n

Are there any terms and
conditions an my Certifi-

cate of Registration which
prevent me from perform-
ing these controlled acts?

Does my profession do any of the condrolled acts necessary for the Influenza Care Competencies (ICCg)?

NO
*

H

. 4

Do Thave the neces-
sary competency

1 (skill knowledge and
judgment) to perform.
these controlled acts?

YES

. Do | regularly
perform these

! 4
Dacts and 10Cs? B

| beremoved?

- [
Can the terms &
and conditions &

What training and/or
education is available to
m to acequire ICCs?

- Self-Instruction?
~Clinical?

- Theoretical?

: 4

1 Can 1 do Public
Domain activities

3

¥

Can i be trained
and /or educated to
perform any of the

controlled acts heces-
sary for ICCs?

What training and/or
education is available
me to acquire [CCs?

- Self-Instruction?

- Clinical?

~ Theoretical?

In what practice settings am I able to assist?

| - Hospitals - Laong-Term Care Facilities

ICUs ~ Retirernent Homes
Stepdown units - Community Clinics
Wards - Public Health

» Emergency ~ Hospice { -
Rehab - Pharmacy
Palliative Care ~ Laboratory
Out-Patient Clinic - Private Practice
Other - InHome
Administration - Rural/Isolated Areas

-

in practicing the ¥KCCs, do T feel competent o
perform these activities:

~ By myself?
- In a Team Setting?
- With Supervision?
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The Next Steps

As a general rule of thumb, the more “Yes” responses, the greater the ability to lend
assistance. For “No” responses, the self-assessment tool prompts you to consider
education/training possibilities to update your competency sets.

Once you have assessed your abilities and determined how best you can assist during an
influenza pandemic, consider what steps you can take to ensure that your assistance will be
utilized to the fullest:

* education upgrading?
* college/professional association notification?

* notify local health human resource planners?

For more information regarding Ontario’s Health Pandemic Influenza Plan visit
hitp:/ / www health.gov.on.ca/english/ providers emu/pan_flu/pan_flu mnhtm

]

For profession-specific planning information, check with your regulatory body and/ or
professional association.

Summary

Health care providers are encouraged to talk with their colleagues, employers, regulatory
colleges and the volunteer sector about the province’s pandemic planning process and to
discuss how they might contribute to both planning and the pandemic response. Providers
with influenza care competencies will be in great demand during a pandemic. Providers are
therefore encouraged to give thought to their own personal preparation and how they might
contribute their skills and competencies to the health care system during a pandemic.
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RHPA Profession / Influenza Care Competencies Matching

Domain Competencies

Profession

A, Administrative/ a. Management/leadership/innovation:

Support i. Ability to respond to crises, develop strategies

for response.

b. Care site management {(care clinic, immunization
clinic, ED, home care);
iii Organization, staffing, response to changing
situations for particular setting,
iv Assessment of staff competencies, and matching
to needs, and
v Scheduling and deployment: staff (physician,
employees, volunteers), beds, and sites
vi Succession and contingency planning, and

vii Coordination of triage and rationing decisions,
ethics.

¢. Coordination of patient flow:

i Answering patient questions, and
1i Receiving and directing patients.

d. Communication
i Coordination with other levels of care, public
health
ii Internal communication: status of pandemic,
changes.

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization,

e, For hospitals and alternate care sites:
i Pharmacy

Public domain activities; not regulated under
the RHPA; may require specific education,
training and authorization.

NOTE: Under the Drug and Pharmacies
Regulation Act non-hospital pharmacies must
be supervised by a Pharmacist; under that
RHPA .27 (2)8 “supervising the part of a
pharmacy were drugs are kept” is a controfled
act.

NOTE Dispensing and/or compounding must
be done by either a Physician or Pharmacist

ii Laboratory service
iii Radiology

Public domain activities; not regulated under
the RHPA; may require specific education,
training and authorization.

Will require Medical Laboratory
Technologists.

iv Supplies (clean/sterile, as well as office)

v Health records

vi Information infrastructure management:
telephones, email, hospital information system,
surveillance infrastructure

vii Food services

viii Laundry

ix Parking

x Security

xi Housekeeping

xii Disposal of waste {including handling and
disposal of bichazardous waste)

xiii Facility management (ventilation, creation of
isolation space, etc.)

xiv Ability to prepare bodies for burial/ cremation,
and store pending transport.

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

Chapter #8A: Health Human Resources Tools

8A-26




QOatario Health Plan for an Influenza Pandemic July 2007

Domain Competencies

Profession

B. Transportation a. Patients including assessment and provision of
care to patients during transport

b. Laboratory specimens

c. Waste

d. Dangerous goods (e.g., oxygen)
e, Staff.

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

C. Education a. Ability to educate health care professionals about

i Provincial emergency and pandemic
preparedness

ii Individual preparedness (g.g., wills, stockpiling
OTC meds, etc.)

iii Influenza and pandemic influenza

iv Self screening for influenza illness and for
stress/ ability to continue working

v Assessment, triage, management protocols
(patient with and without co-morbidities): within
healthcare settings, within community / PHC
settings (e.g., pharmacy, teletriage, schools)

vi Infection control and occupational health and
safety.

b. Ability to educate the general public about
i About influenza including self care
ii Pandemic preparedness.

c. Ability to respond to questions about influenza
and self care (phone, web, in person)

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

D. Infection a. Ability to screen staff for illness
control/occupational | |, Ability to identif 3
. y staff who through other illness
health and safety ot butn out, need assistancefrest
¢ Ability to develop surveillance programs:
i For disease
ii For adverse events of immunization and
therapy.
d. Ability to implement surveillance programs:
i For disease
ii For adverse events of immunization and

therapy.
e, Ability to monitor workplace and patient safety:

i Identify hazards/problems
ii Provide on-going education and training

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

iii Rectify hazards.
f. Provision of support for staff:
i Psychosocial
ii Logistic (food, gas, care for pets, care for family).
E. Care for well a. Immunization:
persons

i Ability to screen for eligibility for immunization
ii Ability to obtain consent for immunization

Public domain activities; Not regulated under
the RHP’A; may require specific education,
training and authorization.

iii Ability to prepare vaccine for injection

Physicians, pharmacists

iv Ability to inject vaccine.

Physicians, registered nurses (extended class),
dentists,

Authorized under order or regulation:
registered nurses (general class), registered
practical nurses, chiropody and podiatry
(injection only into feet), medical radiation
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Domain Competencies Profession
technologists, midwives {within scope),
respiratory therapists, advanced care
paramedics, critical care paramedics.
b. Prophylaxis: Public domain activities; Not regulated under
i Ability to screen persons for eligibility for the RHPA; may require specific education,
antiviral prophylaxis training and authorization.
ii Ability to obtain consent for antiviral
prophylaxis
:E fﬁiﬂ,:g to prescribe antivirals for prevention of Physicians, registered nurses.
iv Ability to dispense antivirals for prevention of Physicians, pharmacists.
influenza (public health or hospital supply). i 'P
F. Care for 11l a. Competencies Across Care Settings: Public domain activities; Not regulated under
patients i Taking a medical history the RHPA; may require specific education,
i Examining the chest training and authorization.

iii Performing a complete physical exam

Physicians, registered nurses (extended class).

iv Interpreting the results of history, physical
exam, chest x-ray, laboratory and point of care
testing

Physicians, registered nurses (extended class),
critical care paramedics.

v Prescribing medication

Physicians, registered nurses (extended class),
dentists (within scope).

vi Triaging patients to appropriate location: in
community, to care location; in ED to level of care
vii Deciding to refer patient for assessment by staff
with greater competency

Public domain activities; Not regulaied under
the RHPA; may require specific education,
training and authorization.

viii Discharging patient home or to another care
setting

Physicians, registered nurses {extended class}
- but not from hospital.

ix Deciding on palliative care / withdrawal of care.

Physicians, registered nurses (extended class).

xi Designing and implementing rehabilitation
programs
xii Psychosocial support.

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

b. Supports Across Care Settings:
i Activities of dai‘]{ living
ii Delivery of foo
iii Care for dependents (community only)

etc (community only)

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

¢. Technical skills by Care Setting:
i Community / PHC:

measure temperature
take pulse
take blood pressure

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

take venous blood samples

Physicians, registered nurses (extended class)

Authorized under order or regulation:
registered nurses (general class), registered
practical nurses, medical laboratory
technologists, medical radiation technologists,
midwives (within scope), respiratory
therapists.

obfain nasal, NP swabs

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

May be regarded by some as a “controlled
act”, especially if the taking of the swab
involves going “beyond the point in the nasal
passages where they normally narrow”:
RHPA, 5, 27(2)6.ii.

obtain throat swabs
obtain other cultures {e.g., skins swabs, urine)

Public domain activities; Not regulated under
the RHPA; may require specific education,
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Domain

Competencies

Profession

training and authorization.

order appropriate lab tests

Physicians, registered nurses {extended class),
dentists (within scope), midwives.

measure 02 saturation.

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

1l I/ Acute Care/ LTC: Community/ PHC skills
PLUS

obtain ECG

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

order chest X-rays and CT scans

Physicians, registered nurses (extended class).

IM injections

Physicians, dentists, registered nurses
(extended class), dentist

Authorized under order or regulation:
medical radiztion technologists, midwifery
{within scope), registered nurses (general
class), registered practical nurses, respiratory
therapists, advanced care paramedics, critical
care paramedics.

starting intravenous line

Physicians, registered nurses {extended class),
registered nurses (general class) dentists,
midwifery.

Authorized under order or regulation:
registered practical nurses, respiratory
therapists, advanced care paramedics, critical
care paramedics.

maintain intravenous line (site and tubing)

Physicians, registered nurses (extended class),
registered nurses (general class) dentists,
registered midwifes, respiratory therapists.

Authorized under order or regulation:
registered practical nurses, advanced care
paramedies, critical care paramedics.

setting up oxygen

Physicians, dentists, midwifes.

Authorized under order or regulation:
registered nurses (extended class), registered
nutse (general class), registered practical
nurses, respiratory therapists, advanced care
paramedics, critical care paramedics.

checking oxygen administration set-ups

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization,

administer medications by inhalation

Physicians, Dentists, Registered Nurses
(Extended Class), dentists.

Authorized under order or regulation:
Medical Radiation Technologists, Midwifery
(within scope), Registered Nurses {General
Class), Registered Practical Nurses,
Respiratory Therapists, Advanced Care
Paramedics, Critical Care Paramedics.

administer medications by injection

Physicians, dentists, registered nurses
(extended class).

Authorized under order or regulation:
medical radiation technologists, midwifery
(within scope), registered nurses (general
class), registered practical nurses, respiratory
therapists, advanced care paramedics, critical
care paramedics.
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Domain

Competencies

Profession

administer medications orally

Public domain activities; Not regulated under
the RHPA; may require specific education,
training and authorization.

Presupposes medication has been properly
prescribed, compounded and /or dispensed
(i.e., controlled acts).

administer medications by IV

Physicians, dentists, registered nurses
(extended class).

Authorized under order or regulation:
medical radiation technologists, midwifery
(within scope), registered nurse (general
class), registered practical nurses, respiratory
therapists, advanced care paramedics, critical
care paramedics.

suctioning non-intubated patients

Physicians, registered nurses (extended class),
respiratory therapists, physiotherapists,
dentists.

Authorized under order or regulation:
registered nurses (general class), registered
practical nurses, advanced care paramedics,
critical care paramedics,

insertion, maintenance of Foley catheters

Physicians, Registered Nurses (Extended
Class), Dentists, Midwives, (female patients
only).

Registered Nurses (General Class), Registered
Practical Nurses, Critical Care Paramedics.

ili Critical Care: ED/ Acute Care/LTC skills PLUS:

intubation

Physicians, Registered Nurses (Extended
Class), dentists.

Authorized under order or regulation:
Registered Nurses (General Class), Registerad
Practical Nurse, Respiratory Therapists,
Advanced Care Paramedics, Critical Care
Paramedics.

ventilation

Authorized under order or regulation:
Respiratory Therapists, Critical Care
Paramedic.

central line insertion

Physicians.

central line maintenance

Physicians registered nurses (extended class)
nurses.

Authorized under order or regulation:
registered nurse (general class), registered
practical nurse, respiratory therapists, critical
care paramedics.

arterial line insertion

Physicians.

Authotized under order or regulation:
Respiratory Therapists.

arterial line maintenance

Physicians registered nurses (extended class)
nurses.

Authorized under order or regulation:
registered nurse (general class), registered

practical nurse, respiratory therapists, critical
care paramedics.

administration of medication by continuous
infusion

Physicians, midwives,

Authorized under order or regulation:
Registered Nurses (Extended Class) Nurses
Registered Nurse (General Class), Registered
Practical Nurse, Respiratory Therapists,
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Domain Competencies Profession
Advanced Care faramedics, Critical Care
Paramedics.
suctioning Physician, Registered Nurses (Extended

Class), respiratory therapists, dentists,
midwives, Physiotherapists (tracheal
suctioning),

Authorized under order ot regulation:
Registered Nurses {General Class), Registered
Practical Nurses, Advanced Care Paramedics,
Critical Care Paramedics.

advanced cardiac life support

Physicians, registered nurses (extended class).

Authorized under order or regulation:
registered nurses (general class) respiratory
therapists, critical care paramedics.

management of inotropes and vasopressors

Physicians, advanced care paramedic, critical
care paramedic.

management of insulin infusions

Physicians.

Authorized under order or regulation:
Registered Nurse (General Class) with
ICU/Critical Care experience, Advanced Care
Paramedic, Critical Care Paramedic,

management of dialysis

Physicians, registered nurses (extended class).

Authorized under order or regulation:
registered nurses (general class), registered
practical nurses.
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Sample Framework for Using Competency Assessments to Plan
Team-based Care for Patients with Influenza

Role Competency  Potential for controlled acts Actvities Competencies required
Domain
Screener Support None -Direct patients to “flu” or “non-flu” Ability to maintain order
triage Ability to use PPE as appropriate
-Exclude visitors Language competencies an asset
-Ensure hand hygiene and PPE use
Triage (ED Triage None, except in crisis, when Triage patients to levels of care, assess  ED triage competencies
only) decision making care CTAS category d d di ; biliti
withdrawal of care for patients (advanced diagnosis capabilities)
arriving at ED might be made
by this role
Tele-triage Tele-triage None Triage patients, provide education Tele-triage competencies
{Telehealth
only)
ADL support  Support None Assists patients in domiciliary care Physical ability to assist patients
(do::nici].iary with basic hygiEl‘lE, activities of daily Ablhty to use PPE
livi
only) Vg . Ability to read English
Prepare bodies for morgue /funeral A
home Language competencies an asset
Ability to assess vital signs an asset
Assistant Assessment M injection, drawing blood, Support for assessment — has some or ~ As ADL, plus:
obtain other lab specimens, all of technical skills for care, and may  gome/all of technical skills for non-
administer meds, oxygen be able to take some/all elements of ICU/ resuscitate
therapy, iv/Foley catheter history
insertion and maintenance
Assessor Assessment  As assistant, plus: Takes history for flu patients, As assistant, but with ability to make
« dispense meds, examines chest, assesses patient status  diagnosis, order lab tests, recognize
o order lab tests within care plan, all technical skills for ~ impact of modifying factors and co-
+ Interpret tests (to some non-ICU setting morbidities, determine if patient “fits”
degree). Refers on appropriately within care in standard treatment algorithms
sefting
Critical care Assessment As assessor plus: Monitors, assesses patients with Ability to monitor patients requiring
assessor (ED some/ all ICU technical skills compromised ICU level care in the ED
only) emodynamic/ respiratory status in
ED
Primary Decision- As assessor, plus For uncomplicated flu patients and All of assessment competencies (except
decision- maker For uncomplicated patients those in clinic settings, decide on critical care), plus ability to diagnose,
maker with influenza: decide on disposition, prescribe medications, recommend treatment plan, prescribe
disposition, préscribe order non-care plan lab tests, change meds, discharge patient to another
medications, order non-care therapy location as long as patient has .
plan lab tests, change therapy &r:acrilr'?\phc?:ﬁd mﬂuep;a and /or while
g with supervision
Secondary Decision- As primary decision-maker, As decision-maker, but for acute care All of assessment competencies {except
decision maker plus: in-patients, and those in ED with critical care), plus ability to diagnose,
maker ; : significant co- recommencd treatment plan, prescribe
F licated patients, gr plan, p
dglc-ii{;n;ﬂ lc‘lzgposiiaorin s morbidities / complications meds for and discharge patient, for
prescribe medications, order patients with complicated influenza
non-care plan lab tests, change
therapy
Critical care Decision- All technical skills for critical Manages/ directs management of All of other assessment and decision
decision maker care atients in the ED with compromised ~ making competencies, plus the ability
maker (ED ll-)lernodynamic and respiratory status to diagnose and treat patients requiring
only) ICU level care
Rehab/ Support None To direct rehab programs and assess Ability to assess ADL capacity and
discharge domiciliary patients for suitability for home support
planning discharge to other care Ability to plan and deliver physical
locations/home rehab
Psychosocial ~ Support None To provide psychosocial support for Ability to provide psych/social support
support patients and families
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Volunteer Position Description Template

Volunteer Position Deseription Templatel

Position Title:

Location:

Purpose:

Risk Level:

Time Commitment:
# Hours:
Term:

Major Responsibilities:

Reports to:

Competencies required:

Orientation/ Training Required:

Screening Required:

Supervision and Evaluation:

Benefits:

Supporting Policies:

! This template is based on a compilation of the templates found in:

Volunteer Canada {2001) A Matter of Design: Job Design theory and application to the voluntary sector. Available at
http:/ / www.volunteer.ca/ volunteer / pdf/ MatterofDesignEng.pdf p.65.

Cooper Reva (2002) Risk Management by Position Design: A guide for community support organizations in Ontario
Volunteer Canada: Cttawa, Ontario. Available at: http:/ / www.volunteer.ca/volunteer/ pdf/RiskEng.pdf p.9.
Nonprofit Risk Management Center (2001) Staff Screening Tool Kit: Building a Strong Foundation Through Careful
Staffing Corporation for National Service: Washington, D.C. Available at:

http:/ / www.nationalserviceresources.org/ resources/ online_pubs/ program_management/ staff_screening_toolkit.
php?searchésearch_term=toolkité&m=all p.35.

Mason Ward, Tarra (2001} Resource Guide: Answers to the most frequently asked questions about volunteerism and the
services of Volunteer Victoria Volunteer Victoria: Victoria, British Columbia. Available at:

http:/ / www.islandnet.com/~volvic/_pdfs/programs_resguide.pdf p.94.
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Sample Volunteer Job Description

Position Title: Primary Screener

Location: Entrance to Hospital / Emergency Room

Purpose: To direct patients to the appropriate waiting rooms to be triaged

Risk Level: Low

Time Commitment:
# Hours: 8 hour shifts, 7-3, 3-11, 11-7
Term: Duration of the pandemic

Major Responsibilities:

Greet patients that enter the hospital site

Direct patients to the appropriate waiting area

Answer general patient questions

Instruct patients on the use of basic infection control procedures

Reports to: Security Manager

Competencies required:

Ability to deal with patients in a kind and compassionate manner

Ability to deal with patients who will be scared and/ or frustrated

Ability to communicate basic infection control procedures

Ability to respond to basic patient questions

Ability to direct patients to waiting rooms based on established medical protocols

Orientation/ Training Required:

Basic orientation to the layout of the hospital so as to be able to instruct patients to required facilities
Orientation on the medical directives established

Training on the basic infection control procedures

Screening Required:

Minimal

Application through central volunteer staffing organization
Reference check if time permits

Supervision and Evaluation:
This individual will be supervised by the security staff on duty at the hospital site

Triage nurses will provide feedback as to the approptiateness of the individuals use of the medical directives and
advice concerning which waiting rooms incoming patients should be directed to

Benefits:

Personal Protective Equipment

Access to prophylaxis/antivirals if available
Accident/HIness Coverage

Supporting Policies:
See policies on first assessments of influenza patients
See hospital health and safety policy
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Sample Request for Volunteers?

Agency: How Many Volunteers Needed:

Address: Work Location:

Contact Person: I Phone #: I Ext:

Contact Hours: I Email;

Title Of Volunteer Position(s) (If Possible Attach Job Descriptions):

Description Of Position (Tasks To Be Done):

Other Information:

Indicate Who Can Do This Job:

Volunteer Ages Gender Vehicle Required Does Your Facility Have:
Child (Up to 12 years) O Male O License Class Wheelchair Access O
Youth (13-18 years) O Female [1 Background Check

Adult (19-64 years) O Either O RequiredF] Public Transit Access O

Senior (65+ years) [

ICCs The Volunteer Needs To Do This Job:

Training:

Orientation:

Reimbursement For:

Other Benefits:

Indicate Who The Volunteer Will Work With (Complete where applicable):

Ages To Work With
Child (Up to 12 years) O
Youth (13-18 years) O
Adult (19-64 years) O
Senior (65+ years} O

People May Have
Mental Disability O
Emotional Disability [
Physical Disability (I
Influenza O

Relationship
Group O
Individual O
Both O

Volunteer Commitment Required (Actual Days/Hours / Duration Of Position):

: Adapted from Mason Ward, Resource Guide: Answers to the most frequently asked questions about volunteerism and the

services of Volunteer Victoria, p.104
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Sample Volunteer Application Form

First Name: Last Name: Please circle Mr. Ms.  etc

Languages please check fluency: Speak Write Both
English  French  Specify other

Address:

Phone:

Emergency Contact Information:

Name: Phone number: Relationship:
E-Mail:

What is the best method /time to contact you:

Availability:
o Day cEvening oWeekends

Length of time available:

Do you have any physical or mental conditions or other restrictions that could affect the kind of volunteering service
you can provide?

Current Job Responsibilities and Hours:

How will your volunteer work affect your family and work responsibilities:

* In the context of the pandemic you may want to include a question about whether volunteers will require child or
elder care in order to lend assistance

Previous Work Experience:

Special Competencies, Training, and Hobbies:

Previous Volunteer Experience:

Do you have your own transportation? cYes aNo
Liability insurance? oYes oNo
A valid driver's license? oYes oNo

How did your hear about the volunteer opportunities at our organization?

Signature: -+ Date:

* If you were using a central organization for screening your volunteers, you could ask the volunteers to select which
job description they were interested in and which ones they had the competencies for, you could also have the
central organization include a competency list based on the job descriptions which potential volunteers could check
off. They could then be matched to the appropriate job.

* If you were doing the screening yourself, it might be helpful to include a competency checklist based on the
necessaty competencies of the ﬁositions you are hoping to fill. You can then use this to determine which applicant
would be appropriate for which position.
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Directory of Ontario Volunteer Centres

ON - Central

Community Link North Simcoe Volunteer and
Information Connection

67 Fourth Street

Midland, L4R 359

tel: 705-528-6999

fax: 705-528-6990

www.corrgnmnmitylink.ca
volunteer@communitylink.ca

Volunteer Resource Centre for Durham Region
50 Richmond Street, Suite 116

Oshawa, L1G 7C7

tel: 905-436-2035

fax: 905-571-1460

www,volunteerdusham.org

Helpmate Community Information & Volunteer
Bureau

1 Atkinson Street, 4th Floor

Richmond Hill, 1.4C 0H5

tel: 905-884-3000 3839

fax: 905-884-4798

www.helpmate volnebmmp.net
helpmate@volnetmmp.net

ON - Eastern

Volunteer Bureau of Leeds and Grenville
42 George Street P.O. Box 1813
Brockville, K6V 6K8

tel: 613-342-7040

fax: 613-342-7831
www.volunteerfeedsgrenville.com
execdir@voluntesrleedsgrenville.com
Volunteer and Information Kingston
260 Brock Street, Suite 5, 2nd Floor
Kingston, K7L 154

tel: 613-542-8512

fax: 613-542-8216
www.volunteerkingston.ca
blandrv@volunteerkingston.ca
Bureau central des Bénévoles de la région de
Hawkesbury

331 McGill Street

Hawksbury, K6A 1P9

tel: 613-632-6901

fax: 613-632-7581

bebrh@enwl.igs.et

Volunteer Ottawa / Bénévoles Ottawa
402-2197 Riverside Drive

Ottawa, K1H 7X3

tel: 613-736-5266 226

fax: 613-736-5262
www.volunteergttawa.ca
Isilver@®volunteercttawa.ca

ON - Metro-Toronto

Information Markham and Volunteer Centre
101 Town Centre Boulevard

Markham, L3R 9W3

tel: 905-477-7000 6340
www.citv.markham.on.ca/infomark/InfoMark-
mainhim

inf@markham.ca
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Volunteer Centre of Peel
207-160 Traders Boulevard
Mississauga, 14Z 3K7

tel: 905-306-0668

fax: 905-306-8221
www.volunteerpeel.com
progserv@volunteerpeel.com
Volunteer Toronto

344 Bloor Street West, Suite 404
Toronto, MBS 3A7

tel: 416-961-6888

fax: 416-961-6859
www.volanteerioronto.on.ca
dgardner@ivolunteertoronto.on.ca

ON - North

Elliot Lake Volunteer Resource Centre
1 Waghington Crescent, Suite 108
Elliot Lake, P5A 2W9

tel: 705-848-1337

Fort Frances Volunteer Bureau

140 Fourth Street West, Suite 1

Fort Frances, P9A 3B8

tel: 807-274-9555

fax: 807-274-5456

haneykl3®yahoo.ca

Volunteer Centre of the Blue Sky Region
183 First Avenue West

North Bay, P1B 3BS

tel: 705-472-0200 22

fax: 705-472-1448
youthvolunieer@hbelinet.ca

Volunteer Sault Ste. Matrie

8 Albert Street East

Sault Ste. Marie, P6A 2Hs

tel: 705-949-6565

fax: 705-759-5899

www ssmunitedway.ca
linklatere@ssmunitedway.ca
Volunteer Sudbury/Bénévolat Sudbury
960 Notre Dame Avenue

Sudbury, P3A 2T4

tel: 705-561-8873

fax: 705-560-2767
www.volunteersudbury.com
office@volunteersudbury-com
Volunteer Thunder Bay

125 South Syndicate Avenue, Unit 13, Victoriaville
Mall

Thunder Bay, P7E 6H8

tel: 807-623-8272 225

fax: 807-622-6435
vwww.velunteerthunderbav.ca
info@volunicesthunderbay.ca
Volunteer Timmins

85 Pine Street South, Suite 07, Lower Concourse
Timmins, PAN 2K1

tel: 705-264-9765

fax: 705-264-9767
www.vplunieertimmins.com
timvol@vianet.on.ca
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ON - South-Western

Volunteer Halton

860 Harrington Court, Suite 209
Burlington, L7N 3N4

tel: 905-632-1975

fax: 905-632-0778
www.volunieerhalton.ca
acoburn@cdhalton.ca

Volunteer Cambridge

150 Main Street, 2nd Floor

Cambridge, N1R 6P9

tel: 519-623-0423

fax: 519-623-9298
www.oybinfocam.on.c
jaski®@cvbinfocam. on.ca

Volunteer Hamilton

627 Main Street East, Suite 206
Hamilton, L§M 1J5

tel: 905-523-4444

fax; 905-523-7465
www.volunteerhamilton.on.ca
christopher@volunteerhamilton.om.ca
Volunteer Centre of Guelph/Wellington
46 Cork Street East, Unit1

Guelph, N1H 2W§

tel: 866-693-3318

fax: 519-822-1389

www . voluntegrguelphwellington.on.ca
info@volunteerguelphwellington.on.ca

Chapter #8A: Health Human Resources Tools

Volunteer Connections

5017 Victoria Avenue

Niagara Falls, L2E 4C9

tel: 905-356-6580

fax: 905-356-3522
www.informationniagara.com
slaire@informationniagara.com
Volunteer Action Centre of Kitchener-Waterloo
and Area

151 Frederick Street, Suite 300
Kitchener, N2H 2M2

tel: 519-742-8610

fax: 519-742-0559
www.volunteerkw.ca

United Way of Windsor-Essex County Volunteer
Centre

300 Giles Boulevard East, Unit Al
Windsor, N9A 4C4

tel: 519-253-0000 11838

fax: 519-258-2346
www.weareunited.com
nadams@weareunited.com
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Reprinted with permission. North Dakota Healthcare Association

MUTUAL ASSISTANCE AGREEMENT

This Mutual Assistance Agreement is entered into by and among those hospitals
executing it, effective as to each hospital on the date of its execution. The North Dakota
Healthcare Association (NDHA) will advise each hospital executing this Agreement of
the identity of other hospitals which have executed the Agreement, and the names,
addresses and telephone numbers of each executing hospital’s Designated Representative.
Each executing hospital and the North Dakota Department of Health shall be a “party” to
this Agreement.

RECITALS
WHEREAS, hospital acknowledges that each party may from time to time find it
necessary to evacuate and transfer patients due to the occurrence of an external or internal
disaster; and

WHEREAS, the parties further acknowledge that each party may from time to
time lack the staff, equipment, supplies and other essential services to optimally meet the
needs of patients due to the occurrence of an external or internal disaster; and

WHEREAS, the parties recognize that certain of the equipment and supplies
which may be used in meeting the needs of patients during an internal or external disaster
were purchased through grant money provided by the Department; and

WHEREAS, the parties have determined that a Mutual Assistance Agreement,
developed prior to a sudden and immediate disaster is needed to facilitate communication
between and among the parties to coordinate the transfer of patients and the sharing of
staff, equipment, supplies and other essential services in the event of an external or
internal disaster;

NOW, THEREFORE, in consideration of the above recitals and for other good
and valuable considerations, the receipt and sufficiency of which are hereby
acknowledged, the parties agree as follows:

1. Definitions.
a. “Affected Hospital” is a party which is impacted by an External or Internal
Disaster and requests to transfer patients to another party, or requests the

assistance of another party.

b. “Assisting Hospital” is a party which is available upon request to receive
the transfer of patients from an Affected Hospital.




c. “Designated Representative” is the individual or position designated by
each party to communicate with another party and to determine the
distribution of information within their own healthcare organization in the
event of an External or Internal Disaster.

d. “External Disaster” means a disaster occurring or imminent in the
community surrounding a party. An External Disaster may affect the entire
facility or only a portion of the facility.

e. “Internal Disaster” means a disaster occurring within a party’s facility that
materially affects the party’s ability to provide patient care. An Internal
Disaster may affect the entire facility or only a portion of the facility.

f. “Lending Hospital” is a party which is available to provide staff,
equipment, supplies and/or other essential services to another party in the
event of an External or Internal Disaster. Each executing hospital
recognizes and agrees that, depending on circumstances, it may be an
Affected Hospital, an Assisting Hospital, or a Lending Hospital.

2. Identification of Designated Representative. Each party agrees to
provide to the NDHA and the Department the name and contact information of its
Designated Representative who will be available to perform the functions stated in the
definition above, and at least one back-up individual to serve as the Designated
Representative in the primary Designated Representative’s absence. The names and
contact information for the executing hospital’s Designated Representative and back-up
individual will be provided to each executing hospital by the NDHA.

3. Transfer of Patients. Each party is willing to accept patients transferred
by another party under the terms and conditions set forth in this Agreement.

4. Transfer Responsibilities of Affected Hospital. The parties agree that in
the event it becomes necessary to transfer patients from an Affected Hospital to an
Assisting Hospital, the Affected Hospital shall

a. Contact the Designated Representative at the Assisting Hospital as soon as
the Affected Hospital becomes aware of the need to transfer patients;

b. Comply with any limitations communicated to the Affected Hospital
regarding the numbers and types/acuity of patients that the Assisting
Hospital is able to accept;




5.

Triage all patients prior to transfer to verify that the types and acuity of
services required are within any limitations communicated to the Affected
Hospital regarding the numbers and types/acuity of patients that the
Assisting Hospital is able to accept;

Arrange for the transport of each patient to the Assisting Hospital, with
support of such medical personnel and equipment as is required by the
patient’s condition;

Deliver to the Assisting Hospital, with each patient transferred, to the
extent available, the patient’s medical records, or copies thereof, sufficient
to indicate the patient’s diagnoses, condition, and treatment provided and
planned;

Make available one or more physicians of the Affected Hospital to address
questions from the medical staff at the Assisting Hospital; and

If feasible, inventory the patient’s personal effects and valuables
transported to the Assisting Hospital with the patient. The Affected
Hospital shall deliver the inventory and the patient’s valuables to the
personnel transporting the patient, and receive a receipt for such items. The
Assisting Hospital shall, in turn, acknowledge and sign a receipt for the
valuables delivered to it.

Transfer Responsibilities of Assisting Hospital. The parties agree that in

accepting the transfer of patients from an Affected Hospital, an Assisting Hospital shall:

a.

Ensure that the Designated Representative is available twenty-four (24)
hours a day, seven (7) days a week to implement this Agreement and to
communicate with the Affected Hospital regarding the numbers and
types/acuity of patients who may be transferred.

Accept all transfers from the Affected Hospital that are within the
limitations communicated by the Designated Representative of the
Assisting Hospital. An Assisting Hospital shall not be obligated to accept
any patients which exceed its capacity or staffing, which shall be
determined in the Assisting Hospital’s sole discretion.

Record in the clinical records of each transferred patient notations of the
condition of the patient upon arrival at the Assisting Hospital.




d. If personal effects and valuables of the patient are transported with the
patient, check those items against the inventory prepared by the Affected
Hospital, and issue a receipt for such items as are received by the Assisting
Hospital to the personnel transporting the patient.

6. Return of Patients to Affected Hospital. Once the internal or external
disaster conditions that required the transfer have sufficiently resolved, and if medically
appropriate for each individual patient, an Assisting Hospital shall make arrangements to
transfer the patients back to the Affected Hospital as soon as practicable. Upon re-
transfer to the Affected Hospital, the Assisting Hospital will return any original medical
records, including x-ray films, transferred with the patient. The Assisting Hospital shall
also provide copies of medical records regarding all care provided to the patient by the
Assisting Hospital.

7. Discharge by Assisting Hospital. If a transferred patient is discharged by
an Assisting Hospital, the Assisting Hospital will return to the Affected Hospital any
original medical records, including x-ray films, transferred with the patient. If the
Affected Hospital is not then able to receive the returned medical records, the Assisting
Hospital will retain the records in its records department until requested by the Affected
Hospital.

8. Charges for Services. All charges for services provided at an Affected
Hospital or at an Assisting Hospital for patients transferred pursuant to this Agreement
shall be collected by the party providing such services directly from the patient, third
party payor or other source normally billed by the party. The parties agree to cooperate
with each other in billing and collecting for services furnished to patients pursuant to this
Agreement. The billing and collection of charges for transportation of the patient from
an Affected Hospital to an Assisting Hospital (and to return the patient to the Affected
Hospital) shall be the responsibility of the Affected Hospital.

9. Loans of Personnel. The parties agree that an Affected Hospital may, due
to an external or internal disaster, require the need for additional personnel from a
Lending Hospital. The Lending Hospital, in its sole discretion and consistent with
paragraph 24 below, will identify personnel that it can make available to the Affected
Hospital, the time periods during which the personnel are available, and the duration of
time the Lending Hospital anticipates it can continue to make such personnel available to
the Affected Hospital. If at any time the Lending Hospital determines the return of all or
some of its loaned personnel is necessary for the proper staffing of the Lending Hospital,
then upon notice to the Affected Hospital, the Lending Hospital may direct its personnel




to return to work at the Lending Hospital and such action shall not be a breach of this
Agreement.

10. Communication of Request for Personnel. A request for the loan of
personnel can be made verbally. The request, however, must be followed up in writing.
The Affected Hospital will identify to the Lending Hospital the following:

a. The type (including required competencies) and number of requested
personnel;

b. An estimate of how quickly the response is needed;

C. The location where such loaned personnel are to report; and

d. A brief description of how the loaned personnel will be used.

11. Identification of L.oaned Personnel. Arriving loaned personnel will
present their identification at the site designated by the Affected Hospital. The Affected
Hospital will be responsible for the following:

a. Meeting the arriving loaned personnel; and

b. Confirming the loaned personnel’s identification with the list of personnel
provided by the Lending Hospital.

12.  Supervision of L.oaned Personnel. The Affected Hospital’s Designated
Representative will identify where and to whom the loaned personnel are to report.
Professional staff of the Affected Hospital will supervise the loaned personnel.

13.  Credentials of Loaned Personnel. The Affected Hospital agrees to accept
the professional credentialing determination made by the Lending Hospital for those
services for which such personnel are credentialed or certified by the Lending Hospital.

14.  Return of Loaned Personnel. The Affected Hospital is responsible for

providing the loaned personnel transportation necessary for their return to the Lending
Hospital,

15.  Charges. The Affected Hospital will reimburse to Lending Hospital all
costs associated with the loaned personnel, including, without limitation, the wages and
benefits of such personnel for the period loaned. The Lending Hospital will furnish to the
Affected Hospital an invoice reflecting the costs, and upon request by the Affected Party




will provide information as necessary to reasonably verify the claimed costs. All charges
for patient care provided by loaned personnel will be billed by and shall be the property
of the Affected Hospital.

16. Loaning Supplies and/or Equipment. The parties agree that an Affected
Hospital may, due to an external or internal disaster, need the use of additional supplies
and equipment.

17. Communication of Request for Supplies and Equipment. A request for
supplies or the loan of equipment can be made verbally. The request, however, must be
followed up in writing. The Affected Hospital will identify the following:

a. The quantity and exact type of requested items;

b. An estimate of how quickly a response is needed;

c. Time period for which the supplies or equipment will be needed; and
d. Location to which the supplies or equipment should be delivered.

The Lending Hospital, in its sole discretion and consistent with paragraph 24 and subject
to paragraph 25 below, will identify which requests it can meet, how long it will take to
fulfill the request, and, in the case of loaned equipment, how long the equipment can be
made available to the Affected Hospital. If at any time the Lending Hospital determines
the return of all or some of the loan equipment is necessary for the proper operation of
the Lending Hospital, then upon request by notice to the Affected Hospital, the Affected
Hospital will return such equipment, and such request shall not be a breach of this
Agreement.

18. Documentation of Supplies and Equipment. The Affected Hospital will
use the Lending Hospital’s standard order requisition form as documentation of the
request and receipt of the materials. The Affected Hospital’s Designated Representative
will confirm the receipt of the material resources. The documentation will detail at least
the following:

a. The supplies and/or equipment involved; and
b. The condition of the equipment prior to the loan (if applicable).

19. Transportation of Supplies and Equipment. When feasible, the Affected
Hospital will be responsible for transporting the requested supplies and equipment. If the




Affected Hospital is unable to transport such supplies or equipment, the Lending Hospital
will arrange for shipping/transportation to and from the Affected Hospital. All expenses
of shipping/transport shall be the responsibility of the Affected Hospital.

20.  Responsibility for Supplies and Equipment. The Affected Hospital is
responsible for appropriate use and maintenance of all loaned supplies and equipment.

21.  Charges for Loaned Supplies and Equipment. The Affected Hospital
shall be responsible for all costs arising from the use, damage, or loss of requested
supplies and loaned equipment. Charges for equipment shall be at actual lease rate
prorated by the number of days of use, or by the fair market rental value of comparable
equipment, as chosen by the Lending Hospital. Charges for supplies will be at the
Lending Hospital’s costs.

22, Responsibility; Insurance. Each party shall be responsible for any and all
property damage or personal injury caused by the acts or omissions of its employees
acting within the scope of employment. Each party shall throughout the term of this
Agreement maintain comprehensive general liability insurance, workers compensation
insurance, property insurance and professional liability (malpractice) insurance to cover
their activities hereunder and upon request of another party shall provide to the other
party certificates evidencing the existence of such insurance coverage. Each party may at
its option satisfy its obligations under this section through self-insurance programs and
protections deemed by it to be comparable to the insurance coverage described herein,
and upon request, provide to the other party information showing that the self-insurance
programs offer such comparable protection.

23. Independent Relationship. None of the provisions of this Agreement are
intended to create nor shall be deemed or construed to create a partnership, joint venture
or any relationship between the parties other than that of independent entities contracting
with each other solely for the purpose of effecting the provisions of this Agreement.

24,  Affiliation With Other Facilities. Nothing in this Agreement shall be
construed as limiting the right of the parties to affiliate or contract with any other entity
operating a hospital or any other health care facility on either a limited or general basis
while this Agreement is in effect. Each party acknowledges that, in the event of a large
scale External Disaster, the ability of an Assisting Hospital to accept patients from the
Affected Hospital may be affected by its receipt of patients from other sources, including
direct admissions from the community and transfers of patients from other facilities, or
other factors. This Mutual Assistance Agreement is not intended to establish a preferred
status for patients of Affected Hospitals. All decisions regarding allocation of available
personnel, equipment and supplies will be made by the Assisting Hospital and/or the




Lending Hospital using its best judgment about its capabilities at the time and the needs
of its community.

25.  Authority of Department. All parties to this agreement recognize that
certain of the supplies and equipment available for use in any internal and external
disaster have been purchased through a grant administered by the Department. In the
event of an internal or external disaster requiring coordination at statewide level, as
determined by an appropriate representative designated by the Governor, the Department
may direct the distribution, utilization and location of use of any and all supplies and
equipment owned by any party to this Agreement, which supplies and equipment were
initially purchased with grant funds from the Department.

26. Effect of Agreement. The execution of this Agreement shall not give rise
to any liability or responsibility for failure to respond to any request for assistance, lack
of speed in answering such a request, inadequacy of equipment, or abilities of the
responding personnel.

27. Copy of Agreement. A conformed copy of this Agreement, with all
amendments, if any, together with a copy of any policies and procedures, referral forms
or other documents adopted by the parties to implement this Agreement shall be kept in
an administrative file of each of the parties for ready reference.

28. Modification of Agreement. This Agreement contains the entire
understanding of the parties and shall not be modified except by an instrument in writing
signed by the parties.

29. No Waiver. No waiver of a breach of any provision of this Agreement
shall be construed to be a waiver of any breach of any other provision of this Agreement
or of any succeeding breach of the same provision.

30. Governing Law. This Agreement, and the rights, obligations and remedies
of the parties hereto, shall be governed by and consirued in accordance with the laws of
the State of North Dakota.

31.  Access to Records. If this Agreement is subject to Section 952 of the
Omnibus Reconciliation Act of 1980, 42 U.S.C. § 1395-x (v)(1XI) (the “Statute”) and the
regulations promulgated thereunder, 42 C.F.R. Part 420, Subpart D (the “Regulations”),
the parties shall, until the expiration of four (4) years after furnishing of services pursuant
to this Agreement, make available, upon proper request, to the Secretary of Health and
Human Services and to the Comptroller General of the United States, or any of their duly
authorized representatives, the Agreement and the books, documents and records of the




parties that are necessary to certify the nature and extent of the cost of services furnished
pursuant to the Agreement for which payment may be made under the Medicare program.
If the Agreement is subject to the Statute and Regulations and any party carries out any of
the duties of the Agreement through a subcontract, with a value or cost of $10,000 or
more over a twelve (12) month period, with a related organization, that subcontract shall
contain a clause to the effect that until the expiration of four (4) years after the furnishing
of services pursuant to such subcontract, the related organization shall make available,
upon proper request, to the Secretary and the Comptroller General, or any of their duly
authorized representatives, the subcontract and the books, documents and records of such
related organization that are necessary to verify the nature and extent of such costs.

32. Termination of Agreement by Party. Any party may terminate its
participation in this Agreement by providing sixty (60) days written notice to the

President of NDHA. The NDHA will notify all other parties of said termination,

Date:

BY:
Its:

Identification of Designated Representatives:
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*%% THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE ***
*** FPIRST ANNUAL SESSION (P.L. 2008 CH. 12) **=*
**k ANNOTATIONS CURRENT THROUGH APRTI 14, 2008 *#%%*
TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS
N.J. Stat. § 26:13-1 (2008)
§ 26:13-1. Short title

This act shall be known and may be cited as the "Emergency Health Powers
Act."




¥x¥ THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE ***
*¥%% FIRST ANNUAL SESSION (P.L. 2008 CH. 12) ***
*¥%% ANNOTATICNS CURRENT THROUGH APRIL 14, 2008 ***

TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH PCOWERS

N.J. Stat. § 26:13-2 (2008)

§ 26:13-2, Definitions relative to emergency health powers

As used in this act:

"Biolegical agent" means any microorganism, virus, bacterium, rickettsiae,
fungus, toxin, infectious substance or biological product that may be naturally
occurring or engineered as a result of biotechnology, or any naturally occurring
or bicengineered component of any such microorganism, wvirus, bacterium,
rickettsiae, fungus, infectious substance or bioleogical product, capable of
causing death, disease, or other bioclogical malfunction in a human, an animal, a
plant, or another living organism.

"Bioterrorism" means the intentional use or threat of use of any biological
agent, to cause death, disease or other bioclogical malfunction in a human, ani-
mal, plant or other living organism, or degrade the quality and safety of the
food, alr or water supply.

"Chemical weapon® means a toxic chemical and its precursors, except where in-
tended for a lawful purpose as long as the type and guantity is consistent with
such a purpose. Chemical weapon includes, but is not limited to: nerve agents,
choking agents, blood agents and incapacitating agents.

"Commissioner" means the Commigsioner of Health and Senior Services, or the
commissioner's designee.

"Contagious disease" means an infectious disease that can be transmitted from
person to person.

"Department" means the Department of Health and Senior Services.

"Health care facility" means any non-federal institution, building or agency,
or porticon thereof whether public or private for profit or nonprofit that is
used, operated or designed to provide health services, medical or dental treat-
ment or nursing, rehabilitative or preventive care to any person. Health care
facility includes, but is not limited to: an ambulatory surgical facility, home
health agency, hospice, hospital, infirmary, intermediate care facility, dialy-
sis center, long-term care facility, medical assistance facility, mental health
center, paid and volunteer emergency medical services, ocutpatient facility, pub-
li¢ health center, rehabilitation facility, residential treatment facility,
skilled nursing facility and adult day care center. Health care facility alsc
includes, but is not limited to, the following related property when used for or
in connection with the foregoing: a laboratory, research facility, pharmacy,
laundry facility, health personnel training and leodging facility, patient, guest
and health personnel food service facility, and the portion of an office or of-
fice building used by persons engaged in health care professions or services.

"Health care provider" means any person or entity who provides health care
gservices including, but not limited to: a health care facility, bicanalytical
laboratory director, perfusionist, physician, physician assistant, pharmacist,
dentist, nurse, paramedic, respiratory care practitioner, medical or laboratory
technician, and ambulance and emergency medical workers.

"Infectious disease" means a disease caused by a living organism or other
pathogen, including a fungus, bacteria, parasite, protozoan, virus or prion. An




infectious disease may, or may not, be transmissible from person to persorl, ani-
mal to person, or insect to person.

"Isclation" means the physical separation and confinement of an individual or
groups of individuals who are infected or reascnably believed to be infected, on
the basis of signs, symptoms or laboratory analysis, with a contaglous or possgi-
bly contagious disease from non-isclated individuals, to prevent or limit the
transmission of the disease to non-isolated individuals.

"Local health agency" means a county, regional, municipal or other governmen-
tal agency organized for the purpose of providing health services, administered
by a full-time health officer and conducting a public health program pursuant to
law.

"Local Information Network and Communications System Agency" or " LINCS
agency” means the lead local public health agency in each county or identified
city, as designated and determined by the commissioner pursuant to section 21 of
this act, responsible for providing central planning, coordination and delivery
of specialized services within the designated county or city, in partnership
with the other local health agencies within that jurisdiction, in order to pre-
pare for and respond to acts of bioterrorism and other forms of terrorism or
other public health emergencies or threats, and to discharge the activities as
specified under this act.

"Microorganism" includes, but is not limited to, bacteria, wiruses, fungi,
rickettsiae, or protozoa.

"Nuclear or radiological device" means: any nuclear device which is an explo-
sive device designed to cause a nuclear yield; an explosive radiological disper-
sal device used directly or indirectly to spread radiocactive material; or a sim-
ple radioclogical dispersal device which is any act, container or any other de-
vice used to release radiological material for use as a weapon.

"Overlap agent or toxin" means: any microorganism or toxin that poses a risk
to both human and animal health and includes:

Anthrax -- Bacillus anthracis

Botulism -- Clostridium botulinum toxin, Botulinum neurotoxiansg, Botulinum
neurotoxin producing species of Clostridium

Plague -- Yersinia pestis

Tularemia -- Francisella tularensis

Viral Hemorrhagic Fevers -- Ebola, Marburg, Lassa, Machupo
Brucellosis- Brucellosis speciles

Glanders -- Burkholderia mallei

Melioidosis -- Burkholderia pseudomallei

Psittacosig -- Chlamydophila psittaci

Coccidiodomycosis -- Coccidiodes immitis

Q Fever -- Coxiella burnetii

Typhus Fever -- Rickettsia prowazekii

Viral Encephalitis -- VEE (Venezuelan equine encephalitis virus), EEE (East-
ern equine encephalitis), WEE {Western eguine encephalitis)

Toxins -- Ricinus communig, Clostridium perfringens, Staph. Aureus, Staphylo-
coccal enterotoxins, T-2 toxin, Shigatoxin

Nipah -- Nipah virus
Hantavirus -- Hantavirus

West Nile Fever -- West Nile wvirus

r




Hendra -- Hendra virus
Rift Valley Fever -- Rift vValley Fever virus
Highly Pathogenic Avian Influenza

*Public health emergency" means an occurrence or imminent threat of an occur-
rence that:

a. is caused or is reasonably believed to be caused by any of the following:
(1) bioterrorism or an accidental release of one or more biclogical agents; (2)
the appearance of a novel or previcusly controlled or eradicated biological
agent; (3) a natural disaster; (4) a chemical attack or accidental release of
toxic chemicals; or (5) a nuclear attack or nuclear accident; and

b. poses a high probability of any of the following harms: (1) a large number
of deaths, 1llness or injury in the affected population; {2) a large number of
serious or long-term impairments in the affected population; or (3) exposure to
a biclogical agent or chemical that poses a significant risk of substantial fu-
ture harm to a large number of people in the affected population.

"Quarantine" means the physical separation and confinement of an individual
or groups of individuals, who are or may have been exposed to a contagious or
possibly contagious digease and who do not show signs or symptoms of a conta-
gious disease, from non-quarantined individuals, to prevent or limit the trang-
migssion of the disease to non-quarantined individuals. *Toxin® means the toxic
material of plantsg, animals, microorganisms, viruses, fungi or infectious sub-
stances, or a recombinant molecule, whatever its origin or method of productioen,
including:

a. any poisonous substance or biological product that may be engineered as a
result of biotechnology or produced by a living organism; or

b. any polsonous isomer or biclogical product, homolog, or derivative of such
a substance.




*%* THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE ***
*** FIRST ANNUAL SESSION (P.L. 2008 CH. 12) ***
**% ANNOTATIONS CURRENT THROUGH APRIL 14, 2008 #***

TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-3 (2008)

§ 26:13-3. Declaration of public health emergency

a. The Governor, in consultation with the commissioner and the Director of
the State Office of Emergency Management, may declare a public health emergency.
In declaring a public health emergency, the Governor shall issue an order that
specifies:

(1) the nature of the public health emergency;
(2} the geographic area subject to the declaration:

(3) the conditicng that hawve brought about the public health emergency to the
extent known; and

{4) the expected duration of the state of public health emergency, if less
than 30 days. Such order may also prescribe necesgary actions or countermeasures
to protect the public's health.

b. Any public health emergency declared pursuant to this act shall be termi-
nated automatically after 30 days unless renewed by the Governor under the same
standards and procedures set forth in subsection a. of this section. .

¢. The commissioner shall coordinate all matters pertaining to the public
health response to a public health emergency, and shall have primary jurisdic-
tion, responsibility and authority for:

(1) planning and executing public health emergency assessment, prevention,
preparedness, response and recovery for the State;

(2) coordinating public health emergency response between State and local au-
thorities;

(3) collaborating with relevant federal government authorities, elected offi-
cials and relevant agencies of other states, private organizations or companies;

{4) coordinating recovery operations and prevention initiatives subseguent to
public health emergencies; and

{5) organizing public information activities regarding public health emer-
gency response operations.

All such activities shall be taken in cocordination with the State Office of
Emergency Management and shall be executed in accordance with the State Emer-
gency Operations Plan. The State 0ffice of Emergency Management shall provide
the commissioner with all reguired assistance.

d. In instances involving an overlap agent or toxin that causes or has the
potential to cause a public health emergency, 1f the Commissioner of Health and
Senior Services suspects or detects conditions that could potentially affect
animals, plants or crops under the jurisdicticn of the Department of Agriculture
pursuant to the provisiong of Title 4 of the Revised Statutes, he shall immedi-
ately notify the Secretary of Agriculture. If the Secretary of Agriculture sus-
pects or detects conditions that could potentially affect humans, he shall imme-
diately notify the commissioner. Information shared by each department shall be
held confidential by the departments and their employvees and their designees,
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and shall not be released without the approval of the department that was the
gource of the information.

e. To the fullest extent practicable, the commissioner ghall also promptly
notify the elected municipal officials and applicable health care facilities of
the jurisdiction affected by the public health emergency of the nature and ex-
tent of the emergency.

£. All orders of the commissioner shall remain in effect during the period of
the public health emergency until superseded by order of the Governor pursuant
to P.L. 1942, c. 251 {C. App.A:9-33 et seq.}. Upon the issuance of an order by
the Governor pursuant to P.L. 1942, c. 251, the commissioner shall coordinate
the public health emergency in accordance with the State Emergency Operations
Plan, Upon declaration of a disaster pursuant to P.L. 1942, ¢. 251, the Governor
may exercise the powers granted to the commigsioner pursuant to this act.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-4 (2008)

§ 26:13-4. Investigation of incident, imminent threat; reporting requirements

a. In order to detect the occurrence or imminent threat of an occurrence of a
public health emergency as defined in this act, the commissioner may take rea-
sonable steps to investigate any incident or imminent threat of any human dis-
ease or health condition. Such investigation may include, and the commissioner
may issue and enforce orders requiring, information from any health care pro-
vider or other person affected by, or having information related to, the inci-
dent or threat, inspections of buildings and conveyances and their contents,
laboratery analysis of samples collected during the course of such inspection,
and where the commissioner has reascnable grounds to believe a public health
emergency exists, requiring a physical examination or the provision of specimens
of body secretions, excretions, fluids and discharge for laboratory examination
cf any person suspected of having a disease or health condition that necessi-
tates an investigation under this subsection, except where such action would be
reasonably likely to lead to serious harm to the affected persocn.

In instances involving an overlap agent or toxin, the Department of Agricul-
ture shall be the lead agency with respect to surveillance, testing, sampling,
detection and investigation related to animals, plants or crops under the juris-
diction of the Department of Agriculture pursuant to the provisions of Title 4
of the Revised Statutes, and shall coordinate its activities with all appropri-
ate local, State and federal agencies.

b. A health care provider or medical examiner shall report to the department
and to the local health official all cases of persons who harbor or are sus-
pected of harboring any illness or health condition that may be reasconably be-
lieved to be potential causes of a public health emergency. Reportable illnesses
and health conditions include, but are not limited to, any illnesses or health
conditions identified by the commissioner.

¢. In addition to the foregoing requirements for health care providers, a
pharmacist shall, at the direction of the commissioner, report:

(1) an unusual increase in the number or type of prescriptions to treat con-
ditions that the commissioner identifies by regulation;

(2) an unusual increase in the number of prescriptions for antibiotics: and

{(3) any prescription identified by the commissioner that treats a disease
that is relatively uncommon or may be associated with terrorism.

d. The reports shall be made to such State and local officials in accordance
with the method and time frame as specified by the commissioner. The reports
shall include the specific illness or health condition that is the subject of
the report and a case number assigned to the report that is linked to the pa-
tient file in possession of the health care provider or medical examiner, along
with the name and address of the health care provider or medical examiner. Rased
on any such report, where the commissioner has reasonable grounds to believe
that a public health emergency existsg, the health care provider or medical exam-
iner shall provide a supplemental report including the following information:
the patient's name, date of birth, sex, race, occupation, current home and work




addresgses, including city and county, and relevant telephone contact numbers;
the name and address of the health care provider or medical examiner and of the
reporting individual, if different; designated emergency contact; and any other
information needed to locate the patient for follow-up.

e. The provisions of this gection shall not be deemed or construed to limit,
alter or impair in any way the authority of the Department of Environmental Pro-
tection pursuant to "The Radiation Accident Response Act," P.L. 1981, c. 302 (C.
26:2D-37 et seqg.}), or of the State Office of Emergency Management in the Divi-
gion of State Police, Department of Law and Public Safety. Any powers of inspec-
tion of buildings and conveyances for sources of radiation that are granted to
the commissioner shall only be exercised upon the concurrence of the Commis-
sioner of Environmental Protection.

f. The provisions of this section shall not be deemed or construed to limit,
alter or impair in any way the authority of the Department of Agriculture pursu-
ant to its jurisdiection under the laws and policies governing that department.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-5 (2008}

§ 26:13-5. Duties of commissioner relative to public health emergency

Where the commissioner has reasonable grounds to believe a public health
emergency exists, the commissioner shall: ascertain the existence of cases of an
illness or health condition that may be potential causes of a public health
emergency; investigate all such cases for sources of infection and ensure that
they are subject to proper control measures; and define the distribution of the
illness or health condition. To fulfill these duties, the commissioner shall
identify exposed individuals as follows:

a. The commissioner shall identify individuals thought to have been exposed
to an illness or health condition that may be a potential cause of a public
health emergency.

b. The commissicner shall counsel and interview such individuals where needed
to assist in the positive identification of exposed individuals and develocp in-
formation relating to the scurce and spread of the illness or health condition.
The information shall include the name and address, including city and county,
of any person from whom the illness or health condition may have been contracted
and te whom the illness or health condition may have spread.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-6 (2008}

§ 26:13-6. Emergency Health Care Provider Registry

The commissicner may establish a registry of health care workers, public
health workers and support services personnel who voluntarily consent to provide
health care, public health services and support logistics during a publie health
emergency. This registry shall be known as the Emergency Health Care Provider
Registry.

The commissicner may require training related to the provision of health
care, public health services and support services in an emergency or crigis as a
condition of registration.

a. The commisgsioner may issue identification cards to health care workers,
public health workers and support services personnel included in the registry
established under this section that:

(1} Identify the health care worker, public health worker or support services
personnel ;

{2) Indicate that the individual is registered as a New Jersey emergency
health care worker, public health worker or support services personnel;

{3) Identify the professional license or certification held by the individ-
ual; and

(4) TIdentify the individual's usual area of practice if that information is
available and the commissioner determines that it is appropriate to provide that
information.

b. The commissioner shall establish a form for identification cards issued
under this section.

¢. The commissioner may identify all or part of a health care facility or
other location as an emergency health care center. Upon the declaration of =z
public health emergency, an emergency health care center may be used for:

{1) Evaluation and referral of individuals affected by the emergency or cri-
sisg;

{2) Provision of health care services, including vaccination, mass prophy-
laxis, isolation and quarantine; and

{3) Preparation of patients for transportation.

The commissioner may direct designated LINCS agencies, or their successors,
and local public health authorities to identify emergency health care centers
under this subsection.

d. In the event the Governor declares a public health emergency, the commis-
sioner may direct health care workers, public health workers and support ser-
vices personnel registered under this section who are willing to provide health
care services on a voluntary basis to proceed to any place in this State where
health care services or public health services are required by reason of the
public health emergency.




e. An emergency health care worker, public health worker and support services
pergsonnel registered under this section may volunteer to perform health care or
public health services at any emergency health care center.

f. In the event the Governor declares a public health emergency, the commis-
sioner may waive health care facility medical staff privileging requirements for
individuals registered as emergency health care workers, and hospitals shall
permit registered emergency health care workers to exercise privileges at the
hospital for the duration of the public health emergency.

g. An emergency health care worker, public health worker and support services
personnel registered under this gection who provides health care services on a
voluntary basis shall not be liable for any c¢ivil damages as a result of the
person's acts or omissions in providing medical care or treatment related to the

public health emergency in good faith and in accordance with the provisions of
this act.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-7 (2008}

§ 26:13-7. Actions during state of public health emergency, coordination

During a state of public health emergency or in response to a public health
emergency:

a. The commissioner, State Medical Examiner and Commissioner of Environmental
Protection shall coordinate and consult with each other on the performance of
their respective functions regarding the safe disposition of human remains, to
devise and implement measures which may include, but are not limited to, the
following:

(1) To take actions or igsue and enforce orders to provide for the safe dis-
posgition of human remains as may be reasonable and necessary to respond to the
public health emergency. Such measures may include, but are not limited to, the
temporary masgs burial or other interment, cremation, disinterment, transporta-
tion and disposition of human remaing. To the extent possible, religious, cul-
tural, family, and individual beliefs of the deceased person or his family shall
be considered when determining disposition of any human remains;

(2) To determine whether there is a need to investigate any human deaths re-
lated to the public health emergency, and take such steps as may be appropriate
to enable the State Medical Examiner, or his designee, to take possession or
control of any human remains and perform an autopsy of the body under protocols
of the State Medical Examiner consistent with safety as the public¢ health emer-
gency may dictate;

(3} To direct or issue and enforce orders requiring any business or facility,
including but not limited to, a mortuary or funeral director, authorized to
hold, embalm, bury, cremate, inter, disinter, transport and dispose of human re-
maing under the laws of this State to accept any human remains or provide the
use of its business or facility if such actions are reasonable and necessary to
respond to the pubiic health emergency and are within the safety precaution ca-
pabilities of the business or facility; and

(4) To direct or issue and enforce orders requiring that every human remains
prior to disposition be clearly labeled with all available information to iden-
tify the decedent, which shall include the reguirement that any human remains of
a deceased person with a contagious disease shall have an external, clearly
vigible tag indicating that the human remaing are infected and, if known, the
contagious disease.

b. The person in charge of disposition of any human remains shall maintain a
written or electronic record of each human remains and all available information
to identify the decedent and the circumstances of death and disposition. If hu-
man remains cannot be identified prior to disposition, a person authorized by
the State Medical Examiner shall, to the extent possible, take fingerprints and
photographs of the human remains, obtain identifying dental information, and
collect a DNA specimen, under protocols of the State Medical Examiner consistent
with safety as the public health emergency may dictate. All information gathered
under this subsection shall be promptly forwarded to the State Medical Examiner
who shall forward relevant information to the commissioner.

¢. The commissioner and State Medical Examiner shall coordinate with the ap-
propriate law enforcement agencies in any case where human remains may consti-
tute evidence in a criminal investigation.




**% THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE **+*
*** FIRST ANNUAL SESSION (P.L. 2008 CH. 12} ***
*x% ANNOTATIONS CURRENT THROUGH APRIL 14, 2008 ***

TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-8 (2008)

§ 26:13-8. Powers of commissioner relative to facilities, property; hearing

During a state of public health emergency, the commissioner may exercise the
following powers over facilities or property:

a. Facilities. To close, direct and compel the evacuation of, or to decon-
taminate or cause to be decontaminated, any facility of which there is reason-
able cause to believe that it may endanger the public¢ health.

(1) Concurrent with or within 24 hours of decontamination or closure of a fa-
cility, the commissioner shall provide the facility with a written order notify-
ing the facility of:

{2) the premises designated for decontamination or closure;
{b) the date and time at which the decontamination or closure will commence:;

{c) a statement of the terms and conditions of the decontamination or clo-
sure;

{d) a statement of the basis upon which the decontamination or closure is
justified; and

(e} the availlability of a hearing to contest a closure order of a health care
facility, as provided in paragraph (2} of this subsection.

(2) A health care facility subject to a closure order pursuant to this sec-
tion may request a hearing in the Superior Court to contest the order.

Upon receliving a request for a hearing, the court shall fix a date for a
hearing. The hearing shall be held within 72 hours of receipt of the request by
the court, excluding Saturdays, Sundays and legal holidays. The court may pro-
ceed in a summary manner. At the hearing, the burden of proof shall be on the
commissioner to prove by a preponderance of the evidence that the health care
facility poses a threat to the public health and the closure order issued by the
commissioner is warranted to address the threat.

(3) If, upon a hearing, the court finds that the closure of the health care
facility is not warranted, the facility shall be released immediately from the
closure order and reopened.

(4} The manner in which the request for a hearing pursuant to this subsection
is filed and acted upon shall be in accordance with the Rules of Court.

b. Property. To decontaminate or cause to be decontaminated, or destroy, sub-
ject to the payment of reasonable costs as provided for in sections 24 and 25 of
this act, any material of which there is reasonable cause to believe that it may
endanger the public health.

¢. In instances involving an overlap agent or toxin that causes a public
health emergency, the department and the Department of Agriculture shall be re-
sponsgible for their roles under their respective jurisdictions.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-9 (2008}

§ 26:13-9, Powers of commissioner relative to health care, other facilities,
property, roads, public areas

During a state of public health emergency, the commissioner may exercise, for
gsuch period as the state of public health emergency exists, the following powers
concerning health care and other facilities, property, roads, or public areas:

a. Use of property and facilities. To procure, by condemnation or otherwise,
subject to the payment of reasonable costg as provided for in sections 24 and 25
of this act, construct, lease, transport, store, maintain, renovate or distrib-
ute property and facilities as may be reasonable and necessary to respond to the
public health emergency, with the right to take immediate possession thereof.
Such property and facilities include, but are not limited to, communication de-
vices, carriers, real estate, food and clothing. This authority shall alsce in-
¢lude the ability to accept and manage those goods and services donated for the
purpose of responding to a public health emergency. The autheority provided to
the commigsioner pursuant to this section shall not affect the existing author-
ity or emergency response of other State agencies.

b. Use of health care facilities.

(1) To require, subject to the payment of reasonable cosgts as provided for in
gections 24 and 25 of this act, .a health care facility to provide services or
the use of its facility if such services or use are reasonable and necessary to
regpond to the public health emergency, as a condition of licensure, authoriza-
tion or the ability to continue doing business in the State as a health care fa-
cility. After consultation with the management of the health care facility, the
commissioner may determine that the use of the facility may include transferring
the management and supervision of the facility to the commigsioner for a limited
or unlimited period of time, but shall not exceed the duration of the public
health emergency. In the event of such a transfer, the commissioner shall use
the existing management of the health care facility.

{2) Concurrent with or within 24 hours of the transfer of the management and
supervision of a health care facility, the commissioner shall provide the facil-
ity with a written order notifying the facility of:

(a} the premises designated for transfer;

(b} the date and time at which the transfer will commence;

(¢} a statement of the terms and condition of the transfer;

(d} a statement of the basis upon which the transfer is justifiéd; and

(e} the availability of a hearing to contest the order, as provided in para-
graph (3} of this subsection.

(3) A health care facility subject to an order to transfer management and su-
pervision to the commissioner pursuant to this section may request a hearing in
the Superior Court to contest the order.

{a) Upon receiving a request for a hearing, the court shall fix a date for a
hearing. The hearing shall be held within 72 hours of receipt of the request by
the court, excluding Saturdays, Sundays and legal holidays. The court may pro-
ceed in a summary manner. At the hearing, the burden of proof shall be on the




commigsioner to prove by a preponderance of the evidence that transfer of the
management and supervision of the health care facility is reasonable and neces-
sary to respond to the public health emergency and the order issued by the com-
misgsioner is warranted to address the need.

{b) If, upon a hearing, the court finds that the transfer of the management
and supervision of the health care facility is not warranted, the facility shall
be released immediately from the transfer order.

{c) The manner in which the request for a hearing pursuant to this subsection
ig filed and acted upon shall be in accordance with the Rules of Court.

{4) A health care facility which provides services or the use of its facility
or whose management or supervision 1s transferred to the commigsioner pursuant
to this subsection shall not be liable for any civil damages as a result of the
commissioner's acts or omissions in providing medical care or treatment or any
other services related to the public health emergency.

(5) For the duration of a state of public health emergency, the commissioner
shall confer with the Commissioner of Banking and Insurance to request that the
Department of Banking and Insurance walve regulations requiring compliance by a
health care provider or health care facility with a managed care plan's adminis-
trative protocols, including but not limited to, prior authorization and pre-
certification.

c¢. Control of property. To inspect, control, restrict, and regulate by ra-
tioning and using gquotas, prohibitions on shipments, allocation or other means,
the use, sale, dispensing, distribution or transportation of food, clothing and
other commodities, as may be reasonable and necessary to respond to the public
health emergency.

d. To identify areas that are or may be dangerous to the public health and to
recommend to the Governor and the Attorney General that movement of persons
within that area be restricted, if such action is reasonable and necessary to
respond to the public health emergency.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-10 (2008)

§ 26:13-10. Powers of commissioner relative to safe disposal of infectious waste

Notwithstanding the provisions of P.L. 1989, c. 34 (C. 13:1E-48.1 et seqg.) to
the contrary, during a state of public health emergency the commissioner may ex-~
ercigse in consultation with, and upon the concurrence of, the Commissioner of
Environmental Protection, for such period as the state of public health emer-
gency exists, the following powers regarding the safe disposal of infectious
waste including, but not limited to, regulated medical waste as defined under
P.L.1989, c¢.34.

a. To issue and enforce orders to provide for the safe disposal of infectious
waste as may be reasonable and necessary to respond to the public health emer-
gency. Such orders may include, but are not limited to, the collection, storage,
handling, destruction, treatment, transportation, and disposal of infectious
waste, including specific wastes generated in a home setting or in isclation or
gquarantine facilities.

b. To reguire any business or facility authorized to collect, store, handle,
destroy, treat, transport and dispose of infectious waste under the laws of this
State, and any landfill business or other such property, to accept infectious
waste, or provide services or the use of the busginess, facility or property if
such action is reasonable and necessary to respond to the public health emer-
gency, as a condition of licensure, authorization or the ability teo continue do-
ing business in the State as such a business or facility. The use of the busi-
ness, facility or property may include transferring the management and supervi-
sion of such business, facility or property to the department for a limited or
unlimited period of time, but shall not exceed the duration of the public health
emergency.

¢. To procure, by condemnation or otherwise, subject to the payment of rea-
sonable costs as provided for in sections 24 and 25 of this act, any business or
facility authorized to collect, store, handle, destroy, treat, transport and
dispose of infectious waste under the laws of this State and any landfill busi-
ness or other such property as may be reasonable and necessary to respond to the
public health emergency, with the right to take immediate possession thereof.

d. To require that all bags, boxes or other containers for infectious waste
shall be clearly identified as containing infectious waste, and if known, the
type of infectious waste.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. FEMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-11 (2008)

§ 26:13-11. Powers of commissioner relative to medicaticns, medical supplies:
rationing

a. During a state of public health emergency, the commissioner may purchase,
obtaln, store, distribute or take for priority redistribution any anti-toxins,
serumg, vaccines, immunizing agents, antibiotics and other pharmaceutical agents
or medical supplies as may be reasonable and necessary to respond to the public
health emergency, with the right to take immediate possession thereof.

b. If a state of public health emergency results in a Statewide or regiocnal
shortage or threatened shortage of any product under subsection a. of this sec-
tion, the commissioner may issue and enforce orders to control, restrict and
regulate by rationing and using quotas, prohibitions on shipments, allocation or
other means, the use, sale, dispensing, distributlon or transportation of the
relevant product necessary to protect the public health, safety and welfare of
the people of the State.

¢. In making rationing or other supply and distribution decigions, the com-
missioner may give preference to health care providers, disaster response per-
sonnel, mortuary staff and such other persons as the commissioner deems appro-
priate in order to respond to the public health emergency.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-12 (2008}
§ 26:13-12. Measures to prevent transmission, exposure
With respect to a declared state of public health emergency, the commissioner
may take all reasonable and necessary measures to prevent the transmission of

infectious disease or exposure to toxins or chemicals and apply proper controls
and treatment for infectious disease or exposure to toxins or chemicals.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-13 (2008)

§ 26:13-13. Orders to submit specimen for diagnostic purposes

a. During a state of public health emergency, the commissioner may issue and
enforce orders to any person tc submit a specimen for physical examinations or
tests as may be necegsary for the diagnosis or treatment of individuals to pre-
vent the spread of a contagious or possibly contagious disease, except where
such actions are reasonably likely to lead to serious harm to the affected per-
son, and to conduct an investigation as authorized under section 5 of this act.

b. Any person subject to an order fo submit a specimen or for physical exami-
nation may request a hearing in the Supericr Court to contest such order. The
commissioner shall provide notice of the right to contest the order. The court
may proceed in a summary manner. At the hearing, the burden of proof shall be on
the commigsioner to prove by a prepcnderance of the evidence that the person
poses a threat to the public health and that the order igssued by the commis-
sioner is warranted to address such threat.

¢. The commissioner may issue and enforce orders for the isolation or quaran-
tine, pursuant to section 15 of this act, of any person whose refusal of medical
examination or testing, or the inability to conduct such medical examination or
testing due to the reasonable likelihood of serious harm caused to the person
thereby, results in uncertainty regarding whether the person has been exposed to
or is infected with a contagious or possibly contagious disease or otherwise
poses a danger to public health.




*%* THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE ***
*** FIRST ANNUAL SESSICON (P.L. 2008 CH. 12) **~*
**% ANNOTATIONS CURRENT THROUGH APRIL 14, 2008 ***

TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-14 (2008)

§ 26:13-14. Powers of commissioner during public health emergency

During a state of public health emergency, the commissioner may exercise the
foilowing powers as necegsary to address the public health:

a. Require the vaccination of perscns as protecticn against infectious dis-
ease and to prevent the spread of a contagicus or possibly contagious disease,
except as provided in paragraph (3) of this subsection.

{1} Vaccination may be performed by any person authorized to do so under
State law.

{2} No vaccine shall be administered without obtaining the informed consent
of the person teo be vaccinated.

(3) To prevent the spread of a contagious or possibly contagious disease, the
commissioner may issue and enforce orders for the isolation or guarantine, pur-
suant to section 15 of thisg act, of persons who are unable or unwilling to un-
dergo vaccination pursuant to this section.

b. Require and specify in consultation with and upon the concurrence of the
Department of Environmental Protection and the State Office of Emergency Manage-
ment, the procedures for the decontamination of persons, personal property,
property and facilities exposed to or contaminated with biological agents,
chemical weapons or release of nuclear or radiological devices.

¢. Require, direct, provide, specify or arrange for the treatment of persons
exposed to or infected with disease.

(1) Treatment may be administered by any person authorized to do so under
State law.

(2) To prevent the spread of a contagious or possibly contagious disease, the
commissioner may issue and enforce orders for the isolation or guarantine, pur-
suant to section 15 of this act, of persons who are unable or unwilling for rea-
sons of health, religicn or conscience to undergo treatment pursuant to this
section.
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TITLE 26, HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH PQOWERS

N.J. Stat. § 26:13-15 {2008)

§ 26:13-15. Isolation, guarantine procedures

The following isolation and quarantine procedures shall be in effect during a
state of public health emergency:

a. The commissioner may exercise, for such period as the state of public
health emergency exists, the following emergency pPoOwers OVer persons:

(1) to designate, including an individual's home when appropriate, and estab-
lish and maintain sultable places of igolation and guarantine;

{(2) to igsue and enforce orders for the isolation or gquarantine of individu-
als subject to the procedures specified in this secticn; and

(3) to reguire isclation or quarantine of any person by the least restrictive
means necessary to protect the public health, subject to the other provisionsg of
this section. All reasonable means shall be taken to prevent the transmission of
infection among the igolated or quarantined individuals, as well as among the
personnel maintaining and caring for individuals in isolation or quarantine.

b. The following standards shall apply for quarantine or isclation.

{1) Persons shall be isolated or guarantined if it is determined by a prepon-
derance of the evidence that the person to be isolated or quarantined poses a
rigk of transmitting an infectious disease to others. A person's refusal to ac-
cept medical examination, vaccination, or treatment pursuant to section 13 or 14
of this act shall congtitute prima facie evidence that the person should be
guarantined or isolated.

(2) Isolation or guarantine of any person shall be terminated by the commis-
sioner when the person no longer poses a risk of transmitting an infectious dis-
ease to others.

c. (1) To the extent possible, the premises in which persons are isolated or
quarantined shall be maintained in a safe and hygienic manner, designed tc mini-
mize the likelihood of further transmisgsion of infection or other harm to per-
sons subject to isclation or quarantine. Adequate food, clothing, medication,
means of communication, other necesgsities and competent medical care shall be
provided.

{2) An isolated person shall be confined separately from a gquarantined per-
son, unless otherwise determined by the commissioner.

{3} The health status of isolated and quarantined persons shall be monitored
regularly to determine if their status should change. If a guarantined person
subsequently becomes infected or is reasonably believed to have become infected
with a contagicus or possibly contagious disease, the person shall promptly be
moved to isclatiomn.

d. (1) A person subject to isolation or quarantine shall obey the commis-
sioner's orders, shall not go beyond the isolation or guarantine premises, and
shall not put himgelf in contact with any person not subject to iseolation or
guarantine other than a physician or other health care provider, or person au-
thorized to enter the isolation or guarantine premises by the commissioner.




(2) No person, other than a person authorized by the commissioner, may enter
the isolation or quarantine premises. Any person entering an iscolation or quar-
antine premises may be isolated or quarantined.

e. (1) Except as provided in paragraph (4} of this subsection, the commis-
sioner shall petition the Superior Court for an order authorizing the isolation
or quarantine of a person or groups of persons.

(2) A petition pursuant to paragraph (1) of this subsection shall specify the
following:

(a) the identity of the person or group of persons, by name or shared charac-
teristics, subject to isolation or guarantine;

(b) the premises designated for isolation or guarantine;

(c) the date and time at which the commissioner requests isolation or cquaran-
tine to commence;

(d} the suspected contagious disease, if known;
(e} a statement of the terms and conditions of isoclation and quarantine;

(f} a statement of the basgis upon which isolation or quarantine is justified;
and

{g) a statement of what effort, if any, has been made to give notice of the
hearing to the person or group of persons to be isolated or gquarantined, or the
reason supporting the claim that notice should not be recuired.

{3) Except as provided in paragraph (4) of this subsection, before isoclating
or quarantining a persgon, the commissioner shall obtain a written order, which
may be an ex parte order, from the Superior Court authorizing such action. The
order shall be requested as part of a petition filed in compliance with para-
graphs {(1) and (2) of this subsection. The court shall grant an order upon find-
ing by a preponderance of the evidence that isolation or quarantine is warranted
pursuant to the provisionsg of this section. A copy of the authorizing order
shall be provided to the person ordered to be isclated or quarantined, along
with notification that the person has a right to a hearing pursuant to paragraph
{5) of this gubsection.

{4) Notwithstanding the provisions of paragraphs (1) through (3) of thig sub-
section to the contrary, the commissioner may issue a verbal order, to be fol-
lowed by a written order requiring the immediate, temporary isolation or quaran-
tine of a person or group of persons, including those persons who have entered
an isolation or quarantine premises, without first obtaining an order from the
court if the commissioner determines that any delay in the isolation or gquaran-
tine of the person would significantly jecopardize the ability to prevent or
limit the transmission of infectious or possibly infectious disease to others.
The commissioner's written order shall specify:

(a) the identity of the person or group of perscns, by name or shared charac-
teristics, subject to isolation or quarantine;

(b) the premises designated for isoclation or quarantine;

(¢) the date and time at which the isclation or quarantine commences;
(d) the suspected contagious disease, if known;

(e) a statement of the terms and conditions of isolation and quarantine;

(f) a statement of the basis upon which isolation or quarantine is justified;
and

(g) the availability of a hearing to contest the order.

The commissioner shall provide notice of the order for isolation or quaran-
tine upon the person or group of persons specified in the order. If the commis-
sioner determines that service of the notice required is impractical because of
the number of persons or geographical areas affected, or other good cause, the




commissioner shall ensure that the affected persons are fully informed of the
order using the best possible means available. A copy of the order shall also be
posted in a conspicuous place in the isolation or gquarantine premises.

Following the igsguance of the commissioner's order directing isolation or
gquarantine, the commigsioner shall file a petition pursuant to paragraphs (1)
through (3} of thisg subsection as soon as possible, but not later than 72 hours
thereafter.

(5) The court shall grant a hearing within 72 hours of the filing of a peti-
tion when a person has been isolated or gquarantined pursuant to paragraph (3) or
(4) of this subsection. In any proceedings brought for relief under this subsec-
tion, the court may extend the time for a hearing upon a showing by the commis-
sioner that extraordinary circumstances exist that justify the extension.

(6) The court may order consolidation of individual claims into a group of
claims where:

(a) the number of perscns involved or to be affected is so large as toe render
individual participation impractical;

(b} there are guestionsg of law or fact common to the individual claims or
rights to be determined;

{c} the group claims or rights to be determined are tvpical of the affected
individuals' claims or rights; and

{d} the entire group will be adequately represented in the consclidation,
giving due regard to the rights of affected individuals.

f. (1} Following a hearing as provided for in paragraph (5) of subsection e.
of this section, on or after a period of time of no less than 10 days but not
more than 21 days, as determined by the commissioner based on the generally rec-
ognized incubation period of the infectious disease warranting the isclation or
guarantine, a person isolated or quarantined pursuant to the provisions of this
section may request a court hearing to contest his continued isolation or quar-
antine. The court may proceed in a summary manner,

The hearing shall be held within 72 hours of receipt of the request, exclud-
ing Saturdays, Sundays and legal holidavs. A reguest for a hearing shall not act
to stay the order of isolation or quarantine. At the hearing, the commisgsioner
mugst show by a preponderance of the evidence that continuation of the isolaticn
Oor quarantine is warranted because the person poses a gsignificant risk of trans-
mitting a disease to others with serious consequences.

{2) A person isolated or quarantined pursuant to the provisions of this sec-
tion may regqguest at any time a hearing in the Superior Court for injunctive re-
lief regarding his treatment and the terms and conditions of the guarantine or
isolation. Upon receiving a request for either type of hearing described in this
paragraph, the court shall fix a date for a hearing. The court may proceed in a
summary manner. The hearing shall be held no later than 10 days after the re-
ceipt of the request by the court. A request for a hearing shall not act to stay
the order of isolation or quarantine.

{3) If, upon a hearing, the court finds that the isolation or quarantine of
the individual is not warranted under the provigions of this section, then the
persen shall be immediately released from isolation or quarantine. If the court
finds that the isolation or quarantine of the person is not in compliance with
the provisions of subsection ¢. of this section, the court may fashion remedies
appropriate to the circumstances of the state of public health emergency and in
keeping with the provisions of this section.

g. {1} The petitioner shall have the right to be represgented by counsel.

(2) The manner in which the request for a hearing under this section is filed
and acted upon shall be in accordance with the Rules of Court.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-16 {2008)

§ 26:13-16. Reinstatement of employment after igeolation, quarantine

a. Any person who has been placed in isolation or quarantine pursuant to an
order of the commissioner and who at the time of quarantine or isolation wag in
the employ of any public or private employer, other than a temporary position,
shall be reinstated to such employment or to a position of like seniority,
statug and pay, unless the employer's circumstances have so changed as to make
it imposgsible or unreasonable to do so, i1f the person:

{1) receives a certificate of completion of isolation or guarantine issued by
the department or the authorized local health department;

{2) is still qualified to perform the duties of such position; and

{3) makes application for reemployment within 90 days after being released
from isolation or quarantine.

b. If a public or private employer fails or refuses to comply with the provi-
sions of this section, the Superior Court may, upon the filing of a complaint by
the person entitled to the benefitg of this section, specifically require the
employer to comply with the provisions of this gection, and may, as an incident
thereto, order the employer to compensate the person for any loss of wages or
benefits suffered by reason of the emplover's unlawful action. A person claiming
to be entitled to the benefits of this section may appear and be represented by
counsel, or, upon application to the Attorney General, request that the Attorney
General appear and act on his behalf. If the Attorney General is reasonably sat-
igfied that the person so applying is entitled to the benefits, he shall appear
and act as attorney for the person in the amicable adjustment of the claim, or
in the filing of any complaint and the prosecution therecf. No fees or court
costs shall be assessed against a person so applying for the benefits under this
section. Attorney fees shall be awarded to the Attorney General or to the coun-
sel for a person entitled to benefits under this section, who prevails in the
proceeding.

c. The Attorney General may apply to the Superior Court and the court may
grant additional relief to persons placed in isolation or quarantine under sec-
tion 15 of this act, which relief may include, but is not limited to, relief
similar to that accorded to military personnel under P.L. 197%, c. 317 (C.
38:23C-1 et seqg.).
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-17 (2008}

§ 26:13-17. Access to medical information

With respect to a state of public health emergency:

a. Access to medical information of individuals who have participated in
medical testing, treatment, vaccination, isolation or quarantine programs or ef-
forts by the commissicner pursuant to this act shall be limited to those persons
having a legitimate need to acguire or use the information to:

(1) provide treatment to the individual who is the subject of the health in-
formation;

(2} conduct epidemiologic research;
(3) investigate the causes of the transmission;

(4) assist law enforcement agencies in the identification and location of
victims of the public health emergency; or

(5) provide payment by a responsible party for treatment or services ren-
dered.

b. Medical information held by the commissioner shall not be disclosed to
others without individual written, specific informed consent, except for disclo-
sures made:

{1) directly to the individual;
{2) to the individual's immediate family members or personal representative;
{3) to appropriate federal agencies or authorities pursuant to federal law;

{4} to local health departments assisting in the epidemiological investiga-
tion or disease containment countermeasures;

(5} to law enforcement agencies, including the State Medical Examiner, inves-
tigating the circumstances giving rise to the public health emergency, or in the
identification and location of victims of the public health emergency;

(6) pursuant to a court order to avert a clear danger to an individual or the
public health; or

(7) to identify a deceased individual or determine the manner or cause of
death.

¢. Strictly for the purposes of controlling and containing the public health
emergency, the commissioner may provide medical information to a health care fa-
cility about an employee who has participated in medical treatment or testing
which may impact upon the public health emergency. This information may include,
but is not limited to, medical testing, treatment, vaccination, isolation or
guarantine programs or effortes by the commigsion pursuant to this act when the
commissioner deems that the health care facility should be advised of such medi-
cal information in order to take actions necessary to protect the health and
well being of its patients, residents or other health care employees.

Nothing in this subsection shall be construed to allow for the release of
medical information that is not related to the public health emergency or is
protected under federal or State law.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-18 (2008)
§ 26:13-18. Emergency powers regarding health care personnel

During a state of public health emergency, the commissioner may exercise, for
guch period as the state of public health emergency exists, the following emer-
gency powers regarding health care personnel:

a. To require in-State health care providers to assist in the performance of
vaccination, treatment, examination or testing of any individual;

b. To appoint and prescribe the duties of such out-of-State emergency health
care providers as may be reasonable and necessary to respond to the public
health emergency, as provided in this subsection.

(1} The appointment of out-cf-State emergency health care providers may be
for such period of time as the commissioner deems appropriate, but shall not ex-
ceed the duration of the public health emergency. The commissioner may terminate
the out-of-State appointments at any time or for any reason if the termination
will not jeopardize the health, safety and welfare of the people of this State.

(2) The commigsioner may walve any State licensing requirements, permits,
fees, applicable orders, rules and regulationsg concerning professional practice
in this State by health care providers from other jurisdictions; and

¢. To authorize the State Medical Examiner, during the public health emer-
gency, to appoint and prescribe the duties of county medical examiners, regional
medical examiners, designated forensic pathologists, their assistants, out-of-
State medical examiners and others as may be required for the proper performance
of the duties of the office.

(1) The appointment of persons pursuant to this subsection may be for a lim-
ited or unlimited time, but shall not exceed the duration of the public health
emergency. The State Medical Examiner may terminate the out-of-State appoint-
ments at any time or for any reason.

(2) The State Medical Examiner may waive any licensing requirements, permits
or fees otherwise regquired for the performance of these duties, so long as the
appcinted emergency assistant medical examiner 1s competent to properly perform
the duties of the office. In addition, 1f from ancther jurisdicticn, the ap-
pointee ghall possess the licensing, permit or fee requirement for medical exam-
iners or assistant medical examiners in that jurisdiction.

d. (1) An in-State health care provider required to assist pursuant to sub-
section a. of this section and an out-of-State emergency health care provider
appointed pursuant to subsection b. of this section shall not be liable for any
civil damages as a result of the provider's acts or omissions in providing medi-
cal care or treatment related to the public health emergency in good faith and
in accordance with the provisions of this act.

(2) An in-State health care provider required to assist pursuant to subsec-
tion a. of thig section and an out-ocf-State emergency health care provider ap-
pointed pursuant to subsection b. of this section shall not be liable for any
civil damages as a result of the provider's acts or omissions in undertaking
public health preparedness activities, which activities shall include but not be
limited to pre-event planning, drills and other public health preparedness ef-
forts, in good faith and in accordance with the provisions of this act.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-19 (2008}

§ 26:13-19. Definitions relative to, and immunity from liability

a. As used in this section:
"Tnjury" means death, injury to a person or damage to or loss of property.

"Public entity" includes the State, and any county, municipality, district,
public authority, public agency, and any other political subdivision or public
body in the State. Public entity also includes any foreign governmental body,
which is acting in this State under the authority of this act.

"State" means the State and any office, department, division, bureau, board,
commission or agency of the State.

b. (1) A public entity and the agents, officers, employees, servants or rep-
resentatives of a public entity, including volunteers, shall not be liable for
an injury caused by any act or omission in connection with a public health emer-
gency, or preparatory activities, that is within the scope of the authority
granted under this act, including any order, rule or regulation adopted pursuant
thereto. An agent, officer, employee, servant, representative or volunteer is
not immune under this section, however, for an injury that results from an act
that is outside the scope of the authority granted by this act or for conduct
that constitutes a crime, actual fraud, actual malice, gross negligence or will-
ful misconduct.

{2) A public entity or agent, officer, employee, servant or representative or
volunteer, shall not be liable for an injury arising out of property of any kind
that is donated or acguired according to the provisions of this or any other act
for use in connection with a public¢ health emergency. An agent, officer, em-
ployee, servant, representative or volunteer is not immune under this secticn,
however, for an injury that results from an act that is cutside the scope of the
authority granted by this act or for conduct that constitutes a crime, actual
fraud, actual malice, gross negligence or willful misconduct.

c. (1) A person or private entity who:

(a) owns, manages or controlg property that is used in connection with a pub-
lic health emergency shall net be liable for an injury with respect to the prop-
erty, unless the injury is a result of gross negligence or willful misconduct.
The immunity applies whether the person or entity owning, managing or control-
ling the property permits the use of the property voluntarily, with or without
compensation, or the State or another public entity exercises the condemnation
powers in this or any other act with respect to the use of the property;

{b} i1s acting in the performance of a contract with a public entity in con-
nection with a public health emergency shall not be liable for an injury caused
by the person or entity's negligence in the course of performing the contract,
unless the injury is a result of gross negligence or willful misconduct; and

{c} in connection with a public health emergency, renders assistance or ad-
vice to a public entity or public employee or donates goods and services shall
not be liabie for an injury arising out of the person or entity's assistance,
advice or services, or agsociated with the donated goods, unless the injury is a
result of gross negligence or willful misconduct.




{2} A person or private entity and the employees of the entity shall not be
liable for an injury caused by any act or omission in connection with a public
health emergency, or preparatory activities, provided that the action of the
person or entity is undertaken pursuant to the exercise of the authority pro-
vided pursuant tec this act, including any order, rule or regulation adopted pur-
suant thereto. A person, entity or emplovee of the entity is not immune under
this section, however, for an injury that results from an act that is outside
the scope of the authority granted by this act or for conduct that constitutes a
c¢rime, actual fraud, actual malice, gross negligence or willful misconduct.

{3} The immunities established under this subsection shall not apply to a

person or private entity whose act or omission caused or contributed to the pub-
lic health emergency.

(4} As used in thisg subsection, "private entity" includes, but is not limited
to, a health care provider.

d. The immunities established under this section shall be liberally construed
to carry out the purposes of this act and shall apply to all public health pre-
paredness activities, including pre-event planning, drills or other public
health preparedness efforts. The immunities are in addition to, and shall not
limit or abregate in any way, other statutory immunities, common law immunities,
statutory conditions on maintaining a lawsuit such as the notice provisions of
the "New Jersey Tort Claimg Act," N.J.S5.59:1-1 et seq., or other defenses avail-

able to those who participate in regponding to, or preparing for, a public
health emergency.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-20 (2008}

§ 26:13-20. Protective action relative to radioclogical emergency, conditions

The commissioner may authorize any school, health care facility, child care
center or youth camp to provide potassium iodide ag a supplemental protective
action during a radiological emergency to residents, staff members, minors or
other persons present in such facility, if:

a. prior written permission has been obtained from each resident or represen-
tative of a resident, staff member, or parent or guardian of a minor for provid-
ing the potassium iodlide; and

b. each person providing permigsion has been advised, in writing: (1) that
the ingestion of potassium iodide is voluntary only, {(2) about the contraindica-

tions of taking potassium iodide and (3) about the potential side effects of
taking potassium iodide.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-21 (2008)

§ 26:13-21. LINCS agencies to gserve as planning, coordinating agency for local
government entity

a. In order to assist the department with comprehensive Statewide planning
and coordination of all activities related to public health preparedness, LINCS
agencies shall, at the direction of the commissioner, serve as the planning and
coordinating agency for all municipalities and local health agencies within the
county or city, as applicable.

b. The commissioner, either directly or through the LINCS agenciesg, sghall co-
ordinate the activities of all local health agencies in the county with regard
to public health protection related to preparing for and responding to public
health emergencies. The LINCS agency shall notify each local health agency in
its jurisdiction of the nature and extent of the emergency, except that nothing
in this subsection shall be construed to prevent the commissioner from notifying
a local health agency directly.

c. The LINCS agency and all other lccal health agencies within the county
shall be subject to the direction and authority of the commissioner, and shall
perform such activities as are directed by the commissioner, in accordance with
the provigions of this act.

d. The LINCS agencies shall be responsible for performing human disease sur-
veillance, terrorism response and public health emergency response-related ac-
tivities in such a manner as the commissioner may direct, and for reporting to
the commissioner on the conduct of these activities as performed in the county
or city, as applicable.

e. The commisgioner may utilize the LINCS agencies to disseminate such infor-
mation to the other local health agencies in the county, and to collect such in-
formation from those agencies, as the commissioner deems necessary; and the
LINCS agencies shall transmit the information to the commissioner or the other
local health agenciegs as directed by the commissioner.

f. The commissioner is authorized to use available federal funds received by
the State to offset the costs incurred by LINCS agencies in implementing the
provisions of this act, and shall reimburse local health agencies, subject to

the approval of the State Treasurer and in accordance with the provisions of
this act.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-22 (2008)

§ 26:13-22. Definitions relative to biological agents, Biological Agent Registry

a. As used in this section:
"Biological Agent" means:

(1) any select agent that is a microorganism, virusg, bacterium, fungus,
rickettsia or toxin listed in Appendix A of Part 72 of Title 42 of the Code of
Federal Regulations;

{2) any genetically medified microcorganism or genetic element from an organ-
ism listed in Appendix A of Part 72 of Title 42 of the Code of Federal Regula-
tiong, shown to produce or encode for a factor associated with a disease;

(3) any genetically modified microorganism or genetic element that contains
nucleic acid sequences coding for any of the toxins listed in Appendix A of Part
72 of Title 42 of the Code of Federal Regulations, or their toxic subunits;

(4) high consequence livestock pathogens and toxins as determined by the U.S.
Department of Agriculture and the New Jersgsey Department of Agriculture;

(5) any agents defined pursuant to R.S. 4:5-107 et seq. and N.J.A.C. 2:6-1.1
et seqg. and the Secretary of Agriculture;

(6) any other agent as determined by the commissioner to represent a signifi-
cant rigsk to human and animal health.

"Possess or maintain" includes, but is not limited teo, any of the following:
development, production, acquisition, transfer, receipt, stockpiling, retenticn,
ownership or use of a biological agent.

"Registry" means the Biological Agent Registry established pursuant to this
section.

b. The commigsioner, in coordination with the Secretary of Agriculture, shall
establish a Biological Agent Registry and administer a program for the registra-
tion of biological agents. The registry shall identify the biological agents
possessed or maintained by any person in this State and shall contain such other

information as required by regulation of the commissioner pursuant to this sec-
tion.

c. A person who possegses or maintains any biclogical agent required to be
registered under this section shall report the information to the department by
submitting a duplicate of the form required under Part 331 of Title 7, Part 121
of Title 9, and Parts 72 and 73 of Title 42 of the Code of Federal Regulations.
Formg submitted pursuant to these provisions shall not be reproduced by photo-
graphic, electronic or other means, and shall be stored in a manner that is both
confidential and secure.

d. Except as otherwise provided in this section, information prepared for or
maintained in the registry shall be confidential.

(1) The commisgicner may, in accordance with rules adopted by the commis-
sioner, utilize information contained in the registry for the purpose of con-
ducting or aiding in a communicable disease investigation.




{2) The commissioner shall cooperate, and may share information contained in
the registry, with the United States Centers for Digease Control and Prevention,
the Department of Homeland Security, the New Jersey Department of Agriculture,
and State and federal law enforcement agencies pursuant to a communicable dis-
eage investigation commenced or conducted by the department, the New Jersey Do-
mestic Security Preparedness Task Force established pursuant to P.L. 2001, c.
246 (C.App. A:9-64 et seq.), or other State or federal law enforcement agency
having investigatory authority, or in connection with any investigation involv-
ing the release, theft or loss of a registered biological agent. Access to this
information shall terminate upon the completion of the investigation.

{3) Release of information from the registry as authorized under this secticn
shall not render the information released or information prepared for or main-
tained in the registry a public or government record under P.L. 1963, c. 73 (C.
47:1A-1 et seqg.) and P.L. 2001, c. 404 (C. 47:1A-5 et al.).

e. Any person who willfully or knowingly wviolates any provision of this sec-
tion igs liable for a penalty not to exceed $ 10,000 per day of the viclation,
and each day the viclation continues shall constitute a separate and distinct
violation. A penalty imposed under this section may be recovered with costs in a
summary proceeding before the Superior Court pursuant to the "Penalty Enforce-
ment Law of 1999," P.L. 1999, c¢. 274 (C. 2A:58-10 et seqg.).

f. The commissioner shall adopt rules and regulations pursuant to the "Admin-
istrative Procedure Act,™ P.L. 1968, c. 410 (C. 52:14B-1 et seqg.) that are con-
gsistent with Part 331 of Title 7, Part 121 of Title 9, and Parts 72 and 73 of
Title 42 of the Code of Federal Regulations, to carry out the purposes of this
section; except that, notwithstanding any provigion of P.L. 1968, c¢. 410 to the
contrary, the commissioner may adopt, immediately upon filing with the Office of
Administrative Law, such regulations as he deems necessary to implement the pro-
visions of this section, which shall be effective for a period not to exceed six
months and thereafter be amended, adopted or readopted by the commissioner in
accordance with the requirements of P.L. 1968, c. 410.

The regulations shall include, but not be limited to:

(1) a list of the biological agents required to be registered pursuant to
this section;

{2} designation of the persons required to make reports, the specific infor-
mation required to be reported, time limits for reporting, the form of the re-
ports, and the person to whom the report shall be submitted;

(3) provisions for the release of information in the registry to State and
federal law enforcement agencies, the Centers for Disease Control and Preven-
tion, the Department of Homeland Security and the New Jersey Department of Agri-
culture pursuant to paragraph (2) of subsection d. of this section;

(4) establishment of a system of safeguards that regquires a person who pos-
sesses or maintains a biological agent regquired to be registered under this sec-
tion to comply with the federal standards that apply to a person registered to
possess or maintain the agent under federal law;

(5} establishment of a process for a person that possesses or maintains a
registered bicological agent to alert appropriate authorities of unauthorized
possession or attempted possession of a registered biological agent, and desgig-
nation of appropriate authorities for receipt of the alerts; and

(6) establishment of c¢riteria and procedures for the commissioner to grant
exemptions to the requirements if it is determined that the public benefit of
such exemption outweighs the need for regulation.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. 8§ 26:13-23 (2008}

§ 26:13-23. New Jersey Vaccine Education and Prioritization Plan

a. The commissioner shall develop and implement a New Jersey Vaccine Educa-
tion and Prioritization Plan, as provided in subsection b. of this section, when
the commisgioner determines that: (1} an emergent condition exists and there is
clear evidence that adverse and avoidable health outcomes from a preventable and
acute communicable disease are expected to affect ldentifiable categories of
high-risk individuals throughout the State; and (2) in order to protect or treat
guch individuals, assistance with the administration of vaccine is warranted due
to a vaccine shortage.

b. To protect the public health during a vaccine shortage, the commissioner
shall issue an order to implement a New Jersey Vaccine Education and Prioritiza-
tion Plan, which shall comprise:

{1l) procedures for the assessment of available vaccine Statewide:

{2) procedures for the distribution and administration of vaccines that shall
apply to physicians, nurses, health care facilities, pharmacies and others that
dispense wvaccines. The procedures shall include, but not be limited to, a defi-
nition of high-risk groups for priority protection or treatment in the event a
vaccine shortage is imminent or existent; and

(3) procedures for: (a}) mobilizing public and private health resources to as-
gsist in vaccine distribution and administration; and

(b) reallocating available supplies of vaccine to most effectively meet the
needs of the State's high-risk groups, if necessary.

c. As used in this section, "vaccine" includes vaccines, immune products and
chemoprophylactic and treatment medications.

d. A person who willfully or knowingly violates the New Jersey Vaccine Educa-
tion and Prioritization Plan or any procedures contained therein shall be liable
for a c¢ivil penalty of $ 500 for each viclation. The penalty shall be sued for
and collected by the commissioner in a summary proceeding before the Superior
Court pursuant to the "Penalty Enforcement Law of 1999," P.L. 1999, <. 274 (C.
2A:58-10 et seq.).

e. The commissicner shall notify the appropriate professional or occupational
licensing board or licensing authority, in the case of a facility, of repeated
violations of the procedures by a health care professional or licensed facility.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-24 (2008)

§ 26:13-24. State Public Health Emergency Claim Reimbursement Board

a. There is hereby established in the Department of Health and Senior Ser-
vices a State Public Health Emergency Claim Reimbursement Board. The board shall
include the following members: the Commissioner of Health and Senior Services,
who shall be the presiding officer, the Attorney General, the Adjutant General
of the Department of Military and Veterans' Affairs, the State Director of Emer-
gency Management, the Secretary of Agriculture, the Commissioner of Banking and
Insurance, the Commissioner of Environmental Protection, the Commissioner of
Community Affairs, the State Medical Examiner, and the State Treasurer, or their
designees. The members of the board shall serve without pay in connection with
all such duties as are prescribed in this act.

b. The board shall meet at such times as may be necessary to fulfill the re-
quirements set forth herein. The Commissioner of Health and Senior Services
shall convene the board within 45 days of the filing of a complete petition. The
concurrence of six members of the board shall be necessary for the validity of
all acts of the board.

¢. Subject to available appropriations, the board shall have the authority to
award reascnable reimbursement, as determined by the board, for any services re-
guired of any person under the provisions of this act, which shall be paid at
the prevailing established rate for services of a like or similar nature ag de-
termined by the board. Subject to available appropriatiocns, the beard shall have
the authority to award reascnable reimbursement, as determined by the board, for
any property employed, taken or used under the provisions of this act.

d. All awards shall be paid from any funds appropriated by the State, any po-
litical subdivision of the State, or the federal government, for such purpose.
In awarding reimbursement under this section, the board shall take into account
any funds, or any other thing of value, received by a claimant from any other
source, including but not limited to private donations, contributions and insur-
ance proceeds. The board ghall not award reimbursement unless the claimant has
demonstrated, to the satisfaction of the becard, that the claimant has first
sought reimbursement for any loss incurred due te the declaration of a public
health emergency from any and all appropriate third party payers.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-25 (2008}

§ 26:13-25, Claims for reimbursement

a. Any person making a claim for reimbursement for private property or ser-
vices employed, taken or used for a public purpose under this act shall, subse-
quent to the termination of the public health emergency, file a petition for an
award with the State Public Health Emergency Claim Reimbursement Board, estab-
lished pursuant to section 24 of this act, through the Commissioner of Health
and Senior Services. The petition shall be signed by the claimant and shall set
forth the following:

{1) a description of the services or property employed, taken or used;
{2) the dates of the employment, taking or usage;
{3) the person or entity ordering the employment, taking or usage;

(4} such additional information as the petitioner deems relevant to a full
consideration of the claim; and

(5} any additional information that the board may require.

b. The board may establish such forms, documents and procedures as may be
necessary to expedite the processing of claimg, and all claimants shall utilize
and follow the forms, documents and procedures, 1f so established. Subseguent to
the filing of an initial petition, the board may request such additional infor-
mation as it deems necessary from any claimant and may require the ¢laimant, and
any other person with knowledge of facts and circumstances relevant to the
claim, to appear before the board for a hearing. No petition shall be filed with
the beoard more than 180 days from the last date the services or property were
employed, taken or used, except that this deadline may be extended by the board
as is necessary to further the purposes of this act.

¢. The board's determination concerning a claimant's petition for reimburse-
ment shall be transmitted to the claimant ir writing. The claimant may appeal
the decisgion to the Superior Court subject to the Rules of Court regarding the
review of State agency actions.

d. Any person seeking reimbursement under this act shall proceed in accor-
dance with the provisions of this section unless the declaration of public
health emergency which gives rise to the claim or petition for reimbursement is
superseded by order of the Governor pursuant to P.L. 1942, c. 251 (C. App.A:9-33
et seq.}). Upon the declaration of an emergency by the Governor pursuant to P.L.
1942, c. 251 which supersedes the declaration of a public health emergency, the
person shall proceed in accordance with the provigions of P.L. 1942, <. 251 and
the person's rights, remedles and entitlement to reimbursement shall be limited
to that which is afforded in that act.

e. Notwithstanding the provigions of this section to the contrary, in the
event funds are otherwise made available for reimbursement, a person shall not

be required to file a petition for an award with the board pursuant to this sec-
tion.
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TITLE 26, HEALTH AND VITAL STATISTICS
CHAPTER 13, EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-26 (2008)
§ 26:13-26. Material not considered public, government record
Any correspondence, records, reports and medical information made, main-
tained, received or filed pursuant to this act shall not be considered a public

or government record under P.L. 1963, ¢, 73 (C., 47:1A-1 et seg.) and P.L. 2001,
c. 404 (C. 47:1a-5 et al.}.




**%* THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE ***
k%% FIRST ANNUAL SESSION (P.L. 2008 CH. 12) **=*
*** ANNOTATIONS CURRENT THROUGH APRIL 14, 2008 ***

TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-27 (2008)

§ 26:13-~-27. Power of enforcement

The commissioner shall have the power to enforce the provisions of this act
through the issuance of orders and such other remedies as are provided by law.
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TITLE 26. EEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-28 (2008}

§ 26:13-28. Lawsg, regulations not preempted by act

The provisions of this act do not explicitly preempt other laws or regula-
tions that preserve to a greater degree the powers of the Governor or commis-
gioner, provided such laws or regulations are consistent and do not otherwise

regtrict or interfere with the operation or enforcement of the provisions of
thia act.
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TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS
N.J. Stat. § 26:13-29 (2008)
§ 26:13-29. Additional powers of State Medical Examiner

The powers granted in the act are in addition teo, and not in derogation of,
powers otherwise granted by law to the State Medical Examiner.




*** THIS SECTION IS CURRENT THROUGH NEW JERSEY 213TH LEGISLATURE ***
**% FIRST ANNUAL SESSION (P.L. 2008 CH. 12} *=*
**% ANNOTATIONS CURRENT THROUGH APRIL 14, 2008 ***

TITLE 26. HEALTH AND VITAL STATISTICS
CHAPTER 13. EMERGENCY HEALTH POWERS

N.J. Stat. § 26:13-30 (2008)
§ 26:13-30. Construction of act relative to Highway Traffic Safety Act
The provisiong of this act shall not be construed to abrogate the effect or

status of the "New Jersey Highway Traffic Safety Act of 1987," P.L. 1987, c. 284
(C. 27:5F-18 et seq.).
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Reprinted by permission of North York Gemeral Hospital, Toronto, Ontario, 2007.

INFLUENZA PANDEMIC HUMAN RESOURCES REDEPLOYMENT
PRINCIPLES

Working With Other Hospitals/Sites

1.

2.

Staff will be restricted to providing services to only one site unless
otherwise advised.

NYGH staff that provide services to other hospitals will be asked to restrict
their services to NYGH. Part-time staff that commit their services to NYGH

and are subject to loss of scheduled shifts with other hospitals will be given™

the opportunity to pick up extra shifts to supplement the lost wages.
Verification of lost shifts will be required.

Principles

1.

Staff wifl be treated as much as possible in a manner consistent with
established Human Resources principles, which respect the core values of

NYGH .

Staff in positions that are curtailed or stopped due to closures, will be
redeployed to assist with other related staffing shortages.

Managers will make redeployment requests only through the
Redeployment Centre. '

The Redeployment Centre will be staffed with Human Resources staff and
managers with clinical knowledge in order to assess staffing competencies

required.

The Redeployment Centre will assess staffing requests for priority of need.
Priority will be given to direct patient care requirements and then to specific
administrative requirements.

‘The Redeployment Centre will endeavour to place staff equitably such'that

workload is shared to the extent it is possible.

The Redeployment Centre will require staff to be flexible and be redeployed
based on need, at times this may require shift work or weekend work.
Every attempt will be made to distribute shifts equitably.

The Hospital recognizes the need to provide orientation fo new working
units or positions resulting from an Infulenza pandemic and to provide the
most suitably qualified staff to the extent this is possible, in an emergency
situation.




9. Staff re-assigned to other units will identify any skill deficiencies they may
have to an appropriate person in charge. f skill deficiency is verified, the
staff member may still be required to provide services based on their skill

level.

10.During the declared outbreak, staff that are reassigned will continue to be
charged to their home cost centre.
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Reprinted with permission.

NIMS IMPLEMENTATION ACTIVITIES FOR HOSPITAL AND HEALTHCARE
SYSTEMS IMPLEMENTATION FAQS

ADOPTION AND IMPLEMENTION

Regarding National Incident Management System (NIMS) implementation, what constitutes
a hospital and/or healthcare system? (Posted 4/24/07)

All hospitals and healthcare systems receiving Federal preparedness and response grants,
contracts or cooperative agreements (e.g., Bioterrorism Hospital Preparedness Program,
Department of Homeland Security grants) must work to implement the National Incident
Management System (NIMS). Hospital and healthcare systems are defined as all facilities that
receive medical and trauma emergency patients on a daily basis. These facilities do not include
non-hospital receivers {i.e., nursing homes, assisted living communities, long-term care facilities
and specialty hospitals (i.e. psychiatric, rehabilitation facilities)). However, non-hospital receivers
are strongly encouraged to work with their local hospitals, public health departments and
emergency management to integrate applicable elements of NIMS Implementation (i.e. planning,
communications, resources) to allow for better communication and coordination.

Are there requirements that hospitals must meet in order to be NIMS compliant? (Posted
4/20/07)

Yes, the National Integration Center (NIC), in conjunction with the Department of Health and
Humans Services (HHS) and the Hospital Incident Command System (HICS) working group,
developed NIMS implementation activities that were released on September 12, 2006.
hitp:/Aww.fema.goviemergency/nims/compliance/assist non govt.shtm.  Some requirements
need to be achieved by September 30, 2007. The additional remaining requirements need to be
achieved by September 30, 2008. More details are provided below.

What specific requirements do hospitals and healthcare systems need to achieve by
September 30, 2007 to be NIMS-compliant? (Posted 4/24/07)

The Department of Health and Human Services (HHS) requires the following four (4) NIMS
activities be adopted and/or implemented by hospitals receiving FY 2006 Federal preparedness
and response grants, contracts, or cooperative agreements by September 30, 2007.

* Revise and update plans [i.e. Emergency Operations Plan (EOPs)] and standard
operating procedures (SOPs) to incorporate NIMS components, principles and policies,
to include planning, training, response, exercises, equipment, evaluation, and corrective
actions.

o Complete I5-700: NIMS: An Introduction

« Complete IS-800.A: NRP: An Infroduction

« Complete /CS 100 and ICS 200 Training or equivalent courses

For further information, please contact your regional or state Bioterrorism Hospital Preparedness
Program Project Officer.

Original posting date 4/13/07
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NIMS IMPLEMENTATION ACTIVITIES FOR HOSPITAL AND HEALTHCARE
SYSTEMS IMPLEMENTATION FAQS

What specific requirements do hospitals and healthcare systems need to achieve by
September 30, 2008 to be NIMS-compliant? (Posted 4/24/07)

Hospitals receiving Federal preparedness and response grants, contracts or cooperative
agreement funds for FY 2007 have until September 30, 2008, to fully implement all 17 NIMS
aclivities.
The 17 NIMS Implementation Activities for Hospital and Healthcare Systems are as follows:
* Organizational Adoption
- Adoption of NIMS
* Command and Management
- Incident Command System (ICS)
- Multi-agency Coordination System (MACS)
- Public Information System (PIS)
* Preparedness Planning
- NIMS Implementation Tracking
- Preparedness Funding
-~ Revise and Update Plans
—  Mutual-Aid Agreements
* Preparedness Training
- 18700 NiMS
- 15 800a NRP
- IC5 100 or equivalent and 200 or equivalent
* Preparedness Exercises
- Training and Exercises
- Al Hazard Exercise Program
- Corrective Actions
*» Resource Management
- Response Inventory
- Resource Acquisition
» Communication and Information Management
» Standard and Consistent Terminology

State, territory, tribal and local jurisdictions have additional NIMS activities for FY07. Does
a hospital have to also complete those activities? (Posted 4/13/07)

No. NIMS activities focused initiafly on state, territory, local and tribal jurisdictions. NIMS
activities for hospitals and healthcare systems were added later. Any Federal preparedness
funding programs that assist State, territory, tribal, local, private sector or non-governmental
agencies to prepare to, respond to andfor recover from an incident requires NIMS
implementation. As a result, many of these NIMS activities have been incorporated into the 17
hospital-specific activities,

The National Integration Center, along with the Department of Health and Human Services, will
continue to coordinate with hospitals and healthcare systems and State, territory, tribal and local

Original posting date 4/13/07
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governments to ensure that NIMS activities for hospitals and healthcare systems are clearly
articulated and implemented as appropriate.

Training

Which NIMS courses should hospital and healthcare system employees complete?
{Posted 4/20/07)

The function of the responder during an incident, whether it is within the hospital or at an incident,
will determine the appropriate courses required. The National Integration Center (NIC) and HICS
working group outlined who should take the IS 700, 800 and ICS 100, 200 courses in the NIMS
Implementation ~ Activites  for  Hospitals and  Healthcare Systems  document

hiip./iwww.fema.gov/emergency/nims/compliancefassist non govi.shtm . Hospitals have the

discretion to determine which employees complete the courses.

Courses for ICS100 and 200 for healthcare workers have been released on the EMI
website. Do hospital workers have to complete that course if they have already taken an
ICS 100 and 200 course? (Posted 4/20/07)

ICS100 and 200 have been madified to reflect preparedness and response activities in hospitals
and healthcare system settings. The overall concepts and principles in the course for healthcare
workers follow those of the generic, law enforcement, and public works ICS courses that are also
posted on the EMI website. A healthcare worker only needs to complete the ICS 100 and/or 200
courses once, unless additional requirements are imposed by the State, territory, tribal or local
government or by the employing healthcare agency.

Can a hospital utilize a vendor created training course? If so, how do we verify that it is
NIMS compliant? (Posted 4/20/07)

The NIC has posted the NIMS National Standard Curriculum Training Development Guidance
(March 2007) on the NIC website

htip:/iww.fema.govipdffemergency/nims/nims_tsctdg 0307v2.pdf . This document outlines the
objectives that must be met for ICS 100, 200, 300, and 400 for any vendor created courses. As
long as the course meets the objectives then it is considered NIMS compliant. The sponsoring
organization is responsible to ensure any vendor created training meets the objectives for a
course.

Will the NIC certify an ICS course as NIMS compliant for hospital and healthcare system
responders? (Posted 4/20/07)

The NIC does not certify ICS courses as NIMS compliant. The NIMS National Standard
Curriculum  Training Development Guidance (March 2007) on the NIC website
http:/Awww.fema.govipdffemergency/nims/nims tsctdg 0307v2.pdf outlines the minimum
objectives that must be met for each ICS course. Hospitals may create their own “equivalent
courses” for 100, 200, 700, and 800 provided their course(s) meet the objectives found in the
NIMS Training Guidance document. It is the responsibility of the organization sponsoring the
NIMS ICS training to determine whether the course meets the objectives outlined in the NIMS
National Standard Curricutum Training Development Guidance.

Original posting date 4/13/07
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The sponsoring agency afso reserves the right to create their own test for ICS courses as long as
the test questions meet the objectives as outlined in the NIMS National Standard Curriculum
Training Development Guidance (March 2007).

To where should a hospital submit NIMS training records? (Posted 4/20/07)

Any documentation for NIMS fraining courses needs to he maintained by the hospital or
healthcare system. If courses are completed through the Emergency Management Institute (EMI)
website, EMI does maintain a database by State of who has completed courses. Currently, the
database is not separated by individual agencies so a hospital would not be able to track solely
by the database list.

The NIMS Integration Center has not set a timeline as to how long NIMS training
records/certificates must be kept on file.

Where do | find classroom materials to teach 100, 200, 700 and or 8007 (Posted 4/20/07)

The classroom materials for these courses can be found at the following websites:

IS 100 - hitp:/fwww.training. fema gov/EMIWeb/IS/is100.asp
IS 200 - hitp://www.training. fema.gov/EMIWeb/|S/is200.asp
IS 700 - http://iwww.training. fema.gov/EMIWeb/IS/is700.asp
IS 800 - http://www.training.fema. gov/EMIWeb/1S/is800a.asp

Specific classroom materials for ICS 100 and 200 for healthcare workers will be posted on the
EMI website in April 2007.

What qualifications does an instructor need to teach ICS 100 and 200 in the classroom
setting? (Posted 4/20/07)

All lead ICS instructors should have fraining and experience in adult education and have served
as Incident Commander or in a command staff or general staff position. The lead instructor can
be a member of a hospital, healthcare organization, or other response discipline.

Specific requirements for ICS-100 and ICS-200 are as follows:

ICS-100
ICS-100 Lead and Unit Instructors should have successfully completed 1CS-100, 1C5-200 and I1S-
700.

ICS-200
Two instructors recommended to teach 1C5-200 level classes
¢ lead instructor should have successfully completed ICS-300
e Unitinstructors should have successfully completed 1CS-200, and
e Lead instructor should have training and experience in adult education and have served
as an Incident Commander or in a command staff or general staff position

The NIC also recognizes that first responders and disaster workers across the nation can
complete ICS-200 level training on-line to meet NIMS requirements. When completing the
training an-line no instructors are utilized.
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The NIC also recognizes that the completion of ICS-200 training in a classroom with other staff
members or with a multi-discipline audience is extremely beneficial. Some emergency
management disciplines may not have encugh qualified lead instructors or easy access to
individuals in other disciplines that have completed ICS-300 training or have experience serving
in the command structure. While the NIC, stronaly recommends the above referenced guidelines
for 1CS-200 instructors it fully realizes that there may simply not be encugh qualified lead
instructors that meet the guidelines to teach ICS-200 training in the classroom. The overall
benefit of teaching the training in a classroom, even with a lead instructor who has not yet
completed 1CS-300 training or has extensive ICS experience ... far exceeds completing the
training on-line.

i-lospital Incident Command System (HICS)
What is the relationship between HICS and NIMS? (Posted 4/13/07)

As released in September 2006, there are 17 elements that hospitals should address to become
NIMS compliant. The implementation of HICS as the hospital incident command system will
assist hospitals in meeting some but not ali of these requirements. [n particular, HICS covers
topic areas for hospitals with regards to planning, responding, decision-making, and
documentation will be found. Hospitals should carefully review all of these elements and
undertake the steps necessary to ensure complete compliance within the outlined activities.

Do hospital personnel who have been previously trained in the Hospital Emergency
Incident Command System (HEICS) need to be re-trained in HICS in order for a receiving
hospital to be NIMS compliant? (Posted 4/13/07)

HEICS was built upon Incident Command Systemn principles and therefore is compatible with
NIMS. However, it is not compiiant with all NIMS activities for hospitals. HICS functionally uses
ICS, but has translated it to meet the specific needs of hospitals. Hospitals should update their
plans, procedures, and/for policies and conduct training as necessary to reflect NIMS compliance.

The HICS updated Incident Management Team chart (formerly known as the organization chart)
has been restructured to be consistent with ICS and NIMS principles and will provide greater
flexibility/adaptability for the hospital setting.

Does completion of the HICS course materials, as they are listed on-line, make a hospital
NIMS compliant? (Posted 4/13/07)

The HICS materiais are posted on the Califomia EMS Authority website,
http.//www.emsa.ca.govihics/hics asp. These materials do not make a hospital NIMS compliant
since the materials primarily support Element 2 — Incident Command System in the NIMS
Activities for Hospitals and Healthcare Systems. The teaching of the HICS materials on this
website alone do not provide materials to cover the objectives for 100, 200 and 700, which are
required activities to be NIMS compliant.

Does a HICS course take the place of ICS 100 & 200 and 1S700 courses? (Posted 4/13/07)

The on-line HICS materials, hitp./fwww.emsa.ca.gov/hics/hics.asp , do not meet the objectives as
outlined in the NIMS National Standard Curriculum Training Development Guidance (March
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2007) on the NIC website hitp://www.fema.gov/pdf/femergency/nims/nims_tsctdg 0307v2.0df for
ICS 100 and 200 and I1S700. When HICS was developed it was not intended to meet the
objectives for 100, 200 and 700 courses.

However, the Center for HICS Education and Training is currently conducting a classroom train-
the-trainer (TTT) course that also covers the objectives for iS700 and ICS 100 and 200 in addition
to the HICS material. This course provides trainers with the ability to teach HICS within the
hospital environment. The TTT materiais will support a trainer to teach the 100, 200 and 700
courses since the classroom materials meet the objectives as outlined in the NIMS Training
Guidance. The materials for TTT are not publicly posted; therefore teaching from the materials
that are online at hitp://Awww.emsa.ca.gov/hics/hics.asp will not meet NIMS compliance for 100,
200 and 700. Please refer to the Center for HICS Education and Training website for current
information on the approved training htip://www.hicscenter.org/ .

Joint Commission and Centers for Medicaid and Medicare Services (CMS)

To receive Joint Commission accreditation, must my hospital implement NIMS? (Posted
4/13/07)

No. Per Joint Commission, at this time a hospital is not required to implement NIMS in order to
receive accreditation.

Must my hospital implement NIMS in order to meet CMS Medicare and Medicaid
requirements? {Posted 4/13/07)

No. Per CMS, a hospital does not have to implement NIMS in order to meet CMS coverage and
reimbursement reguirements.
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Family Emergency Health
Information Sheet

It is important to think about health issues that could arise if an influenza pandemic
occurs, and how they could affect you and your foved ones. For example, if a mass
vaccination clinic is set up in your community, you may need to provide as much
information as you can about your medical history when you go, especially if you have
a serious health condition or allergy.

Create a family emergency health plan using this information. Fill in information for
each family member in the space provided. Like much of the planning for a pandemic,
this can also help prepare for other emergencies.

1. Family Member Information:

Family Member Blood Type Allergies Past/Current Current
Medical Medications/
Conditions Dosages
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2. Emergency Contacts:

Contacts Name/Phone Number

Local personal emergency contact

Out-of-town personal emergency contact

Hospitals near: Work

School

Home

Family physician(s)

State public heaith department

(See list on www.pandemicflu.gov/
state/statecontacts.html)

Pharmacy

Employer contact and emergency
information

School contact and emergency
information

Religious/spiritual organization

Veterinarian

A e for odloduals nd e




Ready Family Emergency Plan R

Prepare, Plan. Stay Informed.

Make sure your family has a plan in case of an emergency. Before an emergency happens, sit down together and decide how you will
get in contact with each other, where you will go and what you will do in an emergency. Keep a copy of this pian in your emergency
supply kit or another safe place where you can access it in the event of a disaster.

Out-of-Town Confact Name: Telephone Numbetr:
Email:

Neighborhood Meeting Place: Telephone Number:
Regional Meeting Place: Telephone Number:
Evacuation Location: Telephone Number:

Fill out the following information for each family member and keep it up to date.

Name: : Sacial Security Numbenr:

Date of Birth: important Medical information:
Name: ' Soclal Security Number:

Date of Birth: . . important Medical Information:
Name: : ' Sacial Security Number:

Date of Birth: n ] _ important Medical Information:
Name: - Sacial Security Number:

Date of Birth: Important Medical Information:
Name: Social Security Numbet;

Date of Birth: ) Important Medical information:
Name: Social Security Number:

Date of Birth: irnportant Medical Information:

Wiite down where vour family spends the most time: work, schoo! and other places you frequent. Schools, daycare providers, workplaces and
apartment buildings should all have site-specific emergency plans that you and your family need ta know about.

Work Location One School Location One

Address: Address:

Phone Number: Phone Number:

Evacuation Location: Evacuation Location:

Work Location Two School Location Two

Address: Address:

Phone Number: Phone Number:

Evacuation Location: Evacuation Location:

Work Location Three School Location Three

Address: Address:

Phone Number: Phane Number;

Evacuation Location: Evacuation Location:

Other place you frequent Other place you frequent

Address: ‘ Address:

Phone Number; Phone Number:

Evacuation Location: Evacuation Location;
iation | e Telpone ke fallmbe

Other;

Pharmacist:

Medical Insurance:
Homeowners/Rental Insurance:
Veterinarian/Kennel {for pets):

Dial 811 for Emergencies




v
Ready

Prepare. Plan. 5tay Informed.

Family Emergency Plan

Make sure your family has a plan in case of an emergency. Fill out these cards and give one to each member of your family
to make sure they know who to call and where to meet in case of an emergency.
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‘ | FOLD
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Family Emergency Plan il Famity Emergency Plan iy
EMERGENCY CONTACT NAME: : EMERGENCY CONTACT NAME:
TELEPHONE:

TELEPHONE:

OUT-OF-TOWN CORTALT RAE:
TELEPHONE:

NEIGHBORHOOD MEETING PLACE:
TELEPHONE:

OTHER IMPORTANY INFORMATION:

DAL 911 FOR EMERGENCIES

Family Emergency Plan

e
Ready
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Riiil)

EMERGENTY CONTACT NAME:
TELEPRONE:

';_)U'F—DFTQWN CONTACT NARAF:
TELLPHONE:

NEIGHRGRHOOD MEETING PLACE:
TELEPHONE:

GTHER IRPORTANT SHFORMETICR

AL 811 FOR EMERGENCIES

Ready

OUT-ORTOWN CONTACT NAME:
TEEPHONE:

NEIGHBORHOOD MEETING SLALE:
TELEPHONE!
OTHER IMPORTANT INFORMATION:

Dial 911 FOR EMERGENCIES

Family Emergency Plan
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Ready

i i

EMERGENCY CONTACT HAME:
TELEPHONE:

LT-OF- TOWN CONTALT NAME,
TELEPHONE:

REGHBORHGOT MELCTING PLACE:
TELEPHIONE:

OTHER IMPORTANT INFORIARNICS Y
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A Guide for Individuals and Families

En Espafiol
Get Informed. Be Prepared.

U.S. Department of Health and Human Services
May 2006

"While the Federal Government will use all resources at its disposal to prepare for and respond t
an influenza pandemic, it cannot do the job alone. This effort requires the full participation of an
coordination by al! levels of government and all segments of society... perhaps most important,
addressing the challenge wiil require active participation by individual citizens in each communit
across our Nation.”

George W. Bush, President
United States of America

"Pandemics are global in nature, but their impact is local. When the next pandemic strikes, as it
surely will, it is likely to touch the lives of every individual, family, and community. Qur task is t
make sure that when this happens, we will be a Nation prepared.”

Michael Q. Leavitt, Secretary
U.S. Department of Health and Human Services

Pandemic Influenza - Get Informed. Be Prepared.

This guide is designed to help you understand the threat of a pandemic influenza outbreak in ou
country and your community. It describes commonsense actions you can take now in preparing
for a pandemic. We cannot predict how severe the next pandemic will be or when it will occur, b
being prepared may help lower the impact of an influenza pandemic on you and your family.
Additional information including a planning checklist for individuals and families can be found at
www.pandemicflu.gov.

What You Need to Know

An influenza (flu) pandemic is a worldwide outbreak of fiu disease that occurs when a new type
influenza virus appears that people have not been exposed to before (or have not been exposed
in a long time). The pandemic virus can cause serious illness because people do not have
immunity to the new virus. Pandemics are different from seasonal putbreaks of influenza that w:
see every year. Seasonal influenza is caused by influenza virus types to which people have alree
been exposed. Its impact on society is less severe than a pandemic, and influenza yaccines (fiu
shots and nasal-spray vaccine) are avaitable to help prevent widespread iliness from seasonal fii
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Influenza pandemics are different from many of the other major public health and health care
threats facing our country and the world. A pandemic will last much longer than most flu
outbreaks and may include "waves" of influenza activity that last 6-8 weeks separated by montt
The number of health care workers and first responders able to work may be reduced. Public
health officials will not know how severe a pandemic will be until it begins.

A Historical Perspective

In the last century there were three influenza pandemics. All of them were called pandemics
because of their worldwide spread and because they were caused by a new influenza virus. The
1918 pandemic was especially severe,

e 1918-1919 Most severe, caused at least 675,000 U.S. deaths and up tp 50 million deaths
worldwide.

* 1957-1958 Moderately severe, caused at least 70,000 U.S. deaths and 1-2 million deaths
worldwide. _

¢ 1968-1969 Least severe, caused at least 34,000 U.S. deaths and 700,000 deaths worldwide.

Some Diﬂérences Between Seasonal Flu and Pandemic Flu

Seasonal Flu Pandemic Flu

Caused by influenza viruses that are Caused by a new influenza virus that people have not been

similar to those already circulating exposed to before. Likely to be more severe, affect more

among people. people, and cause more deaths than seasonal influenza
because people will not have immunity to the new virus.

Symptomns include fever, headache, Symptoms similar to the common flu but may be more

tiredness, dry cough, sore throat, severe and complications more serious.

runny nose, and muscle pain.

Deaths can be caused by

complications such as pnreumonia.

Healthy adults usually not at risk for Healthy adults may be at increased risk for serious

serious complications (the very complications.

young, the elderly, and those with

certain underlying health conditions

at increased risk for serious

complications). '

Every year in the United State, on  The effects of a severe pandemic could be much more

average: damaging than those of a regular flu season. It could lead
¢ 5% to 20% of the population  high levels of iliness, death, social disruption, and economi
gets the flu; loss. Everyday life could be disrupted because so many

people in so many places become seriously ill at the same

* More than 200,000 peopie are time. Impacts could range from school and business closing

hospitalized from flu to the interruption of basic services such a public
complications; and transportation and food delivery.

.« About 36,000 people die from
flu.

Importance and Benefits of Being Prepared

The effects of a pandemic can be lessened if you prepare ahead of time. Preparing for a disaster
will help bring peace of mind and confidence to deal with a pandemic.

When a pandemic starts, everyone around the world could be at risk, The United States has bee
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warking closely with other countries and the World Health Organization {(WHO) to strengthen
systems to detect outbreaks of influenza that might cause a pandemic.

A pandemic would touch every aspect of society, so every part of society must begin to prepare.
All have roles in the event of a pandemic. Federal, state, tribal, and local governments are
developing, improving, and testing their plans for an influenza pandemic. Businesses, schools,
universities, and other faith-based and community organizations are also preparing plans.

As you begin your individual or family planning, you may want to review your state's planning
efforts and those of your local public health and emergency preparedness officials. State plans a
other planning information can be found at www.pandemicflu.gov/pian/checklists.html.

The Department of Heaith and Human Services (HHS) and other federal agencies are providing
funding, advice, and other support to your state. The federal government will provide up-to-date
information and guidance to the public if an influenza pandemic unfolds. For reliable, accurate,
and timely infermation, visit the federal government's official Web site at www.pandemicflu.gov.

Pandemic Influenza - Challenges and Preparation

As you and your family plan for an influenza pandemic, think about the chaillenges you might fac
particularly if a pandemic is severe.

You can start to prepare now to be able to respond to these challenges. The following are some
challenges you or your family may face and recommendations to help you cope. In addition,
checkiists and other tools have been prepared to guide your planning efforts. A series of plannin
checkiists can be found at www.pandemicfiu.gov/plan/checklists.htmi.

Essential Services You Depend on May Be Disrupted

« Plan for the possibility that usual services may be disrupted. These could include services
provided by hospitals and other heaithcare facilities, banks, restaurants, government offices,
telephone and cellular phone companies, and post offices.

e Stores may close or have limited supplies. The planning checklists can help you determine
what items you should stockpite to help you manage without these services

» Transportation services may be disrupted and you may not be able to rely on public
transportation, Plan to take fewer trips and store essential supplies.

e Public gatherings, such as volunteer meetings and worship services, may be canceled. Prepa
contact lists including conference calis, telephone chains, and emait distribution lists, to acce
or distribute necessary information.

o Conslder that the ability to travel, even by car if there are fuel shortages, may be limited.

e You should also talk to your family about where family members and loved ones will go in ar
emergency and how they will receive care, in case you cannot communicate with them.

« In a pandemic, there may be widespread illness that could result in the shut down of local

ATMs and banks, Keep a small amount of cash or traveler's checks in smali denominations ft
easy use.
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Food and Water Supplies May Be Interrupted and Limited

Food and water supplies may be interrupted so temporary shortages could occur. You may also
unable to get to a store. To prepare for this possibility you should store at least one to two week
supply of non-perishable food and fresh water for emergencies.

Food
¢ Store two weeks of nonperishable food,
» Select foods that do not require refrigeration, preparation (including the use of water), or
cooking.
« Insure that formulas for infants and any child's or older person's special nutritional needs are
part of your planning.

Water
o Store two weeks of water, 1 gallon of water per person per day. (2 quarts for drinking, 2
quarts for food preparation/sanitation), in clean plastic containers. Avoid using containers th
will decompose or break, such as milk cartons or glass bottles,

Being Able to Work May Be Difficult or Impossible

» Ask your employer how business will continue during a pandemic.

» Discuss staggered shifts or working at home with your employer. Discuss telecommuiting
possibilities and needs, accessing remote networks, and using portable computers,

o Discuss possible flexibility in leave policies. Discuss with your employer how much leave you
can take to care for yourself or a family member

» Plan for possible loss of income if you are unable to work or the company you work for
temporarily closes.

For the Business Checklist visit:
http://www.pandemicflu.gov/plan/business/businesschecklist.html

Schools and Daycare Centers May Be Closed for an Extended Period of Time

Schools, and potentially public and private preschool, chiidcare, trade schools, and colleges and
universities may be closed to limit the spread of flu in the community and to help prevent childn
from becoming sick. Other school-related activities and services could also be disrupted or
canceilled including: clubs, sports/sporting events, music activities, and school meals. School
closings would likely happen very early in a pandemic and could occur on short notice.

« Talk to your teachers, administrators, and parent-teacher organizations about your school's
pandemic plan, and offer your heip.

« Plan now for children staying at home for extended periods of time, as school closings may
occur along with restrictions on public gatherings, such as at malls, movie theaters. '

+ Plan home learning activities and exercises that your children can do at home. Have learning
materials, such as books, schoot supplies, and educational computer activities and movies ot
hand.

o Talk to teachers, administrators, and parent-teacher organizations about possible activities,
lesson plans, and exercises that children can do at home if schools are closed. This could
include continuing courses by TV or the internet.

« Plan entertainment and recreational activities that your children can do at home. Have
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materials, such as reading books, coloring books, and games, on hand for your children to u

For the "Childcare, School, and University Checklist,” visit:
http://www.pandemicfiu.qov/plan/tab5.html

Medical Care for People with Chronic Iliness Could be Disrupted
In a severe pandemic, hospitals and doctors' offices may be overwhelmed,

e If you have a chronic disease, such as heart disease, high blood pressure, diabetes, asthma,
depression, you should continue taking medication as prescribed by your doctor.

* Make sure you have necessary medical supplies such as glucose and blood-pressure
monitoring equipment.

o Talk to your healthcare provider to ensure adequate access to your medications.

» If you receive ongoing medical care such as dialysis, chemotherapy, or other therapies, talk
with your health care provider about plans to continue care during a pandemic.

e A "Family Emergency Health Information Sheet” is provided in this guide and at:
hitp://www.pandemicflu.gov/planguide/familyhealthinfo. html

Pandemic Influenza - Prevention and Treatment
Stay Healthy

These steps may help prevent the spread of respiratory iflnesses such as the flu:

» Cover your nose and mouth with a tissue when you cough or sneeze-throw the tissue away
immediately after you use it.

o Wash your hands often with soap and water, especially after you cough or sneeze. If you are
not near water, use an alcohol-based (60-95%) hand cleaner.

s Avoid close contact with people who are sick. When you are sick, keep your distance from
others to protect them from getting sick too.

« If you get the flu, stay home from work, school, and social gatherings. In this way you will
help prevent others from catching your iilness.

e Try not to touch your eyes, nose, or mouth. Germs often spread this way.

Vaccination

Vaccines are used to protect people from contracting a virus once a particular threat is identifiec
After an individual has been infected by a virus, a vaccine generally cannot help to combat it.
Because viruses change over time, a specific pandemic influenza vaccine cannot be produced un
a pandemic influenza virus emerges and is identified. Once a pandemic influenza virus has been
identified, it will likely take 4-6 months to develop, test, and begin producing a vaccine.

While there is currently no human pandemic influenza in the world, the federal government is
facilitating production of vaccines for several existing avian influenza viruses. These vaccines m:
provide some protection should one of these viruses change and cause an influenza pandemic. 7
supply of pandemic vaccine will be limited, particularly in the early stages of a pandemic, Efforts
are being made to increase vaccine-manufacturing capacity in the United States so that supplies
of vaccines would be more readily available. In addition, research is underway to develop new
ways to produce vaccines more quickly.
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Antivirals

A number of antiviral drugs are approved by the U.S. Food and Drug Administration to treat and
prevent seasonal influenza. Some of these antiviral medications may be effective in treating
pandemic influenza. These drugs may help prevent infection in people at risk and shorten the
duration of symptoms in those infected with pandemic influenza. However, it is unlikely that
antiviral medications alone would effectively contain the spread of pandemic influenza. The fede
government is stockpiling antiviral medications that would most likely be used in the early stage
of an influenza pandemic and working to develop new antiviral medications. These drugs are
available by prescription only.

Stay Informed

e Knowing the facts is the best preparation. Identify sources you can count on for reliable
information. If a pandemic occurs, having accurate and reliable information will be critical.

s Reliable, accurate, and timely information is available at www.pandemicflu.gov.

s Another source for information on pandemic influenza is the Centers for Disease Control and
Prevention {CDC) Hotline at: 1-800-CDC-INFO (1-800-232-4636). This line is available in
English and Spanish, 24 hours a day, 7 days a week.

¢ Look for information on your local and state government Web sites. Links are available to ea
state department of public health at www,pandemicflu.gov.

e Listen to local and national radio, watch news reports on television, and read your newspape
and other sources of printed and web-based information.

o Talk to your local health care providers and public heaith officials.

Questions and Answers
Will bird flu cause the next influenza pandemic?

Avian influenza (bird flu) is a disease of wild and farm birds caused by avian influenza viruses.
Bird flu viruses do not usually infect humans, but since 1997 there have been a number of
confirmed cases of human infection from bird flu viruses. Most of these resulted from direct or
close contact with infected birds (for example: domesticated chickens, ducks, and turkeys). It is
important not to handie, play with, or pick up dead birds. Information on who to contact in your

state is at: ﬂp_mlpandemlcﬂu gov/state/statecontacts.html

The spread of bird flu viruses from an infected person to another person has been reported very
rarely and has not been reported to continue beyond one person. A worldwide pandemic could
occur if a bird flu virus were to change so that it could easily be passed from person to person.
Experts around the world are watching for changes in bird flu viruses that could lead to an
influenza pandemic.

Is it safe to eat poultry?

Yes, it is safe to eat properly cooked poultry. Cooking destroys germs, including bird flu viruses.
The United States maintains trade restrictions on the importation of poulitry and poultry product:
from countries where the highly pathogenic H5N1 avian influenza strain has been detected in
commercial or traditionaily raised pouitry, not in wild or migratory birds.

Guidelines for the safe preparation of poultry include the following:

e Wash hands before and after handling food.
» Keep raw poultry and its juices away from other foods.
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¢ Keep hands, utensils, and surfaces, such as cutting boards, clean.

» Use a food thermometer to ensure food has reached the safe internal temperature - in all pa
of the bird. Cook poultry to at feast 165°F to kill food-borne germs that might be present,
including the avian influenza virus.

For more information, see poultry preparation fact sheets at:
http://www.fsis.usda.gov/Fact Sheets/Poultry Preparation_Fact Sheets/index.asp

What types of birds can carry bird flu viruses?

Avian influenza viruses can infect chickens,. turkeys, pheasants, quail, ducks, geese, and guinea
fowl, as well as a wide variety of other birds, including migratory waterfowl.

Each year, there is a flu season for birds just as there is for humans and, as with people, some
forms of the flu are worse than others, depending on how strong the virus. A weak virus may
cause only mild illness in infected poultry and birds but a strong virus could cause severe and
extremely contagious illness, and even death, among infected poultry and birds.

Will the se}asonal fiu shot protect me against pandemic influenza?

« No, it won't protect you against pandemic influenza. But flu shots can help you to avoid
seasonal flu.

¢ Get a flu shot to help protect you from seasonal flu.

« Get a pneumonia shot to prevent secondary infection if you are over the age of 65 or have a
chronic iliness such as diabetes or asthma. For specific guidelines, talk to your health care
provider or call the Centers for Disease Control and Prevention (CDC) Hotline at 1-800-232-
4636.

¢ Make sure that your family's immunizations are up-to-date.

What is the U.S. government doing to prepare for pandemic influenza?

The U.S, government has been preparing for pandemic influenza for several years. In Novembet
2005, the President announced the National Strategy for Pandemic Influenza. Ongoing
preparations include the following:

» Monitoring migratory and wild birds for avian flu.

¢ Working with the World Health Organization (WHO) and other nations to help detect human
cases of bird flu and respond to an influenza pandemic, if oche begins.

» Supporting the manufacturing and testing of influenza vaccines, including finding more relial
and quicker ways to make large quantities of vaccines through cell-based technologies.

« Developing a national stockpile of antiviral drugs to help treat and control the spread of
disease.

e Supporting the efforts of federal, state, tribal, and local health agencies to prepare for and
respond to pandemic influenza, including hosting planning summits with state and local
leaders in each state.

» Working with federai agencies to prepare and to encourage communities, businesses, and
organizations to plan for pandemic influenza. These efforts have included joint exercises in
pandemic preparation,

e Pandemic Flu Planning Checklist for Individuals and Families
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e Family Emergency Health Information Sheet
» Emergency Contacts Form :

For More Information

¢ Visit: www.pandemicfiu.gov

e The Centers for Disease Control and Prevention (CDC) hotline, 1-800-CDC-INFO (1-800-232
4636), is available in English and Spanish, 24 hours a day, 7 days a week. TTY: 1-888-232-
6348. Questions can be emailed to inquiry@cdc.gov.

o Links to state departments of public health can be found at
www. pandemicfiu.gov/state/statecontacts.html.

Last revised: September 13, 2006

e Home o About Us e Contact Us e Accessibility e Privacy Pblicv ¢ Web Site Disclaimer:

¢ White House o USA.gov e GobiernoUSA.gov

This is an official U.S. Government Web site managed by the U.S. Department of Health & Huma
Services.
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ABSENCE MONITORING FORM




Absence Monitoring Form

Date/Time:

Employee Name:

Department/Division:

Reason for Absence:

3 Hiness (self)
Symptoms include:

Fever of F
Cough

Shortness of Breath
Difficulty Breathing
Headache

Diarrhea

Muscular Stiffness
Loss of Appetite
Malaise

Confusion

Rash

a
a
a
a
a
a
a
a
a
a
a

Employee will seek medical attention: 3 Yes [ No

IlIness (family member) Is employee able to telecommute: 0 Yes O No
(provide form to appropriate staff for follow up)

Childcare Are resources available to assist employee: (3 Yes [ No
Is employee able to telecommute: O Yes O No
(provide form to appropriate staff for follow up)

Eldercare Are resources available to assist employee: 3 Yes [ No
Is employee able to telecommute: 0 Yes O No
(provide form to appropriate staff for follow up)

Transportation Are resources available to assist employee: O Yes O No
Is employee able to telecommute: O Yes O No
(provide form to appropriate staff for follow up)

Other (please specify):
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