
Wednesday, May 26, 2:00 p.m.

At U W Medical Center in Madison, a physician examines a 23-year-old male. The patient’s mother says her son developed a high fever of 103F early this morning and has been unable to rest due to vomiting, diarrhea, a persistent cough with frequent expectoration and a severe headache. As he has instructed most patients with similar symptoms seen during the day, the physician sends the patient home with instructions to rest, drink plenty of fluids, and follow recommendations consistent with treating influenza. Throughout the afternoon, a number of patients with high fever, chills, headache, and cough present at healthcare facilities throughout the region.

Wednesday, May 26, 5:00 p.m.
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As evening approaches, Emergency Medical Services (EMS) supervisors, dispatchers, and particularly Madison Fire Department personnel notice an increasing number of calls from patients complaining of flu-like symptoms. At the hospitals throughout the region, doctors and practitioners prescribe treatments consistent with influenza. Many patients have been scheduled for follow-up appointments with instructions to return sooner if symptoms worsen. Several of the more severe cases have been admitted to hospitals throughout the region for treatment and observation.
Wednesday, May 26, 8:00 p.m.
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Mercier Medical Center in Madison has been coping with an influx of 25 patients from the surrounding community over the last 3 hours. ER staff update status as the patients continue to arrive. Patient symptoms include fever, headache, chills, muscle pain, and a productive cough. Hospitals notify Wisconsin Regional Health District as well as other of the increase in their daily census numbers. Just after 8:00 p.m., a hysterical man carries his 40-year-old wife into the emergency department (ED) in Madison. The man reports to doctors that his wife has been coughing all-day and felt as though she were suffocating. Doctors admit the woman to the intensive care unit (ICU) and order cultures, stains, and blood tests. 

Wednesday, May 26, 10:00 p.m.
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The mother of the 23-year-old male seen at U W Medical Center Wednesday afternoon panics at her son’s deteriorating condition and calls 9-1-1. The young man is transported back to U W Medical Center and admitted. A chest x-ray shows lobe consolidation in the right lung and some infiltrates of the left lung.
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Because 15 other hospitalized patients at U W Medical Center are exhibiting similar symptomatology, coupled with the sudden onset of illness and rapid deterioration, the attending physician orders blood and sputum cultures to determine the cause of the infection. The 23-year old patient is started on a course of antibiotics. His condition deteriorates further, and he becomes comatose. He is moved to the ICU, where he is intubated and placed on mechanical ventilation.

Thursday, May 27, 6:00 a.m.
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Newsrooms in the region swing into their daily routines and review events of the past 12 hours. Some reporters, listening to their scanners, have noted a greater number of EMS runs on Wednesday, and especially Wednesday evening. They begin to check with their contacts in the public safety, public health, and medical communities throughout the region.

Thursday, May 27, 10:30 a.m.

As more patients report to hospitals in the region, respiratory specialists note a dramatic rise in the number of requests for consultations. Hospital clinical nursing staffs throughout the region reported that a number of patients, who had been admitted earlier, have now died. Local walk-in health clinics are realizing a similar rise in symptomatic patients.

Thursday, May 27, 5:00 p.m.
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The MFD and EMS have reached their saturation point with calls for service. Similar circumstances are impacting fire and EMS agencies through out the region. Local media note the volume of calls for EMS is still increasing. Reporters are following up earlier inquiries with the Fire Service agencies and 9-1-1 centers. News bulletins begin reporting that large numbers of East region residents are suffering from a new “bug,” with many previously healthy children, adults, and senior citizens experiencing symptoms.

Thursday, May 27, 6:30 p.m.

Shortly after 11:45 a.m., the 23-year-old male admitted to U W Medical Center overnight, experiences circulatory collapse and respiratory failure. Efforts to revive him are unsuccessful, and he is pronounced dead. The hospital reports his death to the Madison Medical Examiner (ME) who will determine if an autopsy is necessary.

Thursday, May 27, 7:15 p.m.

Many patients do not seem to be responding to therapy with decongestants, analgesics, intravenous antibiotics, or antiviral medications. The SRHD has consulted the Wisconsin State Department of Health regarding the identification and analysis of clinical specimens from patients. Rapid antigen screening tests for the initial patients are negative for influenza.

Preliminary blood tests and cultures for fungal/viral and other infectious diseases are still pending. Further blood tests and cultures are also ordered and should be available within 24 to 36 hours.

The WI Dept. of Health is developing a case definition and will provide advice within the region as well as responding agencies. In addition to epidemiological support, medical intelligence is gathered from hospitals within the region, clinics, schools, and through EMS. UW updates  with information on Influenza.
Area hospitals report to the that there are nearly 30 patients requiring ICU and respiratory attention and another 40 patients requiring admission to general hospital beds. Given the limited number of ICU facilities, local hospitals are having difficulty admitting additional patients requiring critical care. Madison’s experiences are being mirrored throughout the region.

Friday, May 28, 8:00 a.m.

The health centers continue to receive an increase in calls from hospitals and clinics describing severe flu-like symptoms, some patients are experiencing rashes, vomiting, diarrhea, and other gastro-intestinal problems. The number of seriously ill and dying has steadily increased throughout the night and frantic calls from citizens reporting deaths at home are also on the rise. Reports from 9-1-1 and other public safety agencies region wide reveal they are at the saturation point with numerous requests for assistance and nearly triple the usual number of calls logged in the past 24 hours. The dispatch of EMS units is being delayed as call takers struggle to keep up with the demand. Even with the activation of reserve units, medic units remain in short supply.

An emergency meeting of public health officials, epidemiologists, law enforcement, and emergency management representatives across the region convenes a conference call to discuss the developing situation. Based on symptomatology reports collected from hospital infection control practitioners (ICPs), U W believes the illnesses are the consequences of a previously unknown virulent pathogen. In response to the most current data, the U W recommends around-the-clock monitoring of the situation and initiates a schedule of conference calls with area hospitals. Following the meeting, The Governor, Mayor Jim West and the Madison city council as well as mayors, and County commissioners throughout the region are called and briefed.

Friday, May 28, 11:00 a.m.

Numerous employees call in sick or are afraid to come to work at your agency and supporting departments.

Based on recommendations made at the public health emergency meeting and at the senior officials meeting, the SEOC, Madison EOC as well as other county EOCs are activated.

Friday, May 28, 1:00 p.m.

Prompted by news reports of a lethal, new “mystery” disease, thousands of area people inundate 9-1-1 with calls and others converge on area EDs and public health clinics to seek treatment or assistance. EMS reports to Emergency Managers that they are having difficulty keeping up with requests for emergency assistance and patient transport. Many EMS workers, along with several hospital staff members, who were on duty Wednesday, have called in sick and are exhibiting symptoms similar to those of the patients they have treated, leaving busy EDs and transportation resources understaffed and running at maximum capacity. With the increase of sick health care workers, hospital staff and EMS workers are asking questions about disposal of the clothing and other waste from caring for infectious patients. 

Key Issues

· Hospitals are inundated with patients presenting with flu-like symptoms.

· Employees are expressing concerns about the disposal of infectious wastes from the patients with this Flu.

· The ME’s Office has scheduled an increased number of autopsies.

· Clinical specimens are collected.

· Numerous Employees call in sick or are afraid to come to work
· Community anxiety is fueled by intense media coverage.

Background: Influenza Viruses
Influenza or “flu” is a very contagious pathogen generally spread by airborne droplets. The incubation period is short, from 1 to 3 days, leading to the sudden onset of respiratory tract infection. Signs and symptoms include fever, muscular pain and weakness, headache, severe malaise, sore throat, and a nonproductive cough. Treatment includes bed rest, acetaminophen, and hydration. Complete recovery is expected 3 to 10 days from the onset of symptoms. However, influenza can exacerbate underlying medical conditions (e.g., pulmonary or cardiac disease) or lead to secondary bacterial pneumonia or primary influenza viral pneumonia that often results in death especially for the young, senior citizens, and immunocompromised individuals.

Epidemics occur during the winter months nearly every year in the United States and are responsible for almost 20,000 deaths per year. Three strains, Influenzas A, B, and C, cause most annual flu epidemics. The primary option for reducing the impact of influenza is immunoprophylaxis or vaccination with inactivated (killed virus) vaccine. The influenza viruses change their structure over time resulting in the appearance of different strains that circulate each year. The ability of the vaccine to protect against influenza during a particular season depends on several factors, but particularly 1) the match between influenza strains in the vaccine and strains circulating in the community, and 2) the individual’s ability to mount a protective response as a result of the vaccination. Major epidemics or pandemics generally occur when the Influenza A virus makes a dramatic genetic shift. Influenza B viruses do not undergo such shift and do not cause influenza pandemics.

When influenza pandemics occur, rates of morbidity and mortality increase dramatically worldwide. In 1918, World War I peace negotiations and battle plans were changed when 20 to 40 percent or almost 1 billion people around the world became ill from the most infamous global pandemic in recorded history. The “Spanish flu” pandemic worked very quickly; some people who became ill in the morning were dead by nightfall. In all, more than 20 million people died from the virus worldwide. The most unusual quality of the pandemic was that the adult population between the ages of 20 to 50 (generally the healthiest population group) had the highest attack and mortality rates.

This pandemic is often discussed during bioterrorism planning. The effects of a major epidemic are greater than just illness and death. The 1918 pandemic created such a panic from worried and critically ill citizens that it literally crippled American cities and the healthcare system. The pandemic revealed issues that would be addressed during any bioterrorist attack or major epidemic including properly characterizing the outbreak and its source, building capacity to care for mass casualties, providing emergency burials that respect social mores, gaining public confidence in epidemic containment measures, protecting against social discrimination, and fairly allocating health resources.

Mosby’s Medical, Nursing, and Allied Health Dictionary, Fifth Edition, New York, NY, 1998.

Schoch-Spana, Monica. Implications of Pandemic Influenza for Bioterrorism Response, Center for Civilian Biodefense Studies,

Johns Hopkins University School of Public Health, Baltimore, MD, 2000.

Http://www.cdc.gov/od/nvpo/pandemics, 2001.
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Module 1
Questions

Public Health

1. How would you collect information about the apparent outbreak? Do you have a way to poll EDs, urgent care facilities, and general practitioners?

2. What is the established method of health surveillance? Which agencies will be involved in this effort? What person/agency is responsible for collating data and determining public health intervention?

3. What provisions exist for collecting data on new cases from private practice physicians and neighborhood clinics? How is information gathered from State, regional, and local sources, including diagnostic laboratories? How will this information be shared among the medical community?

4. What actions would be taken to manage an increase in cases and/or prepare for future cases?

5. Do you have the epidemiological and environmental expertise to identify and contain the source of this public health emergency? If not, where would you seek assistance? Who is responsible for coordinating information?

6. Would you order clinical or environmental samples at this time? When would you expect to have the results back? What tests would be ordered?

7. Do your laboratories (State, local, and commercial) have the trained staff, equipment, and reagents to identify suspected biological agents? If not, where would you seek assistance? Who is responsible for coordinating information?

8. What information has the highest priority for public dissemination? Should a public information strategy be developed and implemented at this point?

Emergency Management

1. How is the increase in health and public safety activity being monitored? At what point will the non-health community be alerted to this situation? Has a command structure been identified or established.

2. How is information coordinated among the various jurisdictions involved? Is there one spokesperson? How is that spokesperson determined?

3. How is the community’s response to these events being coordinated? How is the local leadership informed? Has a command structure been identified or established?

4. What medical/public health assets are immediately available? Who controls these resources? How are private resources incorporated?

5. How do you expect the public to respond to this situation? Should a public information strategy be implemented? What impact will media coverage have on the public and your response to this public health emergency?

6. What steps would the State take to respond to the reports of an outbreak in the Madison area?

Will Federal and/or State assets be mobilized? If so, what assets?

7. How does the local Emergency Operations Plan (EOP) address a public health emergency?

What are the plan’s strengths and weaknesses in addressing this situation?

Medical Response

1. Is there a time lag between the appearance of new cases and the reporting of that information to State and local health authorities? If so, what problems does this present for disease detection and surveillance?

2. How will casualties be tracked? How do you become aware of what is happening in other facilities (e.g., other EDs, neighborhood clinics, private practitioners)? How will medical information be shared, and how will regional medical response strategies be coordinated. Are patients being transferred to other regional medical facilities to stem the overload of patients?

3. In what areas would you expect immediate shortages of personnel and supplies? Where would you go for assistance and supplementation?

4. What precautions should be taken to protect your facility and staff? What information should be given to your staff?

5. At what point would hospital disaster plans be implemented in your facilities?

6. What actions would be taken to manage a further increase in cases?

7. How would you manage the employees concerns about infectious waste?

Public Safety

1. What is the role of fire and law enforcement personnel in a public health emergency?

2. How will you respond to incoming 9-1-1 calls for assistance from those complaining of severe flu-like symptoms? Would you modify any of your monitoring or response procedures?

3. What indicators (e.g., increased EMS calls and cases reported to the ME) are clues to an evolving emergency?

4. Are there resources in place to protect first responders? If so, what are they?

5. What measures will be taken to advise first responders of protective actions?

6. How would you manage the employees concerns about infectious waste?

Public Information

1. What information has the highest priority for public dissemination? Should a public information strategy be developed and implemented at this point?

2. How is information coordinated among the various jurisdictions involved? Is there one spokesperson? How is that spokesperson determined?

3. How and with whom would the PIO verify information before it is released? Who would have overall authority for releasing information?

4. How do you expect the public to react to this situation? What impact will media coverage have on the public? What are your concerns regarding this issue?
Initial Response Module

Friday, May 28, 5:00 p.m.
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The overall anxiety of the community begins to peak, fueled by intense media coverage of the developing crisis. News crews and reporters go to local hospitals, the LHJs, and the EOCs seeking more information about the crisis. Commentators question the adequacy of local agencies and hospitals to treat residents in the region. National networks feature stories on the news about the unexplained “epidemic” in eastern Wisconsin. Many news commentators compare the developing situation to the anthrax exposures that followed the September 11 attacks, criticizing government officials for not providing accurate and timely information. On-site hospital vigils and “death counts” by broadcasters incite public fears to a fever pitch, leading even more citizens to seek medical attention although they are asymptomatic.

Pharmacies and other medical supply stores run out of many over-the-counter medications and prescription drugs, as more and more residents react to the media reports. Crowd disturbances at area pharmacies and hospitals become more frequent. Fearing contagion, some citizens shelter in their homes or begin to self-evacuate from the area.

Friday, May 28, 5:45 p.m.
Because of the case histories and interviews with patients and family members, the preliminary epidemiological investigation that began on May 27 indicates that many patients were at, or knew someone who was at the Veterans Memorial Arena in Madison. 

In light of this information, Arena officials have shut down the facility and sent all workers for precautionary medical checkups. This decision will cost tens of thousands of dollars for the Arena and events scheduled. The SFD HazMat Team, in conjunction with public health and law enforcement investigators, begin taking samples and conducting tests at the Arena.

Friday, May 28, 6:30 p.m.
More new patients seek assistance through the 9-1-1 system and EDs. Preliminary numbers reported to the LHJs by local hospitals indicate that thousands of patients are seeking treatment for flu-like symptoms in various degrees of severity. Contaminated clothing and other waste products are collecting at medical facilities. Contract companies are refusing to transport waste due to fears that it may be life threatening to their workers.

Fearing further infection, public safety agencies worry about transporting the sick. The number of “worried well,” including people with mental health disorders, reporting to healthcare facilities has yet to be confirmed but numbers are clearly in the thousands. Medical care providers are exhausted and facilities are overwhelmed. Fire departments and EMS providers throughout the region continue to report a growing number of backlogged calls.
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Offers of assistance from surrounding EMS agencies are being received by agencies throughout the region. Currently Boise and Ada county Idaho have self-dispatched ALS ambulances to assist in Kootenai County as well as the Lewiston-Clarkston area. Seattle and Portland have ALS ambulances enroute to the Madison County area. Wenatchee has dispatched units to assist in Lincoln and Adams Counties. Also British Columbia reports that they have ALS ambulances standing by at the border to assist Stevens, Ferry and Pend Oreille Counties. Walla-Walla Fire is also moving ALS ambulances into Columbia and Garfield Counties to assist them.

Friday, May 28, 7:15 p.m.

Laboratory results from the WSDOH laboratory provide presumptive identification the presence of Yersinia pestis, the causative agent for pneumonic plague. Given the case histories accumulated during the past 2 days, personnel from all area hospitals and the LHJs convene to discuss the findings. Hospital officials are gravely concerned about the outbreak, given the contagious nature of pneumonic plague, its extreme fatality rate for the untreated, and the lack of quarantine or respiratory droplet isolation procedures thus far. As a result, hospitals begin to explore options for respiratory droplet protection.

The presumptive diagnosis of pneumonic plague is immediately communicated to U W Medical Center, Deaconess Medical Center, Holy Family, Valley Hospital and Medical Center, and to surrounding hospitals and health departments throughout the State. The WSDOH also notifies the CDC of preliminary test results and the initial diagnosis.
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The demand for appropriate therapeutic antibiotic regimens (streptomycin and doxycycline) greatly outstrips available supplies even with the available Madison based chempacks. Inquiries regarding access to additional antibiotic resources are funneled to the U.S. Public Health Service (USPHS) and Centers for Disease Control and Prevention (CDC) pharmaceutical stockpile program.

[image: image13.jpg]



[image: image14.png]


The Madison EOC notifies the Federal Bureau of Investigation (FBI) Madison Resident Agent (RA) of the pneumonic plague outbreak in Madison. Local officials suspect the outbreak may be the result of a deliberate release. The Madison RA notifies the WMD Coordinator and the Special-Agent-In-Charge (SAC) at the FBI Seattle Field Office. Notifications are made to the FBI’s Strategic Information and Operations Center (SIOC) in Wisconsin, DC. The SIOC in turn notifies key federal agencies and initiates a threat assessment of this public health emergency. This notification prompts key federal departments and agencies to review elements of the Interagency Domestic Terrorism Concept of Operations Plan (CONPLAN).

Friday, May 28, 9:00 p.m.

After calling an emergency session with public health officials, Mayor West and the County commissioners issue a declaration of a local emergency based on the rapidly escalating situation and health-related concerns in Madison. State officials from Wisconsin and Idaho who have been communicating with the various EOCs urge Governor’s Gary Locke and Kempthorne to declare a state of emergency for Madison and the Eastern region of Wisconsin.

Alerted to the preliminary finding of plague and the local declarations of emergency, the national and local media provide a steady stream of alarming and frequently inaccurate reports on the potential consequences of the finding. Analysts openly speculate over the airwaves that this was a deliberate act and additional attacks could occur.

Friday, May 28, 11:00 p.m.
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After consulting State, county, and city officials, Governor Locke and Kempthorne declare a state of emergency in Madison, Whitman, Asotin, Columbia, Lincoln, Stevens, Pend Oreille, Garfield, Adams, and Ferry counties as well as the northern counties of Idaho and requests a presidential declaration of emergency. Based on the recommendations of State health officials, Governor Locke and Kempthorne also request the activation of the National Disaster Medical System (NDMS), including the deployment of specialized assets such as Disaster Medical Assistance Teams (DMATs), Disaster Mortuary Operational Response Teams (DMORTs), and chemical/ biological (C/B) agent response-trained National Medical Response Teams (NMRTs).

Saturday, May 29, 10:30 a.m.
Based on numbers reported by local hospitals and the MEs and coroners throughout the region, there are now over 100  dead and over 200 currently symptomatic and hospitalized region wide. The number of worried well reporting to healthcare facilities, many prompted by news reports about the outbreak, continues to increase. 

Hospitals and clinics note an increase in illness among the medical staff. Similar symptoms also affect the ranks of EMS, fire department, and law enforcement personnel. As a result of the case histories and interviews with patients and family members, the preliminary epidemiological investigation indicates many patients had attended an event at the Madison Arena on May 24.

Saturday, May 29, 3:00 p.m.

Hospitals and private healthcare providers report that the number of asymptomatic patients seeking treatment continues to accelerate. With no indications that the crisis will abate in the near future, requests for assistance continue to be sent across the State as fire, EMS providers, police, and ED personnel are beyond the breaking point. The WSDOH actively contacts surrounding counties not only to secure assistance but also determine the extent to which other areas are experiencing similar outbreaks.
Saturday, May 29, 4:30 p.m.
With public disclosure of the plague outbreak, President Bush goes on national television to assure Eastern Wisconsin as well as Northern Idaho residents, and citizens across the country, that national resources are being mobilized to care for the victims.

The White House has directed the Secretary of Homeland Security to activate the Initial National Response Plan (INRP) to begin the flow of Federal assistance to State and local authorities. The Secretary of Homeland Security has appointed a Principal Federal Official (PFO) to coordinate the Federal response. Under the INRP, the PFO tasks the Department of Homeland Security Emergency Preparedness and Response Directorate (DHS/FEMA) to assist in determining what medical resources the Eastern Region of Wisconsin and the Northern area of Idaho will need to manage this incident. Under authorities granted within the INRP, DHS/FEMA issues a mission assignment to Emergency Support Function #8 (ESF #8) - Public Health and Medical Services which activates the Department of Health and Human Services (HHS) as both the ESF coordinator and Primary Agency. HHS and other assigned Supporting Agencies under ESF #8 respond to manage the request, including the Centers for Disease Control and Prevention (CDC). The CDC notifies State and local public health agencies across the country to report any possible victims of plague who appear in their respective healthcare facilities. Immediate information on the care and treatment of plague-infected victims is also disseminated as widely as possible to healthcare providers. Federal representatives will also assist in information dissemination, emergency consultation, and interaction with the media. The CDC notifies the World Health Organization (WHO) in Geneva, Switzerland, of the confirmed cases of pneumonic plague in Wisconsin and Idaho.
The SRHD and surrounding LHJs, in conjunction with the WSDOH and CDC, continues the epidemiological investigation to identify the number of people initially infected and any secondary exposures. They also begin exploring options for quarantine. The LHJs, WSDOH, and CDC officials are concerned about the lack of available hospital space, hospital staffing, and pharmaceutical resources needed to manage the outbreak and limit secondary exposures.

The LHJs, WSDOH, CDC officials, and personnel from various area hospitals determine that a number of persons contracted the disease through secondary exposure to those victims initially exposed. Included in the group of secondary exposures are a number of healthcare providers, fire department personnel, EMS technicians, and police officers. Waste from patient care continues to collect in all area hospitals and at all EMS agencies.

Saturday, May 29, 6:00 p.m.

The national and international media are quickly consumed by the story. They provide a steady stream of alarming and possibly inaccurate reports on the potential consequences of the attack. Analysts continue to speculate over the airwaves that additional attacks could occur.

The shocking impact of the attack rivets the country’s and world’s attention. Stringent security measures such as restricted parking, personal searches, and identification checks implemented in capitals, airports, ports, and at critical infrastructure facilities are imposed to mitigate against additional copycat hoaxes or other terrorist attacks. Still, fear and confusion permeate Madison and the surrounding areas. Law enforcement professionals find themselves struggling to keep order.
Sunday, May 30, 10:15 a.m.

After the President’s Saturday evening address, public response swells with reactions ranging from anger to near panic. Officials at all levels of government are under increasing pressure to resolve the immediate crisis and reassure citizens all measures are being taken to protect against further attacks.

Law enforcement investigators, already combining their efforts with public health and medical personnel, continue interviewing surviving victims and their families as well as Arena staff and vendors. Law enforcement is currently focused on investigating area extremists group with possible ties to the attack.

Sunday, May 30, 12:30 p.m.

The CDC confirms Yersinia pestis as the agent infecting patients across the region. The CDC is also conducting more definitive tests to assist the epidemiological and criminal investigations. The DHS, HHS,  and FBI brief the White House on the consequences of the attack and provide updates on the Federal assets that will assist Eastern Wisconsin and Northern Idaho in managing the consequences. The FBI also briefs the Department of State (DOS) (for international notification), EPA, and other Federal Departments and agencies on the status of the investigation.

Sunday, May 30, 2:00 p.m.
Citizens in Eastern Wisconsin and across the Nation are bombarded with images of the horrifying consequences of bioterrorism. Hundreds of people, many prompted to report to local clinics and medical facilities by the ongoing newscasts, await examination and processing. Possible plague cases have now been identified in all cities and towns in the East Region of Wisconsin as well as North Idaho.

Sunday, May 30, 3:30 p.m.

DMATs, DMORTs, and other Federal assets are arriving to provide assistance. The HHS coordinates procurement and deployment of antibiotics, medical supplies, and resources with the SRHD, WSDOH, Department of Veterans Affairs (VA), Food and Drug Administration (FDA), DoD, and CDC pharmaceutical stockpile program. Drugs and medical supplies are transported into Eastern Wisconsin for distribution to medical facilities. Cataloging and distributing supplies require aggressive coordination. The HHS coordinates medical supply delivery. The American Red Cross manages and coordinates food, shelter, and first aid for victims, provides bulk distribution of relief supplies, and operates a system to assist family reunification.


FEMA also coordinates with the USPHS to assist the ME in removal of the dead. The American Red Cross is called in to assist with mental health services for the victims, families, and friends of those affected by the incident.
Sunday, May 30, 4:00 p.m.

With local officials, the FBI and CDC coordinate the epidemiological and law enforcement investigations now focused on the Arena. The area surrounding the Arena has been quarantined from public access. Additionally, hospital records and clinical samples are scrutinized for any information that could be used as evidence. Investigators are primarily focused on locating and tracking everyone who was at the Arena on May 24.

Sunday, May 30, 6:30 p.m.

Although emergency planners have adopted an aggressive and proactive information campaign regarding pneumonic plague, a large segment of the population continues to harbor fear and apprehension about the attack. Many people throughout the region perceive that virtually everyone who lives or works in the Eastern Wisconsin and North Idaho area is potentially infectious. As a result, many more continue to flee the area, creating severe traffic bottlenecks along Interstate 90 and highways leading out of the area, despite the fact that the number of cases has dropped significantly.

Casualty Report for Adams County*
Total Confirmed Cases
5

Currently hospitalized
1

Deceased
4


Last 24 Hours
1

Total Worried Well
172


Last 24 Hours
25
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Asotin County*
Total Confirmed Cases
7

Currently hospitalized
1

Deceased
6


Last 24 Hours
2

Total Worried Well
215


Last 24 Hours
32
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Columbia County*
Total Confirmed Cases
2

Currently hospitalized
1

Deceased
1


Last 24 Hours
0

Total Worried Well
43


Last 24 Hours
7
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Ferry County*
Total Confirmed Cases
3

Currently hospitalized
1

Deceased
2


Last 24 Hours
1

Total Worried Well
74


Last 24 Hours
11
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Garfield County*
Total Confirmed Cases
2

Currently hospitalized
1

Deceased
1


Last 24 Hours
1

Total Worried Well
25


Last 24 Hours
4
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Lincoln County*
Total Confirmed Cases
4

Currently hospitalized
1

Deceased
3


Last 24 Hours
1

Total Worried Well
104


Last 24 Hours
15
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Panhandle Health*
Total Confirmed Cases
105

Currently hospitalized
22

Deceased
83


Last 24 Hours
14

Total Worried Well
3,075


Last 24 Hours
449
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Pend Oreille County*
Total Confirmed Cases
4

Currently hospitalized
1

Deceased
3


Last 24 Hours
1

Total Worried Well
123


Last 24 Hours
18
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Madison County*
Total Confirmed Cases
209

Currently hospitalized
44

Deceased
165


Last 24 Hours
27

Total Worried Well
6,150


Last 24 Hours
900
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Stevens County*
Total Confirmed Cases
14

Currently hospitalized
3

Deceased
11


Last 24 Hours
2

Total Worried Well
430


Last 24 Hours
63
*As of Sunday, May 30, 6:30 p.m.

Casualty Report for Whitman County*
Total Confirmed Cases
14

Currently hospitalized
3

Deceased
11


Last 24 Hours
3

Total Worried Well
430


Last 24 Hours
65
*As of Sunday, May 30, 6:30 p.m.

Key Issues

· The death rate increases.

· The Health Department confirms Yersinia pestis as the infecting agent.

· Hospitals and clinics are overwhelmed with patients requesting medical treatment.

· Medical facilities request additional security.

· Local medical waste companies have refused to transport any waste from East Region Hospitals and EMS agencies 

· The EOCs are activated.

· State and local emergencies are declared and a Federal emergency declaration has been requested.

Task

You have 20 minutes to consider the questions in this Module.  You should also identify any additional questions, critical issues, or decisions you feel should be addressed at this time.  Your decisions should be made using the information provided and your best judgment of how to proceed.

Module 2
Questions

Participants are not required to address every question in this module.  Take a moment to review the questions in their entirety, and then focus on the critical issues of major concern for your group at this point in the exercise.

Public Health

1. What measures will be implemented to identify the source of the release and extent of contamination? How will you and your public health counterparts at the Federal, State, and local levels organize available resources to control the outbreak? Does your staff have access to authoritative guidelines and other information regarding treatment and implementation of control measures?

2. What are the notification procedures following the identification of plague as the causative agent? Is there a system in place to ensure complete notification of the medical support structure?

3. Would you recommend measures for isolation or quarantine? What factors would affect your decision?

4. Who will coordinate and manage inventories of pharmaceuticals required for treatment? Who has priority for treatment? How will the antibiotics be delivered, distributed, and administered?

5. Can victims of the attack be readily identified, or must treatment be started for the entire populace? How will notifications be made for possible victims who have left the Madison area?

6. How will the increasing number of human remains be disposed of? What short- and long-term problem does this pose?

7. Are clinical and environmental samples evidence? How will they be handled? How will you coordinate with your law enforcement counterparts?

8. What mechanism is in place for critical incident stress debriefing (CISD)? Are resources adequate? Where would you obtain additional resources? Are protocols in place for this?

9. What procedures do you have in place for packaging and shipping samples of infectious agents?

10. What is the procedure for notifying the FBI of the agent identification? Who is responsible for doing so?

Emergency Management

1. What information will be communicated from the city, county and region to the State and Federal governments regarding the emerging health crisis? What Federal and State assistance is needed at this point?

2. With an increasing multitude of agencies becoming involved in the response, how would you coordinate information among the various PIOs? What strategies, if any, are in place to limit the spread of rumors and misinformation? How would you pass on information you receive that may benefit the criminal investigation?

3. What are some specific problems the area might be facing (i.e., school closings and rescheduling of special events)? Would you anticipate telephone/cell phone gridlock? If so, what alternate procedures are in place to address this?

4. What are the notification procedures following the identification of Yersinia pestis as the causative agent of plague? Who is notified?

5. How do you expect the people of the region to respond to this type of attack? What actions do you want the public to take, and how will you inform them?

6. Is there a plan to coordinate efforts necessary to obtain the required amount of antibiotics? How will the antibiotics be delivered, distributed, and administered? Where would you expect supplies to come from? Who has priority for vaccination and preventive treatment?

7. Will there be a requirement for sheltering? Feeding? How will information about the status of victims be received, collected, and reported? How quickly could this service be established? Who is responsible for this task? Who will staff it?

Medical Response

1. Given the contagious nature of plague, what protection and treatment measures must be implemented immediately for medical and response staff? How will these steps be accomplished?

2. Who has priority for treatment? How will the antibiotics be delivered, distributed, and administered?

3. What information and direction are you seeking from public health agencies? What do those agencies need from you?

4. Would a series of triage point be established to stem the flow of patients into the medical facilities? Where would you locate them in each county or area?

5. Will alternate care facilities or casualty collection points be established? If so, where? Who will manage and staff them?

6. Would you consider a request or notification of the NDMS?

7. How will patients with ailments unrelated to the current emergency be treated? Are sufficient resources available to meet their needs?

8. Do current plans and procedures include response protocols to a biological attack?

a. How do you share medical protocols among healthcare providers? Are there protocols pertaining to pediatric care? From whom will you seek expert technical advice? How will you make contact with them?

b. How will you coordinate the activities of the other EMS agencies responding to assist?

Public Safety

1. How might this situation impact other local services? Will additional assistance be needed to maintain order? Who will provide support to law enforcement?

2. How will the public health and law enforcement investigations be coordinated?

3. How will you respond to additional 9-1-1 requests for assistance, especially from those who claim to have flu-like symptoms?

4. The flow of self-referrals at local hospitals is likely to increase. What public health information would be disseminated at this time to calm the public fears? Where would you obtain needed expertise?

5. Do you think this is the only attack? Do sufficient resources exist to respond to multiple attacks? What support would you request?

6. Do your plans and procedures include response protocols to a biological attack?

7. What measures would be implemented to address children’s aid (i.e., children abandoned by the deaths of their parents)?

8. How will victims’ families obtain information on the status of their relatives? Would a hotline be established? How quickly could this service be established? Who is responsible for this task? Who will staff it?

1.  Who is responsible for notifying the FBI of the agent identification? What is the procedure for doing so?

10.
How will Fire/9-1-1 coordinate the responses, housing, feeding, resupplying, and credentialing of the EMS agencies responding from outside the region to assist.

Public Information

1. With an increasing multitude of agencies becoming involved in the response, how would you coordinate information among the various PIOs? What strategies, if any, are in place to limit the spread of rumors and misinformation? How would you pass on information you receive that may benefit the criminal investigation?

2. How will victims’ families obtain information on the status of their relatives? Would a hotline be established? How quickly could this service be established? Who is responsible for this task? Who will staff it?

3. What is your public information strategy at this point? Would you pre-designate a site for press conferences? What specific information should be passed at this time? What information will need to remain closely held?

4. Would you use the media as a resource for public health/medical advisories? How would you disseminate information to the public? What information, if any, would be released at this point? How often would information be updated?

5. What information and direction are you seeking from public health agencies? What public health information would be disseminated at this time to calm the public fears? What expertise do you require to develop this information? What do those agencies need from you?
Response and Recovery Module
Tuesday, June 1

DHS Secretary Tom Ridge and HHS Secretary Tommy Thompson visit the Inland Empire to check on the relief efforts under way. Secretary Ridge and Secretary Thompson tour several East region hospitals and hold a news conference afterward with local health officials.

Wednesday, June 2

Although a week has passed since the first influx of patients, the full impact of the crisis is still unfolding before the stunned Nation and the World. Resources continue to flow into the area and public and private sectors cooperate in a dramatic effort to manage the consequences of this attack. However, large quantities of supplies sit unused, as relief agencies are inundated with donations of goods and money that, while well meaning, are inappropriate for current operations. In addition, many volunteers who spontaneously appeared to aid in the response become frustrated because they are not fully integrated into operations. 

Since the initial identification of plague on May 28, the number of deaths has declined; yet a number of victims continue to present to area hospitals with signs and symptoms of the pneumonic form of plague. The media coverage of the outbreak remains constant and local response agencies are challenged by the number of requests for access to information and interviews with government officials, care providers, and victims.

Metropolitan areas across the country closely monitor the response effort, and many jurisdictions have implemented stringent security and medical surveillance measures. The full resources of the Nation’s law enforcement, intelligence, and medical investigative agencies are dedicated to identifying, apprehending, and prosecuting the perpetrators.

Madison officials consider canceling or postponing the Hoopfest Basketball tournament in June as well as region wide 4th of July celebrations, triggering a significant economic slowdown. The East Region’s tourism, entertainment, and convention industries have ground to a virtual standstill. Hotels, restaurants, and summer resorts have been forced to lay off hundreds of workers as the hospitality industry grinds to a halt because of the lack of tourist and business travelers. Many other components of the public sector grapple with resource and personnel issues while the private and commercial sectors experience severe short- and long-term economic losses.

The psychological manifestations associated with a major terrorist event (e.g., anger, guilt, horror) are widespread. The American Red Cross has been tasked with assisting mental health officials in the debriefing process, and providing support to those victims still requiring hospitalization. Local universities and research institutes are interested in studying the short- and long-term effects of such an indiscriminate attack. Victims and responders are already showing signs of sleeplessness, anxiety, and other critical and post-incident stress syndromes/disorders related to the event. Overall public unease is high, as is evidenced by the large number of reports of suspicious packages, potential plague cases, and suspicious persons.

Elected officials, religious leaders, and private organizations lead efforts to muster aid and extend sympathy and support. Media reports state that the suicide of a local teenager may be related to depression and anxiety from the plague outbreak and citizens demand that government officials provide greater counseling assistance to the populace.
Casualty Report for Adams County*
Total Confirmed Cases
5

Currently hospitalized
1

Deceased
4
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0

Total Worried Well
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3
*As of Wednesday, June 2

Casualty Report for Asotin County*
Total Confirmed Cases
8
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1
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Last 24 Hours
4
*As of Wednesday, June 2

Casualty Report for Columbia County*
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0
*As of Wednesday, June 2

Casualty Report for Ferry County*
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3
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0
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Last 24 Hours
1
*As of Wednesday, June 2

Casualty Report for Garfield County*
Total Confirmed Cases
2
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0
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1
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0

Total Worried Well
30


Last 24 Hours
0
*As of Wednesday, June 2

Casualty Report for Lincoln County*
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2
*As of Wednesday, June 2

Casualty Report for Panhandle Health*
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*As of Wednesday, June 2

Casualty Report for Pend Oreille County*
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5
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2
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Casualty Report for Madison County*
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224

Currently hospitalized
2

Deceased
222


Last 24 Hours
8

Total Worried Well
7,425


Last 24 Hours
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Casualty Report for Stevens County*
Total Confirmed Cases
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1
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15


Last 24 Hours
1

Total Worried Well
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Last 24 Hours
5
*As of Wednesday, June 2

Casualty Report for Whitman County*
Total Confirmed Cases
16

Currently hospitalized
1

Deceased
15


Last 24 Hours
1

Total Worried Well
520


Last 24 Hours
4
*As of Wednesday, June 2

Thursday, June 3

National, regional, and local leadership—advised by government, industry, and academic experts—attempt to define the end of the situation. Some of the most troubling issues facing officials are the midterm and long-term management of the few surviving victims and psychological effect on the Eastern Region of Wisconsin and the Nation.

A massive criminal investigation is under way. In conjunction with medical personnel and epidemiologists, the FBI, SPD, SRHD, and WSDOH gather evidence and attempt to pinpoint the details of the attack. Physical evidence, interviews with victims, and surveillance videotapes are collected and cataloged as part of the effort to identify the perpetrators.

At a morning news conference with local law enforcement officials, Attorney General John Ashcroft provides an update on the status of the criminal investigation.

Monday, June 7

At a morning coordination meeting, Federal officials brief Mayor West, the City Council, and the County Commissioners, Board of Health, law enforcement, fire and hospitals on plans for continuing long-term assistance, and the process of reduction, transfer, and termination of operations. FEMA opens a Disaster Field Office (DFO) to provide assistance to the community.

The EPA, HHS, DOJ, DoD, FBI, DHS, CDC, and U.S. Department of Agriculture (USDA), in cooperation with regional and local representatives, have determined that the plague released on May 24 no longer poses a widespread infectious threat. Nevertheless, the general public continues to express unease about venturing into the affected area. The management agency for the Arena and several nearby businesses announce that they will not open until their offices are declared free of contamination by government authorities. Other businesses state that remaining in the area is too dangerous and will instead seek to relocate to neighboring States.

At an emergency Madison City Council meeting later that day, small business owners in the downtown area announce they have already filed for bankruptcy. Others state their businesses may close in the next month without long-term government assistance.

The HHS is directed to lead a Federal, regional, and local program to provide continued monitoring of survivors and ensure the transmission of pneumonic plague is contained.

Delegations of Congressmen, Senators, and other dignitaries flock to the area to show their support to responders and the region and set an example to citizens who are afraid of further contagion. This further stresses the security and law enforcement operations that have been ongoing since the beginning of the response.
Tuesday, June 8

Many agencies sponsor ongoing critical incident stress programs and continued post-traumatic stress disorder (PTSD) monitoring. A number of public notices are broadcasted to area residents to boost morale and assure residents of the return to normalcy. Upcoming events are reconsidered because of the attack. Critical incident stress management (CISM) programs in local response agencies are becoming overwhelmed with requests for counseling. In addition, local corporate employee assistance programs report they have received a significant increase in requests for information from personnel who feel affected by the outbreak.

President Bush, Governors Kempthorne and Locke, County, and City officials, with international representatives, participate in public observances and memorial services conducted in remembrance of those who died as a result of this terrorist act.

Casualty Report for Adams County*
Total Confirmed Cases
5

Deceased
4

Survivors
1

Total Worried Well
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Casualty Report for Asotin County*
Total Confirmed Cases
8
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8
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0

Total Worried Well
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Casualty Report for Columbia County*
Total Confirmed Cases
2
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2

Survivors
0

Total Worried Well
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Casualty Report for Ferry County*
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3
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3
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0
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Casualty Report for Garfield County*
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2
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1
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Casualty Report for Lincoln County*
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Casualty Report for Panhandle Health*
Total Confirmed Cases
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Casualty Report for Stevens County*
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1
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Casualty Report for Whitman County*
Total Confirmed Cases
16
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15
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1

Total Worried Well
527

Key Issues

· The FBI leads a criminal investigation into the incident.

· The Medical Examiner is concerned about the disposition of contaminated bodies.

· Local businesses and the tourism industry suffer severe economic consequences.

· Memorial services are conducted.

Task

As the community and Nation start the recovery process, there are still significant issues to be addressed by all agencies at all levels.  You have 20 minutes to consider the questions in this module.  Use the provided information and your best judgment in determining your actions, directions, and decisions.

Module 3
Questions

Participants are not required to address every question in this module.  Take a moment to review the questions in their entirety, and then focus on the critical issues of major concern for your group at this point in the exercise.

Public Health

1. What procedures will be followed to identify and track the large number of victims? Who will be responsible for long-term monitoring of those exposed?

2. How will human remains be safely and appropriately handled, disposed of, and transported?

3. How is the total extent of contamination determined? How would you make this determination? Who would assist local officials with this effort?

4. What vector surveillance measures would be implemented by local department of health/animal control sections? Are any special resources required to implement this? Who would you look to for expertise?

5. Do you have the resources to manage a long-term public information program?

6. How will public health integrate law enforcement into the investigation?

Emergency Management

1. What specific additional external resources are still required during the long-term? Is there a plan for demobilization and release of assets?

2. What short-term and long-term problems does site contamination pose? Is decontamination of the area feasible? What technical resources would be required to address this? Where would they come from?

3. How will public inquiries be managed during the long term? What public relations actions might need to be taken to calm the public’s anxiety? How do you bring some measure of normalcy to the areas population?

4. What are the roles of the Federal and State governments in restoration and recovery efforts? Are there any plans that outline a strategy for dealing with business recovery issues?

5. What is your strategy for rebuilding the area’s reputation and image for business, tourism, and sports?

6. What litigation would you expect to address? Is a mechanism in place to address these issues?

7. How will human remains be safely and appropriately handled and disposed of? What precautions are required for the ME when conducting autopsies or handling remains?

Medical Response

1. What procedures will be followed to identify and track the victims? Who will be responsible for long-term medical treatment and monitoring of the survivors? How long do those exposed to plague need to be under surveillance?

2. How will human remains be safely and appropriately handled and disposed of? What precautions are required for the ME when conducting autopsies or handling remains?

3. Where would reconstitution of medical supplies come from? How soon could you get them? What resource would you coordinate this effort through?

4. Is there enough expertise available in the area to address the demand for critical incident stress debriefing (CISD)? How would you obtain the significant number of professionals required to meet the task?

5. What mental health counseling is required for public at large? Where would additional resources be obtained?

Public Safety

1. How will the medical, public health, and law enforcement communities coordinate the investigation of this attack?

2. What measures might you implement to prepare and protect responders from possible future attacks? What actions could you implement to prepare for possible additional attacks?

3. What activities will you undertake to restore pre-incident capabilities? How would decontamination of equipment be accomplished? How would you expect supplies to be replenished?

4. Would critical incident stress debriefing (CISD) be done? Is a mechanism already in place to address this? What mechanism, if any, is in place to counsel the families of first responders who were victimized by this attack?

5. What public health information should be provided during the long term? Do current plans and procedures address the long-term health information needs related to WMD events? Who has this responsibility?

6. How will law enforcement integrate public health into their investigations?

Public Information

1. Do you have the resources to manage a long-term public information program?

2. How will public inquiries be managed over the long-term?

3. How do you bring some measure of normalcy to the city population? What public relations actions might need to be taken to calm the public’s anxiety?

4. How long would you continue public and media relations’ efforts for this incident? Would you anticipate a gradual scaling back in this effort? Who makes this decision?

5. How long would you continue public and media relations’ efforts for this incident? Would you anticipate a gradual scaling back in this effort? Who makes this decision? Is there a need to maintain the JIC during this phase of the incident?

6. Specifically, what measures would be taken to instill public confidence that the region is safe and free from additional threat?

Appendix A
Acronyms

This glossary has been developed to capture terms that commonly occur in responding to a wide array of emergencies.

AAR
After-Action Report

ACF
Alternate Care Facility

AFB
Air Force Base

ALS
Advanced Life Support

AMC
Army Materiel Command

AMR
American Medical Response

AMS
Atmospheric Monitoring System

ANG
Air National Guard

APG
Aberdeen Proving Ground

ARAC 
Atmospheric Release Advisory Capability

ARDS
Adult Respiratory Distress Syndrome

ARNG
Army National Guard

ASD (SO/LIC)
Assistant Secretary of Defense (Special Operations/Low-Intensity Conflict)

ATSDR
Agency for Toxic Substances and Disease Registry

BATF
Bureau of Alcohol, Tobacco and Firearms (U.S. Treasury Department)

BLS
Basic Life Support

B-NICE
Biological, Nuclear, Incendiary, Chemical, and Explosive

BSI
Body Substance Isolation

BW
Biological Weapons

BWIRP
Biological Weapons Improved Response Program

C2
Command and Control

C3
Command, Control, and Communication

CADRE
Community Agency Disaster Relief Effort

CAO
Chief Administrative Officer

CAT
Crisis Action Team 

C/B
Chemical and/or Biological

CBIRF
Chemical/Biological Incident Response Force (USMC)

CBRDT
Chemical/Biological Rapid Deployment Team 

CBRNE
Chemical/Biological/Radiological/Nuclear High-Yield Explosive

C/B-RRT
Chemical and Biological Rapid Response Team

CCP
Casualty Collection Point

CDC
Centers for Disease Control and Prevention

CDR
Commander

CDRG
Catastrophic Disaster Response Group

CERCLA
Comprehensive Environmental Response Compensation and Liability Act

CINC
Commander-in-Chief

CISD
Critical Incident Stress Debriefing

CISM
Critical Incident Stress Management

CMED
Central Medical Emergency Dispatch

CMG
Consequence Management Group

CNS
Central Nervous System

CONPLAN
Concept of Operations Plan

CP
Command Post

CRTF
Commander, Response Task Force 

CSEPP
Chemical Stockpile Emergency Preparedness Program

CSG
Coordinating Subgroup on Counterterrorism

CVA
Cerebrovascular Accident

CW
Chemical Weapons

CWIRP
Chemical Weapons Improved Response Program

DALO
Disaster Area Liaison Officer

DCE
Defense Coordinating Element

DCO
Defense Coordinating Officer

DDC
Disaster District Committee

DEM
Division of Emergency Management

DEP
Department of Environmental Protection

DEQ
Department of Environmental Quality

DEST
Domestic Emergency Support Team

DFO
Disaster Field Office

DHS
Department of Homeland Security

DMAT
Disaster Medical Assistance Team

DMORT
Disaster Mortuary Operational Response Team

DOA
Dead on Arrival

DoD
Department of Defense

DOE
Department of Energy

DOJ
Department of Justice

DOMS
Director of Military Support

DOS
Department of State

DOT
Department of Transportation

DPIE
Decontaminating Packet, Individual Equipment (M258)

DPS
Department of Public Safety

DPW
Department of Public Works

DRTF
Disaster Relief Task Force

DTRA
Defense Threat Reduction Agency

DTRG
DoD Technical Response Group

DWI
Disaster Welfare Inquiry

EAS
Emergency Alert System

EBS
Emergency Broadcast System

ECt
Effective Concentration 

ED
Emergency Department

EDT
Explosive Device Team

EHS
Environmental Health Services

EIS
Epidemic Intelligence Service

ELISA
Enzyme-Linked Immunosorbent Assay

EMA
Emergency Management Agency

EMOP
Emergency Management Operation Phones

EMS
Emergency Medical Services

EMT
Emergency Medical Technician

EOB
Emergency Operations Bureau

EOC
Emergency Operations Center

EOD
Explosive Ordnance Disposal

EOP
Emergency Operations Plan

EPA
Environmental Protection Agency

EPLO
Emergency Preparedness Liaison Officer

ER
Emergency Room

ERT-A
Emergency Response Team – Advance Element

ERT-N
Emergency Response Team – National Element

ESD
Emergency Services Director

ESF
Emergency Support Function

EST
Emergency Support Team

ETA
Estimated Time of Arrival

FAA
Federal Aviation Administration

FAsT
Field Assessment Team

FBI
Federal Bureau of Investigation

FCO
Federal Coordinating Officer

FDA
Food and Drug Administration

FEMA
Federal Emergency Management Agency

FOIA
Freedom of Information Act

FORSCOM
Forces Command (U.S. Army)

FOSC
Federal On-Scene Coordinator

FRP
Federal Response Plan

FSE
Full-Scale Exercise

GSA
General Services Administration

HAN
Health Alert Network

HASTE
Hospital Alerting Signal Tone Encoded

HazMat
Hazardous Materials

HFRS
Hemorrhagic Fever (with) Renal Syndrome

HHS
Department of Health and Human Services

HI
Hemagglutination-Inhibition

HIT
Hazardous Incident Team

HIV
Human Immunodeficiency Virus

HMIT
Hazardous Materials Incident Team

HMRT
Hazardous Materials Response Team

HMRU
Hazardous Materials Response Unit (FBI)

HQ
Headquarters

HQDA
Headquarters Department of Army

HSAS
Homeland Security Advisory System

HVA
Hazards Vulnerability Analysis

IC
Incident Commander

ICP
Infection Control Practitioner

ICS
Incident Command System

ICU
Intensive Care Unit

IED
Improvised Explosive Device

IFA
Indirect Fluorescent Antibody

IICT
Interagency Intelligence Committee on Terrorism

IM
Intramuscular

IND
Investigational New Drug

IRP
Improved Response Program

ISD
Independent School District

IV
Intravenous

JEPIC
Joint Emergency Public Information Center

JIC
Joint Information Center

JOC
Joint Operations Center

JPIC
Joint Public Information Center

JTF
Joint Task Force

JTTF
Joint Terrorism Task Force

LCt50/LD50
Lethal Concentration 50%/Lethal Dose 50%

LE/LEA
Law Enforcement/Law Enforcement Agency

LFA
Lead Federal Agency

LHJ
Local Health Jurisdiction

LNO
Liaison Officer

MA1
First Alarm Medical Aid

MAC
Medical Alert Center

MACC
Multi-Agency Coordination Center

MACDIS
Military Assistance for Civil Disasters

MATF
Multi-Agency Task Force

MCI
Mass Casualty Incident 

MCIP
Mass Casualty Incident Plan

ME
Medical Examiner

MEDEVAC
Medical Evacuation

MERGE
Mobile Emergency Response Group and Equipment

MERS
Mobile Emergency Radio System

MICU
Mobile Intensive Care Unit

MMRS
Metropolitan Medical Response System

MOPP
Mission Oriented Protective Posture

MOU
Memorandum of Understanding

MSCA
Military Support to Civil Authorities

MSDS
Material Safety Data Sheet

MSU
Management Support Unit

NAMRI
Naval Medical Research Institute

NBC
Nuclear, Biological, and/or Chemical

NCA
National Command Authority

NCID
National Center for Infectious Diseases

NCP
National Oil and Hazardous Substances Pollution Contingency Plan

NCS
National Communications System

NDMS
National Disaster Medical System

NIH
National Institutes of Health

NIOSH
National Institute of Occupational Safety and Health

NMRT
National Medical Response Team

NSC
National Security Council

NTP
National Toxicology Program

OADMHC
Operational Area Disaster Medical Health Coordinator

ODP
Office for Domestic Preparedness

OEM
Office of Emergency Management

OEP
Office of Emergency Preparedness

OER
Office of Emergency Response (HHS)

OES
Office of Emergency Services

OPS
Operations

OSC
On-Scene Coordinator

OSHA
Occupational Safety and Health Administration

PA
Protective Antigen

PAO
Public Affairs Officer

PCR
Polymerase Chain Reaction

PDD
Presidential Decision Directive

PIO
Public Information Officer

POC
Point of Contact

POW
Prisoner of War

PPE
Personal Protective Equipment

PTSD
Post-Traumatic Stress Disorder

PWD
Public Works Department

R&R
Rest and Rehabilitation

RA
Resident Agency

RAMSES
Resources Available for Medical and Surgical Emergency Services

RHA
Regional Health Administrator

ROC
Regional Operations Center

RRT
Rapid Response Team

RTF-W/E
Response Task Force-West/East

SAC
Special Agent-in-Charge (FBI)

SCO
State Coordinating Officer

SEB
Staphylococcal Enterotoxin B

SEC
Shonat, Elliot, and Controvich

SEMS
Standardized Emergency Management System

SEPLO
State Emergency Preparedness Liaison Officer

SFO
Senior Federal Official

SIOC
Strategic Information Operations Center

SITMAN
Situation Manual

SITREP
Situation Report

SNS
Strategic National Stockpile

SOG
Standard Operating Guidelines

SOG
Special Operations Group (FBI)

SOP
Standard Operating Procedure

SSA
Supervisory Special Agent

SWAT
Special Weapons and Tactics

TARU
Technical Advisory Response Unit

TCBS
Thiosulfate Citrate Bile Salt Sucrose

TEU
Technical Escort Unit

TEW
Terrorist Early Warning (Group)

UCS
Unified Command System

US&R
Urban Search and Rescue

USA
U.S. Army

USACE
U.S. Army Corps of Engineers

USAF
U.S. Air Force

USAMRICD
U.S. Army Medical Research Institute of Chemical Defense

USAMRIID
U.S. Army Medical Research Institute of Infectious Diseases

USCG
U.S. Coast Guard

USDA
U.S. Department of Agriculture

USDA-FNS
U.S. Department of Agriculture – Food and Nutrition Services

USDA-FS
U.S. Department of Agriculture – Forest Service

USDHS
U.S. Department of Homeland Security

USJFCOM
U.S. Joint Forces Command

USMC
U.S. Marine Corps

USN
U.S. Navy

USPHS
U.S. Public Health Service

VA
Department of Veterans Affairs

VEE
Venezuelan Equine Encephalitis

VHF
Viral Hemorrhagic Fever

VIG
Vaccinia-Immune Globulin

WHO
World Health Organization

WMD
Weapon(s) of Mass Destruction 

WMDOU
Weapons of Mass Destruction Operations Unit (FBI)

W-NMRT-WMD
West-National Medical Response Team-Weapons of Mass Destruction

Appendix  B
Glossary

Absorption.  The process of an agent being taken in by a surface (e.g., clothing, fabrics, wood), much like a sponge and water.

Aerobe.  A microorganism that lives and grows in the presence of oxygen.

Aerosol.  Fine liquid or solid particles suspended in air (e.g., fog or smoke).

Agent dosage.  Refers to the LD50, a measure of the dose or quantity of a given agent that will be lethal to 50 percent of the target group.  The lower the LD50, the less amount of agent is required and thus more potent the agent.

Anaerobe.  A microorganism that lives and grows in the complete or nearly complete absence of oxygen.  An example is Clostridium botulinum.

Antibiotic.  A chemical substance that inhibits the growth of or kills microorganisms.  Antibiot​ics can be taken prior to or after exposure.  

Antidote.  A substance that neutralizes toxic agents or their effects.

Antisera.  The liquid part of blood containing antibodies.

Bacteria.  Single-celled organisms that multiply by cell division and can cause disease in humans, plants, or animals.

Biochemicals.  The chemicals that make up or are produced by living things.

Biological weapons.  The intentional use of biological agents as weapons to kill or injure humans, animals, or plants, or to damage equipment.

Biological weapons agents.  Living organisms or the chemical compounds derived from them that cause disease or disrupt physiological activity in humans, animals, or plants, or cause deterioration of material.  Biological agents may be used as liquid droplets, aerosols, or dry powders.

Bioregulators.  Biochemicals that regulate bodily functions.  Bioregulators that are produced by the body are termed “endogenous.”  Some of these same bioregulators can be chemically synthesized.

CNS.  Pertaining to the central nervous system.

CNS depressants.  Compounds having the predominant effect of depressing or blocking the activity of the central nervous system.  The primary mental effects include the disruption of the ability to think, sedation, and lack of motivation.

CNS stimulants.  Compounds having the predominant effect of flooding the brain with too much information.  The primary mental effect is loss of concentration, causing indecisiveness and the inability to act in a sustained, purposeful manner.

Causative agent.  The organism or toxin responsible for causing a specific disease or harmful effect.

Ceiling exposure value.  The maximum airborne concentration of a biological or chemical agent to which a worker may be exposed at any time. 

Conjunctivitis.  An inflammation of the conjunctiva, usually caused by viruses, bacteria, or an allergy.

Consequence management.  Measures to alleviate the damage, loss, hardship, or suffering caused by emergencies.  It includes measures to restore essential government service, protect public health and safety, and provide emergency relief to affected governments, businesses, and individuals.

Contagious.  Refers to ability of biological agent to be transmitted from one person to another, or from a living disease vector to humans.

Crisis management.  Measures to resolve the hostile situation, investigate, and prepare a criminal case for persecution under Federal law.

Culture.  A population of microorganisms grown in a medium.

Cutaneous.  Pertaining to the skin.

Decontamination.  The process of making any person, object, or area safe by absorbing, destroying, neutralizing, making harmless, or removing the hazardous material.

Endotoxin.  A toxin contained in the cell walls of some microorganisms, especially Gram-positive bacteria, that is released when the bacterium dies and is broken down in the body.

Eubacterium.  A genus of Gram-positive anaerobic rod-shaped bacteria normally found in soil and water.  The organisms are also found in the skin and body cavities of humans and other mammals, where they may cause soft-tissue infections.

Exotoxin.  A toxin secreted or excreted by a living microorganism.

Fungi.  Any group of plants mainly characterized by the absence of chlorophyll, the green colored compound found in other plants.  Fungi range from microscopic single-celled plant (such as mold and mildews) to large plants (such as mushrooms).

Gram’s-stain.  The method of staining microorganisms using a violet stain, followed by an iodine solution; decolorizing with an alcohol or acetone solution; and counterstaining with safranin.  The retention of either the violet color of the stain or the pink color of the counterstain is a primary means of identifying and classifying bacteria.  Gram-positive organisms retain the stain and are penicillin sensitive. 

Host.  An animal or plant that harbors or nourishes another organism.

IDLH.  Concentrations immediately dangerous to life and health.

Incubation period.  The time between exposure and the appearance of symptoms.  This time period is governed by a range of factors, including the initial dose, virulence, route of entry, rate of replication, and immunological variables.

Infectious agents.  Biological agents capable of reproducing in an infected host.

Infectivity.  (1) The ability of an organism to spread.  (2) The number of organisms required to cause and infection to secondary hosts.  (3) The capability of an organism to spread out from the site of infection and cause disease in the host organism.  Infectivity can also be viewed as the number of organisms required to cause an infection.

Level A protection.  The level of protective equipment in situations where the material is consid​ered acutely vapor toxic to the skin and hazards are unknown.  Full encapsulation, airtight chemical suit with SCBA or SABA.

Level B protection.  The level of protective equipment in situations where the environment is not considered acutely vapor toxic to skin but may cause respiratory effects.  Chemical splash suit or full coverage, nonair tight, chemical suit with SCBA or SABA.

Level C protection.  The level of protective equipment required to prevent respiratory exposure but not to exclude possible skin contact.  Chemical splash suit with cartridge respirator.

Level D protection.  The level of protective equipment required when the atmosphere contains no known hazard, when splashes, immersions, inhalation, or contact with hazardous levels of any chemical is precluded.  Work uniform such as coveralls, boots, leather gloves, and hard hat.

Methods of dissemination.  Refers to the range of technologies and platforms that are available or that can be produced to deliver biological agents into the atmosphere.

Microorganism.  Any organism, such as bacteria, rickettsia, virii, and some fungi, that can be seen only with a microscope.

Mycotoxin.  A nonprotein toxin produced by fungi.

Organism.  Any individual living thing, whether animal or plant.

PAPR.  Powered Air-Purifying Respirator.

Parasite.  Any organism that lives in or on another organism without providing benefit in return.

Pathogen.  Any organism (usually living) capable of producing serious disease or death, such as bacteria, fungi, rickettsia, and viruses.

Pathogenecity.  Reflects the ability of an infectious agent to cause disease in a host once the requisite number of microorganisms penetrate the body to initiate infection.  An infectious agent must then multiply to cause disease.

Pathogenic agent.  Biological agents capable of causing serious diseases.

Percutaneous agent.  Agents able to be absorbed through the body.

Reconnaissance.  A primary survey to gather information.

Rhinorrhea.  A runny nose.

Rickettsia.  Any of a family (Rickettsiaceae) of pleomorphic, rod-shaped, nonfilterable microorganisms that cause various diseases (as Q Fever, Typhus, or Rocky Mountain Spotted Fever).  Rickettsial agents are not infective and are usually transmitted from person to person via vectors (such as insects or infected rodents).

SABA.  Supplied-air breathing apparatus.

SCBA.  Self-contained breathing apparatus.

Spore.  A reproductive form some microorganisms can take to become resistant to environmental conditions, such as extreme heat or cold, while in a “resting phase.”

Stability.  The ability of a biological agent to remain viable either in storage or when released into the atmosphere.  A broad range of variables regulates agent stability.  In particular, many biological agents are extremely sensitive to environmental pressures, including tempera​ture, atmospheric pollution, humidity, moisture, and ultraviolet radiation.  Meteorological factors such as diffusion constraints, and wind speed and direction, will also determine the success of a biological agent release.

Terrorism.  A violent act or an act dangerous to human life, in violation of the criminal laws of the United States or any segment to intimidate or coerce a government, the civilian population, or any segment thereof, in furtherance of political or social objectives (U.S. Department of Justice).

Toxicity.  A measure of the harmful effect produced by a given amount of toxin on a living organism.  The relative toxicity of an agent can be expressed in milligrams of toxin needed per kilogram of body weight to kill experimental animals.

Transmissibility.  The ability of a particular biological agent to be passed between organisms.

Triage.  Sorting. A technique of establishing rescues, decontamination, treatment, and trans​portation priorities in any event where the number of casualties overwhelm the resources of the emergency response organizations.

Vaccine.  A preparation of killed or weakened microorganism products used to artificially induce immunity against a disease.

Virulence.  Refers to the relative severity of the disease produced by a particular biological agent.  Different microorganisms and strains of the same microorganism may cause diseases of varying severity.

Virus.  An infectious microorganism that exists as a particle rather than as a complete cell.  Particle sizes range from 200 to 400 nanometers (one-billionth of a meter).  Viruses are not capable of reproducing outside a host cell.

Wheal.  An acute swelling of the skin.  This condition is common to a bee sting.










Note:  Participants are not required to address every question in this module. Take a moment to review the questions in their entirety, and then focus on the critical issues of major concern for your group at this point in the exercise.








Background: Biological Agent Yersinia pestis


Plague is a disease caused by the facultative anaerobic bacterium Yersinia pestis. Plague is a zoonotic (spread from animals to humans) disease of rodents (e.g., rats, mice, ground squirrels) typically transmitted to humans through infected fleas. The three major forms of the disease are bubonic, septicemic, and pneumonic. The buboes (swollen lymph nodes) in the bubonic form are normally seen in the groin lymph nodes, because the legs are the most commonly “flea-bitten” part of the human body. Septicemia is common; more than 80 percent of blood cultures are positive for the organism in bubonic plague. The pneumonic form is an infection of the lungs due either to inhalation of the organisms (primary pneumonic plague) or the spread to the lungs from septicemia (secondary pneumonic plague).





The incubation period for primary pneumonic plague is 2 to 3 days. Onset is acute with signs and symptoms that may include high fever, malaise, headache, muscular aches, extreme weakness, coughing with bloody sputum, glandular swelling, pneumonia, hemorrhages in the skin and mucous membranes, and extreme lymph node pain. The pneumonia can progress rapidly, resulting in difficulty breathing, stridor (wheezing, high pitched sounds when breathing), and cyanosis (skin turning blue due to lack of oxygen). Eventually, respiratory failure and circulatory collapse can lead to death. A chest radiograph will show evidence of bronchopneumonia. Blood cultures should be taken whenever possible. Bacteria may be intermittently released from affected lymph nodes into the bloodstream; therefore, a series of blood specimens taken 10 to 30 minutes apart may be productive in the isolation of Yersinia pestis. A presumptive diagnosis of plague can be made if a Gram-stain test shows Gram-negative, bipolar staining bacteria.





The mortality rate for untreated bubonic plague is approximately 50 percent, whereas the mortality rate for pneumonic plague approaches 100 percent if treatment is not initiated within 24 hours of the onset of symptoms. Streptomycin is the primary antibiotic used to treat plague patients; however doxycycline, gentamycin, and ciprofloxacin can be used as alternates. Chloramphenicol is recommended for plague meningitis. If any form of plague is suspected, the highest priority is to isolate the patient. Respiratory isolation and secretion precautions are necessary until the patient has been on antibiotic therapy for at least 48 hours and there has been a positive response to treatment. For pneumonic plague to spread person-to-person, an exposed individual must come within 2 to 3 meters of an infected, symptomatic patient. Universal precautions are required and caretakers and patients should wear masks.





No vaccine is currently available for plague prophylaxis. The previously available, licensed vaccine was effective against bubonic plague but not against aerosol exposure. A number of promising antibiotics and intervention strategies are still in the experimental stage.





A bioterrorist attack with this agent is a major concern due to the availability of Yersinia pestis around the world, the high fatality rate, the communicable nature of the disease, the widespread panic that regularly follows even a small number of cases, and reports that techniques for mass production and aerosol dissemination of plague have been developed. (In the 1950s and 1960s, the United States and Soviet Union biological weapons programs developed techniques to directly aerosolize plague particles.)


Basic Laboratory Protocols for the Presumptive Identification of Yersinia Pestis. Centers for Disease Control and Prevention,


April 18, 2001.





Medical Management of Biological Casualties Handbook, Fourth Edition, U.S. Army Medical Research Institute of Infectious


Diseases, Fort Detrick, Frederick, MD, February 2001. 





Mosby’s Medical, Nursing, and Allied Health Dictionary, Fifth Edition, New York, NY, 1998.





Http://www.hopkins-biodefense.org, 2000.





Http://www.bt.cdc.gov, October 2001
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