
When the Rubber Starts to Burn – 
Are You Ready?

Disaster Planning:



Introduction


 

Are You Ready?


 
Susanne Mackinnon


 

Are Your Patients Ready?


 
Edith Davidson


 

Is Your Renal Program Ready?


 
Dr. Jacek Jastrzebski & Sue Bannerman


 

Is BCPRA Ready


 
Bill Kane



Personal Preparedness

Susanne Mackinnon



Personal & Family Preparedness

Susanne Mackinnon
PHSA

Emergency Management & Business Continuity



What is important in a disaster?
Healthcare Preparedness


 
Helping our community with the best health care possible



 
Hazard, Risk and Vulnerability Analysis (HRVA)



 
Mitigation and/or controls



 
Health emergency response structures (ICS)



 
Having emergency supplies for staff on hand



 
Alternate Communication Devices



 
Emergency Plans



What is most important in a disaster?

YOU!!YOU!!



 

Staff PreparednessStaff Preparedness


 

Personal safety  Personal safety  


 

Connect to important people in your lifeConnect to important people in your life


 

Family and personal preparednessFamily and personal preparedness



Why is it important in a disaster?



 
Continuity of operations



 
Ethical or moral obligation to patients



 
At work and no relief is in site



 
Geographically isolated and separated from family



Personal Preparedness - 72 hours
A few simple things:



 
Learn about the 
resources in your work 
area



 
Learn about your 
community, 
schools/daycare



 
Determine how to 
connect with family



 
Have a personal 
preparedness kit



Emergency Contacts


 

Out of area Contact


 
each family member calls and 
reports to a pre-designated person


 

Red Cross


 
1-800-


 

Social Media


 
Twitter, Facebook



Vulnerable/At Risk Populations


 

People with Disabilities


 

Children


 

Seniors



Provincial Emergency Provincial Emergency 
Program/Emergency Social Services Program/Emergency Social Services 

(ESS)(ESS)



 

ESS is a response program ESS is a response program 
providingproviding shortshort--term assistance to term assistance to 
residents due to an emergency or residents due to an emergency or 
disaster.disaster.



 

ESS may be provided from a single ESS may be provided from a single 
family house fire to mass family house fire to mass 
evacuation.evacuation.



 

ESS services are delivered primarily ESS services are delivered primarily 
at Reception Centres, Group at Reception Centres, Group 
Lodging CentresLodging Centres



 

ESS is generally available for 72 ESS is generally available for 72 
hours.hours.



Emergency Kits


 

Grab and Go Kits


 
Home Kits


 
Car Kits


 
School Kits


 
Work Kits


 
First Aid Kits


 
Pet Kits



Basic Personal Preparedness Kit



 

FoodFood



 

WaterWater



 

ClothesClothes



 

MedicationMedication



 

Radio Radio 



 

BatteriesBatteries



 

Money/changeMoney/change



 

BlanketBlanket



 

First Aid KitFirst Aid Kit



 

IdentificationIdentification



 

Flash lightFlash light



 

EyeglassesEyeglasses



 

WhistleWhistle



Additional Information


 
Provincial Emergency Program 
www.pep.bc.ca


 
Government of Canada
www.safecanada.ca


 
Local municipalities

http://www.pep.bc.ca/
http://www.safecanada.ca/


Patient Preparedness

Edith Davidson



Disaster Preparedness for 
Patients

3 Day Emergency Plan



History


 

VIHA template


 
Interdisciplinary committee


 
Physician, Ops Leader, Hemo, PD, 
Transplant, Kidney Function and Integrated 
Care Clinic, Dietitian, Pharmacy & SW


 

Separate by modality



THE Plan(s)


 

From one plan to five plans


 
Hemodialysis


 
Home Hemodialysis


 
Peritoneal Dialysis


 
Kidney Function Clinic


 
Transplant 


 
Stable Kidney Function


 
Reduced Kidney Function



Patient Awareness


 

Brochure


 
Wallet card



Patient Awareness



Patient Awareness


 
Raffle of Emergency Backpack


 
Five easy questions
1. How long should your emergency diet pack last?   
2. How long should your supply of emergency medication 

last? 
3. What is the maximum fluid allowed a day? 
4. What radio station should you listen to for emergency 

information? 
5. Why should you wear a Medical Alert? 


 
Travelling show to community units



Where to get the information


 

providencehealthcare.ca/renal_program


 
VCH.eduhealth.ca


 

bcrenalagency.ca/patients



Regional Disaster and 
Emergency Planning

Jacek Jastrzebski
MD, FRCP (C)



Background


 

Started in the late 90’s


 
Focus on major potential disasters


 
Wanting to do something but not sure 
exactly what


 
Different administrative structures


 
Lack of professional expertise input



Background


 

Providence and VCH Programs hired a 
consultant in 2009


 
Expert in disaster planning


 
Developed guidelines for VIHA



Project Objective


 
Create reciprocal agreement(s)


 

Establish clear communication channels


 
Clear chain of command


 

Define activation triggers


 
Synchronize utilization of the local plans


 

Outline for staff training


 
Foundation for periodic mock exercises



Regional Coordinating Unit



 
Staffed by a small group of decision makers from all 
regional renal programs



 
Assessing program relocation needs (plant 
operations)



 
Facilitation and coordination of patient relocation



 
Facilitation of critical supply distribution



 
Facilitation and coordination of staffing needs



 
Facilitation of the resolution of critical facility issues



 
Communicating with the BCPRA and requesting 
activation of the Provincial Renal Emergency 
Management & Business Continuity Plan, (PREMBCP).



Regional Coordinating Unit


 

Preferably located in the affected 
institution


 
Other programs sending their reps to 
that site


 
Avoid ”virtual meetings”



Triggers, Response, Notification & Activation
How to determine the status of your facility

Example of Trigger 
Activity

Response Level Immediate Notification Activation

Confirmed short-term 
temporary loss of major utility 
e.g. water or hydro

ONE On-call renal supervisor/leader on-call*
Other notifications per dept plan
HA Exec on-call

Local RCU not activated
Designate point-of-contact person 
at affected site

Local area loss of utility e.g. 
water or hydro for 
undetermined length of time

TWO On-call renal supervisor/leader on-call*
Other notifications per dept plan
Regional RCU Staff
HA Exec on-call
BCPRA

Local RCU activated
Regional RCU on stand-by alert

Activation of hospital or health 
authority disaster plan. Renal 
program service delivery not 
affected

TWO On-call renal supervisor/leader on-call*
Other notifications per dept plan
Regional RCU Staff
HA Exec on-call
Local site EOC’s

Local RCU activated
Regional RCU on stand-by alert

Major event causing area 
structural damage

THREE On-call renal supervisor/leader on-call*
Other notifications per dept plans
Regional RCU Staff
External Health Authority Renal Programs
BCPRA 
HA Exec on-call
Local site EOC’s

Local RCU’s activated
Regional RCU activated

Request from external Renal 
Agency for assistance with 
delivery of patient care

THREE On-call renal supervisor/leader on-call*
Other notifications per dept plans
Regional RCU Staff
External Health Authority Renal Programs
BCPRA 
HA Exec on-call
Local site EOC’s

Local RCU’s activated
Regional RCU activated
BCPRA activated



Example


 

VGH Program shut down


 
SPH sending their reps to VGH


 
Specific questions and requests 
formulated


 
SPH reps based at VGH “translating” 
those requests into SPH reality and 
communicating directly with SPH on 
behalf of the Regional Coordinating Unit



Next Steps


 

Table Top Exercise on October 21


 
Revision of ctr specific plans if required


 
Periodic mock exercises


 
Staff and nephrologists education


 
Extension of the current reciprocal 
agreement to FHA



Regional Program Planning 
The Rural Experience 

Williams Lake Experience

Sue Bannerman



William Lake Fires 2010


 

The Summer of 2010 in BC was hot and dry 
with 62 major wildfires


 

On July 28th the Meldrum Creek Fire west of 
Williams Lake began


 

The fire grew and rapidly raged towards 
Williams Lake closing many highways and 
putting the whole town on “pre-alert” 
evacuation


 

This included the hospital, community dialysis 
unit (located in the hospital) and LTC facilities



Preparation for Evacuation


 

The “fire situation center” became the  
Emergency Operations Center (EOC) for 
Williams Lake


 

Contact with the WL administration was made 
and plans for evacuation of all IH related 
facilities were kicked into high gear.


 

Staff at the hospital were alerted including 
those in the CDU which is situated in Cariboo 
Memorial Hospital 

Presenter
Presentation Notes
As the fire grew, moving towards Williams Lake the possibility of evacuation of the town became a reality 

the hospital administrator worked closely with the Fire Situation Center to set up a communication plan and at the same time began the arduous task of planning a full scale evacuation of the hospital and other health care and long term care facilities. These would be evacuated if and when a fire “alert” was issued.

he renal program has a community dialysis unit in Cariboo Memorial Hospital that services about 16 HD patients. 

Managers and delegates from all care delivery areas were called together once the  threat of evacuation was identified. They were asked to identify what needed to be done in each of their areas in the event of an evacuation as well as to identify the number of patients affected. 





Next steps:

Perfect  State Reality



 

CMH administration 
communicates pre-alert and 
urgency to IHA emergency 
response team



 

IHA emergency response team 
contacts all stakeholders to 
initiate their plans.



 

Communications set up



 

Planning shifts to High gear



 

Contact with “the 
Mothership”… Royal Inland 
Hospital Renal Program



 

Identification of patient 
numbers and needs



 

Planning on two fronts: RIH 
and WL



 

Moving it upwards and 
outwards

Presenter
Presentation Notes
A call to RIH nephrologist and renal manager was made. The number of HD patients was identified as well as the date each last dialyzed.



Why were we not notified by the EOC or RIH administrator? does everyone know what’s going on? Identification of a BIG GAP

Daily Communication with the site, the administration and the staff was set up 





Renal Planning - 2 Fronts

Williams Lake CDU RIH



 
Number of patients



 
Transportation required



 
Accommodation



 
Equipment: what stays; 
what goes



 
Staff: time from CMH, 
preparedness, 
transportation, 
accommodation 



 
Identify who else needs 
to be involved



 
PD and HH patients in the 
area



 
Capacity at RIH



 
Capacity at other sites



 
Accommodation for 
patients and staff

Presenter
Presentation Notes
At Williams Lake: staff were asked to ready themselves and their families for possible evacuation and were notified that if evacuation occurred they would need to go to Kamloops to assist with patient care. All staff gave the charge nurse their home and cell phone numbers so they could be immediately contacted in the case of evacuation

Staff were given “special leaves” if required to allow them to get ready to evacuate their homes and families. It was requested the staff indicate “fire related” on the form for tracking purposed

In Kamloops arrangements for staff accommodation at the old nurses residence were made for staff that had no place to stay. Fortunately, most staff had either motor-homes or family/friends in town. frequent check ins with Charge nurse to see how the staff were coping.



 WL Dialysis patients were asked to prepare by gathering all their medications including protein supplements together and to pack a bag in the event they were required to evacuate on short notice. All patients were instructed to have emergency Kayexalate on hand

Patients who could make their own arrangements for transportation were encouraged to do so and were to let the CDU charge nurse know what those plans were, a contact number and where they would be staying. Lists of those patients needing transportation or accommodation were started

At RIH: Planning to accommodate these patients began: What was the capacity at RIH? most would be able to dialyze  at RIH but a few would likely need to go to Vernon CDU. The IH renal program director became involved to facilitate inter-site transfers. All patients would not only need dialysis, they would need a place to stay and perhaps transportation to and from dialysis. 

Social worker became involved and brought in our 1st Nations colleagues to assist with our 1st Nations patients

the PD and HH clinicians at RIH immediately  pulled lists of patients that live in the area. They called each patient to ensure that they were aware of the steps to take should they need to be evacuated including current medications, PD equipment and supplies and were asked to leave a contact number so we could follow up. They were reminded of the information in the PD binder that describes what to do if they can’t dialyze. 

Fortunately there were no Home Hemo patients in the affected area







Evacuation: Patient/Client 
Transportation List

Destination: (acute, residential, community)
Client 
Name

Address 
/ Phone 
#

Conta 
ct 
Name 
and #

Stretch 
er/BCA 
S

Wheel-
chair

Ambulatory Comments 
/ special 
needs



Early Lessons Learned


 

Early engagement of IHA and receiving 
hospital critical


 

Identification of all stakeholders including 
specialty areas in the hospital (Renal)


 

Early communication to alert PRA and other 
IH renal program sites.


 

Renal needs are life support and specific. 
Don’t assume … Be vocal 

Presenter
Presentation Notes
Don’t assume that the EOC or site administration will think of renal. Renal patients are on life support and can only transfer to sites that have the capacity and the equipment/staff for dialysis. We need to make sure that we communicate with the sending sites and organizers so that our patients end up in a location where they can receive care. 

Have Plan A  and B. If the threat is wide spread you may need to go to Plan C. Notify supporting units early so they can prepare. Once an alert is issued, it’s too late to plan…you move to action.

Don’t assume that the EOC or site administration will think of renal. Renal patients are on life support and can only transfer to sites that have the capacity and the equipment/staff for dialysis. We need to make sure that we communicate with the sending sites and organizers so that our patients end up in a location where they can receive care. 

Have Plan A  and B. If the threat is wide spread you may need to go to Plan C. Notify supporting units early so they can prepare. Once an alert is issued, it’s too late to plan…you move to action.





Transportation and Equipment


 

2 Patients in 100 
Mile House


 

Patients in facilities


 

Patients with no 
means of 
transportation


 

Do we need it; can 
we use it


 

How easy is it to 
move


 

Priority Ranking: 

Presenter
Presentation Notes
Think about the outlying areas and impact on them: 2 patients that dialyze in WL live in 100 Mile House: if WL was evacuated, these patients would also need to go to Kamloops for dialysis. the Health Connections bus was alerted and plans to re-route to Kamloops were in place



The general plan for evacuation of CMH and LTC patients was to move them by bus to 100 Mile first…however our renal patients needed to go to Kamloops so they could receive dialysis. Communication of this became very important. Buses were brought up to WL on standby. A plan was developed where all dialysis patients requiring transportation would meet at a specified location and board buses to Kamloops.  

One patients was in a LTC facility so specific arrangements to get them to Kamloops had to be made. Another patient suffered from a psychiatric condition so arrangements were made to have a relative or care giver accompany him on the bus. 

Documentation of all arrangements were kept



A form was developed for staff to identify equipment that they needed to take with them: ask the question: do we need it, can we use it.

A priority ranking was used (dialysis machines were #1 priority  and chairs #2)







and Supplies….


 

The CDU had just received their supplies from 
Fresenius


 

It was decided that these would be left on 
site for use when they returned 


 

The contract supplier was notified of the 
possible evacuation and agreed to send 
additional supplies emergently if required. 


 

IH logistics and our renal buyer was also 
notified.



Documentation


 

PROMIS was updated to ensure that all 
medications and dialysis prescriptions was up 
to date


 

RIH had duplicate charts on site so had 
evacuation been necessary the patient charts 
would have been left in CMH


 

The patient Kardex houses the latest 
runsheets, a summary flow sheet and 
careplan and would have been taken to RIH



Lessons Learned


 

Evacuate earlier: the time from alert to 
evacuation is very short…maybe too short


 

Communicate: early and often. Keep 
stakeholders in the loops


 

Keep a current list of equipment that needs 
to be moved or stored in the program 
disaster plans


 

Don’t forget your support staff: Biomed, 
social work, dietician, pharmacist

Presenter
Presentation Notes
since the time form alert to evacuation could be very short it was determined that evacuation prior to the alert would have been safer

All roads but 1 leading south were affected by fire. Had we needed to evacuate, buses and ambulances may have only been able to make 1 trip depending on the time from alert to evacuation

would have preferred to have all patients relocated prior to the town needing to be evacuated. 

Had we evacuated, we would not have had enough biomed support at RIH, our SW and RD would have needed additional support. Likely we would have needed to bring in our renal pharmacist to assist with medication issues. 





BCPRA Provincial Planning

Bill Kane



Role of Provincial Plan


 
To assist any Renal Program adversely affected 
by an emergency event to ensure patients 
continue to receive the best possible care.


 

Initiated at the request of the Renal Program 
when they are unable to deal with the situation 
at the regional level.



Initiation of Provincial Plan


 
Initiation of the BCPRA plan would come from 
the Health Authority Emergency Operations 
Centre to the PHSA Director-On-Call.


 

This person would then contact Dr. Adeera 
Levin, Executive Director, BC Renal Agency or 
designate.  


 

When the BCPRA plan is initiated, the first 
action will be to establish a BCPRA Emergency 
Operation Centre. This will be accomplished 
using the emergency fan-out list.



BCPRA
Emergency Operations Centre

Director

Planning 
Section Chief

Logistics
Section Chief

Operations 
Section Chief

FHA Facilities

Provincial Renal Emergency Operations Centre
Organization Chart

Finance/Admin 
Section Chief

Staffing

Supplies

Communications

Transportation

Procurement

Support 
Services

Patient 
Management

Time 
Management

IHA

NHA

PHSA
BCCH

PHC

VIHA

VCHA



PROMIS Emergency Management Module


 

Up to date dialysis facility information


 

Patient lists and locations


 

Home patient lists and locations


 

Demonstration



Summary


 

Are You Ready?


 

Are Your Patients Ready?


 

Is Your Renal Program Ready?


 

Is BCPRA Ready?



Questions
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