Norfolk County-8 Coalition

COVID-19 Training Plan

WELCOME
Dear NC-8 Volunteer,
On behalf of the Norfolk County Medical Reserve Corps (MRC), welcome and thank you
for joining our volunteer team. The Norfolk County-8 MRC works collaboratively with the
following communities: Canton, Dedham, Milton, Needham, Norwood, Walpole,
Wellesley, Westwood. These municipalities are also part of the Massachusetts Emergency
Preparedness Region 4B.
Volunteers of the NC-8 MRC use their skills, talents, and knowledge to support public
health initiatives throughout our region. These may include medical and non-medical
support of annual flu clinics, health screenings, or other public health events. NC-8 MRC
may also be activated during times of emergencies and/or disasters which could include
extreme weather, mass-casualty events, mass-vaccination clinics (Emergency
Dispensing Sites- EDS), or other public health emergencies.
This COVID-19 training plan serves to provide you with information to prepare you for
possible activation/deployment. Please take the time to read through the material and
refer back to it as questions arise.
Always feel free to contact the NC-8 MRC with any questions, comments, or concerns.
You can reach the NC-8 MRC Coordinator, Karen Contador, by phone at 617-901-4938,
or by email at norfolkcounty8@gmail.com
Once again, thank you for joining the Norfolk County-8 Medical Reserve Corps- and
welcome!

Sincerely,
NC-8

MRC TRAINING & EDUCATION
MRC CORE COMPETENCIES
The Medical Reserve Corps Competencies mirror the Core Competencies for Disaster
Medicine and Public Health and are grouped into four learning paths: Volunteer
Preparedness, Volunteer Response, Volunteer Leadership, and Volunteer Support for
Community Resiliency. These paths represent a baseline level of knowledge and skills
that all MRC volunteers should have, regardless of their role within the MRC unit.
Volunteer
Preparedness

Volunteer
Response

Volunteer
Leadership

Demonstrate personal
and family
preparedness for
disasters and public
health emergencies

Demonstrate
knowledge of one’s
expected role(s) in
organizational and
community response
plans activated during
disaster or public
health emergency

Demonstrate
situational awareness
of actual/potential
health hazards before,
during, and after a
disaster or public
health emergency

Demonstrate
knowledge of personal
safety measures that
can be implemented
in a disaster or public
health emergency

Communicate
effectively with others
in a disaster or public
health emergency
Demonstrate
knowledge of surge
capacity assets
consistent with role in
organizational,
agency, and/or
community response
plans
Demonstrate
knowledge of
principles and
practices for the
clinical management
of all ages and
populations affected
by disasters and
public health
emergencies in
accordance with
professional scope of
practice

Demonstrate
knowledge of public
health principles and
practices for the
management of all
ages and populations
affected by disasters
and public health
emergencies

Volunteer
Support for
Community
Resiliency
Demonstrate
knowledge of ethical
principles to protect
the health and safety
of all ages,
populations, and
communities affected
by a disaster or public
health emergency
Demonstrate
knowledge of legal
principles to protect
the health and safety
of all ages,
populations, and
communities affected
by a disaster or public
health emergency
Demonstrate
knowledge of shortand long- term
considerations for
recovery of all ages,
populations, and
communities affected
by a disaster or public
health emergency

“MRC TRAIN”
TRAIN is a national learning network powered by the Public Health Foundation (PHF) that
provides thousands of quality, web-based trainings aimed at protecting and improving
public health. Users can register for courses, create a personal learning record, have
access to continuing education credits, and have access to hundreds of public health and
emergency preparedness courses from nationally recognized course providers.
In order for volunteers to be prepared for deployment, it is essential that
volunteers take the time to complete NC-8’s Training Plan. Training summaries
to supplement these courses can also be found throughout this packet. Without
prior training, response efforts can be impacted and your capability to support
your community may be limited.
To Begin: Go to www.mrc.train.org
1. Click “Create Account” under “Login”
2. Agree to TRAIN policies
3. Fill out necessary information on subsequent pages
Norfolk County-8 Training Course: https://www.train.org/mrc/training_plan/4402

Training Summary:
Incident Command System (ICS)-100
I. ICS background
Why was ICS developed? Previous incident management had weaknesses,
such as lack of accountability, poor communication, lack of a planning
process, and no methods to integrate interagency requirements. Such
disorganization led to wasteful use of resources and personnel.
Structure. The ICS is the organizational tool used by Police departments, Fire
departments and Emergency Managers. Having a basic understanding of
emergency response ‘language’ will ensure that everyone within the ICS
organization has a clear understanding of what needs to be accomplished. The
ICS organizational structure uses ‘standard position titles’ to have similarity
across many types of agencies/organizations.

Each community/agency has the flexibility to add or remove certain ‘standard position titles’, but the bulk of the
ICS will be similar across emergency response groups.
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Incident Command System (ICS)-100
Who does what?

Overall leadership: Can
perform/delegate/assign all
command staff functions
and responsibilities

II. Flow of command
Unity of command. The principle of unity of command is that all personnel on
scene will be designated one supervisor. You will receive work assignments
only from your supervisor. If someone else asks you to do something outside
your role, check with your supervisor first.
Chain of command. It provides an orderly line of authority within the ranks of
personnel responding to the incident. All requests for resources, or staffing,
must follow the proper chain of command. The ICS charts above outline the
chain of command, starting with the Incident Commander.
Span of control. Refers to the number of staff members that one supervisor
effectively manages during an incident. Safety and accountability are a top
priority, so it’s important to maintain a manageable span of control. The
recommended ratio is one supervisor to five staff members.
Accountability. All responders must check-in upon arrival to receive an
assignment. At check-in, you will be assigned a specific role, with one
2
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designated supervisor. This supervisor is your key contact for questions.
Personnel & equipment should respond only when requested or dispatched.

III. Incident facilities
Six basic ICS facilities
• Incident command post (ICP): Incident commander oversees all incident
operations from here. Can be located in a vehicle, trailer, tent, or
building, and may change locations during the event. All incidents must
have an ICP
• Staging area: Temporary locations where available personnel &
equipment are waiting for assignments. Should be close enough for
quick response, but far enough away to be out of immediate impact
zone
• Base: Primary logistics & administrative functions are coordinated from
here. One base per incident and designated by incident name.
Established & maintained by Logistics Section, may be located in the ICP
• Camps: Resources may be kept here if a Base isn’t accessible. Multiple
Camps may be used, but not all incidents will have a Camp. Temporary
locations within the general incident area to provide food, water,
sleeping areas, & sanitary services. Designated by geographic location or
number

IV. Dispatch/Deployment
When should you help? Only deploy to an incident when requested or when
dispatched by an appropriate authority. NC-8 uses e-mail to request MRC
volunteers if needed.
If you are deployed, what information should you expect? Make sure you
receive a complete deployment briefing that includes:
• Descriptive location & response area
• Incident check-in location
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•
•
•
•
•

Specific assignment
Reporting time
Communications instructions
Special support requirements
Travel arrangements

V. Demobilization
What is your role during demobilization? Follow incident and agency checkout procedures, including completing required forms/reports. Communicate
pass-off information to replacements and supervisors. Return incident-issued
equipment and supplies.

Acknowledgments
The information in this summary was provided by the ZAHP Fusion Center, FEMA,
Crawford County Health Department, the Homeland Security Affairs Journal, and
the Boston Public Health Commission.
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Training Summary:
MRC Volunteer: Pre-deployment
I. Background
What is the Medical Reserve Corps? A national network of volunteers
organized into local units to improve health and safety of their communities.
MRCs work diligently to strengthen public health, improve emergency
response capabilities, and build community resilience.
Who are the Medical Reserve Corps? MRC volunteers include medical and
public health professionals, as well as other community members without
healthcare backgrounds. The specific role that you will play, and the activities
in which you will participate, will depend upon your background, interests and
skills, as well as the needs of the MRC unit and the community.

II. Deployment phases
Pre-deployment. Includes activities that happened before an emergency,
often referred to as “steady state.” Activities include training, administrative
actions, and steps you can take to make sure you and your loved ones are
ready for an emergency before (see Personal Preparedness training
summary). It is important to have the appropriate training prior to
deployment to ensure you are prepared to support a response mission.
Training requirements differ between MRC units.
Deployment. Starts after an emergency has happened and includes steps to
activate volunteers, prepare them for an identified response mission, and
perform assigned responsibilities during deployment.
Post-deployment. Begins once a deployment mission has been completed and
includes activities to close out your assigned response mission and
administrative activities with your MRC unit.

III. Core competencies
The MRC core competencies represent a baseline level of knowledge and skills
that all MRC volunteers should have. The competencies are grouped into four
learning paths.
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Volunteer Preparedness. Demonstrate knowledge of personal and family
preparedness for disasters and public health emergencies.
Volunteer Response. Demonstrate knowledge of one’s expected role in an
organizational and community response (ICS-100 helps to give baseline
understanding; roles will be more defined at the site). Communicate
effectively with other in a disaster or public health emergency.
Volunteer Leadership. Demonstrate situational awareness of actual/potential
health hazards before, during, and after a disaster or public health
emergency.
Volunteer Resiliency. Demonstrate knowledge of ethical and legal principles to
protect the health and safety of all ages, populations, and communities
affected by a disaster or public health emergency.

IV. Performance qualifications
The MRC performance qualifications are the measurable actions that
demonstrate knowledge of the core competencies and the relevant work that
MRC volunteers do. Use the performance qualifications as a way to self-assess
your readiness in each of the learning paths.
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✓ Develop a personal and
family preparedness plan
✓ Demonstrate safe
behaviors during MRC
activities
✓ Understand general
procedures to activate,
report, and demobilize
✓ Describe the chain of
command during MRC
activities
✓ Follow policies and
procedures related to
professional and ethical
representation of the MRC

✓ Describe the member’s
communication
responsibilities and
procedures
✓ Describe how the MRC
serves the community
✓ Identify the impact of an
event on the behavioral
health of the MRC member
and their family, team, and
community
✓ Demonstrate cultural
humility during MRC
activities
✓ Identify the role of public
health in the community

IV. Final thoughts
Understand the type of deployment, activity, length, and environmental
conditions, and recognize your medical and physical capabilities to perform
job responsibilities. Make sure you are up to date with your training.
Reviewing course contents if you’ve already taken the trainings will reinforce
your understanding and expand your capabilities to best support your
community!

Acknowledgments
The information in this summary was provided by the National Association of
County and City Health Officials (NACCHO).
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Training Summary:
Personal Protective Equipment (PPE)
I. Importance of PPE
What are PPEs? Specialized clothing or equipment worn to protect against
health and safety hazards and to protect many parts of the body such as eyes,
face, respiratory system, head, face, body, hands, feet, and ears. Such hazards
include chemical, radiological, physical, electrical, and mechanical. Personal
protective equipment may include items such as gloves, safety glasses and
shoes, earplugs or muffs, hard hats, respirators, or coveralls, vests and full
body suits.
Why are they important? As an MRC volunteer, you may respond to a site that
poses many potential health and safety concerns. Public health personnel
should think of wearing PPE as a second nature. The extra seconds taken to
apply gloves and other PPE can protect you, and the public, from additional
harm. Examples include communicable diseases and bloodborne pathogens.
Communicable diseases can be transmitted through liquids, food, body fluids,
contaminated objects, and airborne inhalation. Bloodborne pathogens,
microorganisms present in human blood that can cause disease in humans,
can transmit hepatitis B virus (HBV), hepatitis C virus (HCV), human
immunodeficiency virus (HIV) and many more.

II. Incidents, Hazards, and PPE
Levels of PPE.
Level A (highest): should be worn when the highest level of respiratory,
skin, eye and mucous membrane protection is needed. Examples include high
level of liquid splash potential, a toxic respiration and skin vapor hazard, or
where there is an unidentified chemical agent.
Level B: for when the highest level of respiratory protection is needed,
but a lesser level of skin and eye protection. It protects against agents that
present no skin vapor hazard and where there is a low liquid splash potential.
1
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Level C: can generally provide adequate protection against airborne
biological agents and radiological materials. For example, when the type of
airborne substance is known, concentration measured, criteria for using airpurifying respirators met, and skin and eye exposure is unlikely.
Level D (lowest): Used when there is no respiratory or skin hazard.
It requires only coveralls and safety shoes/boots. Other PPE is based upon the
situation (types of gloves, etc.).
PPE Limitations. To work effectively, PPE must be matched to the hazard.
• PPE reduces but does not completely eliminate the possibility of
infection.
• PPE is only effective if selected and used correctly and at all times when
exposure may occur.
• All potential routes of exposure must be considered when selecting PPE.
• Used PPE must be placed in prescribed receptacles and disposed of or
sterilized/decontaminated per policy.
• The use of PPE does not replace basic hygiene measures such as
handwashing, which is still essential to prevent transmission. Wash
hands thoroughly with soap and water or use an alcohol-based hand rub
immediately after removing PPE and in-between patient contact.

III. Donning and Doffing PPE
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Personal Protective Equipment (PPE)
Acknowledgments
This information in this summary was provided by the Iowa Department of Public
Health, Institute for Public Health Practice, and University of Iowa. Content from the
Centers for Disease Control was also included.
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Training Summary:
Disaster Health Core Curriculum: Communication
I. Risk communication
Theory. The process of communicating information to public health
agencies and their stakeholders via non-media conduits (e.g. hotline,
fact-to-face, web-based material).
The goal of risk communication is for stakeholders and the public to
be:
• Informed
• Appropriately concerned
• Situationally aware
• Calm
Risk communication theory is based on four models.
1. Risk perception: the perception of risk is often very different
than actual risk. When communicating risk, be calm in the
approach, show genuine concern about the public’s wellbeing,
be transparent, and provide actionable, real-time, and
consistent information. Align the perception of risk with the
actual risk.
2. Negative dominance: when people process information,
negative messages have greater influence. Communicate
information that is positive and solution oriented.
3. Mental noise: when people are upset, they have difficulty
hearing, understanding, and remembering details.
Communication should be clear (no jargon), concise (time
sequence, priorities), and repeat information if necessary.
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4. Trust determination: stakeholders and the public must trust the
information being given. Do not speculate, improvise or discuss
hypothetical situations. Do not lie or try to cloud the truth.
Audience. A variety of stakeholders interact with the governmental
public health infrastructure. Examples include:
• Communities (MRCs, faith-based organizations)
• Health Care Systems (hospitals, long-term care facilities, local
doctors’ offices, ambulatory care centers, dialysis centers)
• Homeland Security (FEMA, CDC, local public health
departments, Police, Fire)
• Employers and Businesses (American Red Cross, volunteer
disaster groups, national retail organizations)
• Academic (universities, schools, after school programs)
• Media (TV, radio, newspapers, social media)
II. Cultural considerations
Perception of information. Some people (and organizations) will react
to and understand information differently due to cultural differences.
Cultural sensitivities must be considered when disseminating
information (choose words intentionally, be cognizant about how the
message is being relayed)
III. Authoritative sources of information
Sources. Identify sources most directly connected to emergency
management agencies.
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IV. Using a message map
Planning. When communicating with the community after an
emergency, it is critical to organize the message so it can provide the
public with the most useful information. Follow these steps to help
you plan an effective message:
1. Ask yourself and others, “What are people really concerned
about?”
2. Start with three key points to address these concerns
3. Back up each key point with one or two facts

Acknowledgments
The information in this summary was provided by the National Center for Disaster
Medicine and Public Health.
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Training Summary:
Cultural Awareness: Cultural Competency and Humility
I. Background
What is cultural awareness? To ensure that one is cognizant, observant, and
conscious of similarities and differences among and between cultural groups.
This includes recognition of one’s own cultural influences upon values, beliefs,
and judgement.
Why is cultural awareness important? We live in a diverse world where
different cultures inform the beliefs and behaviors of others. Cultural
awareness if the first step in becoming proficient in working well with people
for a variety of backgrounds.

II. What is culture?
It is a system of learned beliefs, traditions, principles, and guides for individual
and collective behaviors that members of a particular group commonly share
with each other. It affects how we work, parent, interact with other and
understand health, wellness, illness, and disability. Culture is fluid, not static.
How is culture influenced? The historical and social context of population can
influence culture, including migration, resettlement, colonization, religious
influences, and territorial shifts. Other cultural influences include values,
mental processes, learning, beliefs, attitude, and communication and
language.

III. What is cultural competence?
The ability to understand and respect values, attitudes, beliefs and customs
that differ across cultures. This includes having self-awareness. What is your
background? What are your values? What do you believe? Also being aware
of the culture that the community member receiving services comes from and
of the person administering services.
Cultures are not homogenous and static. Being culturally competent means
having a broader understanding of what culture is—it is not only ethnicity,
1
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nationality, or language. A culturally competent person does not oversimplify
or generalize an individual’s culture, nor do they stereotype. They recognize
cultural factors and adapt their skills accordingly.

IV. What is cultural humility?
It is a willingness to suspend what you know, or what you think you know,
about a person based on generalizations about their culture. It means that
truly understanding any individual’s culture is an ongoing endeavor, because
no two people are the same, even from the same culture.
What values align with cultural humility?
• Openness
• Appreciation
• Acceptance

• Flexibility
• Compassion

How can I practice cultural humility? Being aware of one’s personal beliefs
and not letting them interfere with engaging with others from a place of
learning. Additionally, having an attitude that acknowledges culture is
individual and can only be understood individually. An easy way to remember
these values and practices is through the HUMBLE model.
What is the HUMBLE model?
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IV. Final expectations
• Be able to define cultural awareness, culture, cultural competency, and
cultural humility.
• Be able to highlight the skills necessary to work effectively across diverse
cultures.

Acknowledgments
The information in this summary was provided by the Wisconsin Center for Public
Health Education and Training, University of Wisconsin—Madison.
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Training Summary:
Situational Awareness
I. Background
What is situational awareness? A state of calm alertness and consciousness,
in which environmental factors and events and their ramifications are
considered. By having high levels of situational awareness, you can make
better decisions before, during, and after a crisis.

II. What are the key features of situational awareness?
Since real-world situations are dynamic, you must be able to:
1. Perceive factors accurately and rapidly: efficiently processing
information while minimizing the impact of bias and emotions on our ability to
think logically and emotionally.
2. Comprehend their significance: Comprehension involves
understanding the significance of various factors and how they affect the
current situation. Maintain a careful balance between attention to details and
big-picture awareness.
3. Project various outcomes: Making realistic predictions about the
unfolding of events. The closer a prediction is to the final outcome, the better
the decisions will be.

III. Situational awareness before an event occurs
Hazard Vulnerability Assessment. Pertinent hazards are explored based on
• The probability of occurrence
• Their level of impact
• The degree to which a community or organization is prepared for that
specific threat
Hazard mitigation helps build partnerships for risk reduction by involving
the government, organizations, businesses, and the public. It enables
stakeholders and the public to identify long-term, broadly supported
strategies for risk reduction, which can impact potential sources of funding.
1
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Indications of an upcoming disaster. Being culturally competent means having
a broader understanding of what culture is—it is not only ethnicity,
nationality, or language. A culturally competent person does not oversimplify
or generalize an individual’s culture, nor do they stereotype. They recognize
cultural factors and adapt their skills accordingly.

IV. What is cultural humility?
It is a willingness to suspend what you know, or what you think you know,
about a person based on generalizations about their culture. It means that
truly understanding any individual’s culture is an ongoing endeavor, because
no two people are the same, even from the same culture.
What values align with cultural humility?
• Openness
• Appreciation
• Acceptance

• Flexibility
• Compassion

How can I practice cultural humility? Being aware of one’s personal beliefs
and not letting them interfere with engaging with others from a place of
learning. Additionally, having an attitude that acknowledges culture is
individual and can only be understood individually. An easy way to remember
these values and practices is through the HUMBLE model.
What is the HUMBLE model?
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IV. Final expectations
• Be able to define cultural awareness, culture, cultural competency, and
cultural humility.
• Be able to highlight the skills necessary to work effectively across diverse
cultures.

Acknowledgments
The information in this summary was provided by the Wisconsin Center for Public
Health Education and Training, University of Wisconsin—Madison.
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Training Summary:
PODs (Points of Dispensing): Public Health Training
for Staff and Volunteers
I. Overview
What are PODs? They are established to rapidly distribute medicine
or vaccine to the public in order to prevent illness and death.
Two characteristics make POD operations unique compared to other
dispensing clinics, speed and the large number of people served.
II. Setting up and operating a POD
Location. PODs will be set up in large public areas, such as school
gymnasiums that are easily accessible to the public and have space to
safely accommodate large numbers of people moving through them.
Floor plan. Each POD is unique, and its floor plan will be based on the
specific characteristics of the event. The design of the POD needs to
allow for efficient patient flow, patient triage, patient screening,
medication dispensing, security, and crowd control.
(Typical) Flow of operations.

 Triage: necessary to sort those who need medication from those
who don’t or from those who may need more emergent health
services
1

Training Summary:
PODs (Points of Dispensing): Public Health Training
for Staff and Volunteers
 Form distribution: As people enter this station, staff will hand out
forms. In some instances a form will be posted on an
organization’s website, so people can download, print out and
bring the form with them to the POD
 Form Filling: This is the area where people will fill out their forms.
The information they provide on the form will be used to
determine each person’s correct dosage
 Screening and dispensing: Here staff will determine which
medication to give and to dispense
 Education: Staff will provide information about medications or
illness at this station. Some PODS have plans for video education
or printed materials.
How is a POD Staffed? When there is a sustained emergency both
medical and nonmedical personnel will be needed to meet the
demand. Public health staff and volunteers will work side by side in
stations to operate the POD.
How are POD staff (MRC volunteers) contacted? You may receive a
phone call, email, text message or all three. When you are notified
you will receive a description of the POD and the role in which you
are served. Your assignment may differ from the kind of work you
normally perform. Assignments will be based on the needs of the
emergency and the people available to work. You will also learn the
location of the POD along with the amount of time you will be asked
2
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to devote to the POD. Volunteers can then accept or decline the
assignment.
III. Supplying a POD
Strategic National Stockpile (SNS). SNS is a national repository of
medications and supplies and is designed to supplement and
resupply a state’s own resources. The SNS is stored at various sites
around the country. It is packed and ready to be delivered within 12
hours to receiving sites. The inventory of the SNS is extensive and
includes antibiotic, vaccines, chemical antidotes and medical and
surgical equipment. The US Department of Homeland Security and
the Centers for Disease Control and Prevention are responsible for
maintaining the SNS.
IV. PODs and Incident Command Structure (ICS)
The use of the Incident Command System in a POD provides roles and
responsibilities for all staff and a clear and uniform chain of
command. The ICS allows for efficient site management, worker
safety, site security, and coordination with external agencies and
media. Please see “Training Summary: ICS-100” for more information
about ICS.

Acknowledgments
The information in this summary was provided by the University of Minnesota
School of Public Health
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Training Summary:
Personal Preparedness for Public Health Workers
I. Assembling an Emergency Kit
Types of Potential Events. Some of the situations most likely to occur in our
communities are:
• Natural disasters, such as hurricanes, winter storms, and flooding
• Naturally occurring illnesses, such as influenza and foodborne illness
• Technological disasters, such as major power outages or transportation
accidents
• Any other event that may limit access to essential resources
How prepared should you be? Intend on being able to survive comfortably, on
your own, for at least 3 days following an incident. Effective preparation
should involve the entire family, making sure everyone is familiar with what
the plan is. Preferably have two kits: one larger, more complete for the home,
and a smaller kit with the basics to take with you if a sudden evacuation is
needed. Also consider having a kit in your office and/or car.
What should your Emergency Kit include?
• Water: 1 gallon/person/day. Three to seven-day supply recommended.
Store in sealed, unbreakable containers. Note storage date and replace
every 6 months. Some individuals, like children, pregnant women,
breastfeeding women, and those with chronic illness, require more
water so plan accordingly
• Food: Non-perishable food. Three to seven-day supply to maintain
caloric intake and minimize preparation. A manual can opener. Maintain
sanitation and use fresh water for cooking. Include food suitable to
support special diets (formula milk, Celiac disease, Phenylketonuria, etc.)
• Shelter: Use blankets/sleeping bags for warmth. Pillows, waterproof
matches, small candle

1

Training Summary:
Personal Preparedness for Public Health Workers
• Clothing: A change of clothes, comfortable shoes and socks, layers of
clothes for comfort and thermoregulation, raincoat/poncho, and a hat
• Basic supplies: Personal medications (at least 3 days supply), batterypowered/hand-cranked flashlight, spare batteries, pan for cooking,
communication/ battery-powered radio, first aid kit, map, knife/utensils,
whistle, dust mask, wrench or pliers to turn off water or gas, solar
powered chargers, trash bags, scissors, duct-tape
• Personal hygiene: Bathroom tissue, deodorant, feminine products, soap,
hand-washing materials, sunscreen, alcohol-based hand sanitizer in case
running water is contaminated or unavailable
• Other key items: Cash and credit cards, personal Identification, extra
glasses, contact lenses, supplies for pets

II. Making a family communication plan
Key considerations. Your family may not be together at home when an
incident occurs and communication systems may be damaged or
overwhelmed following a mass casualty event. Make sure everyone knows
contact numbers and how to get in touch. Keep a list of emergency numbers
near the phone at all times and include list of physicians/telephone numbers.
Make sure everyone is familiar with emergency plans at your workplace or at
your children’s schools, including procedures and notification for early
dismissal during a crisis. Designate at least two meeting places to look for
each other if separated during an emergency.
If an evacuation is required, and you do not have a car, make plans with a
neighbor or another resource to carpool towards safety. When evacuating, be
sure to take your emergency supply kit, lock your door, and don’t forget your
furry family members!
If you have older family members, or individuals with special needs, be sure
your plan includes special accommodations.
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III. Learning more about readiness
Essential planning elements. Be sure your family is familiar with the different
types of emergencies and their appropriate responses. Reinforce local
emergency plans, warning systems, radio stations, social media, and other
emergency messaging resources in your community.
Healthcare provider considerations. Healthcare delivery systems will quickly
reach maximum capacity and medical advice/physical examinations may be
limited. Existing health conditions may be complicated during stressful
situations. Only visit a hospital for a known exposure, trauma, or critical health
event.
Advanced medical planning. Keep 3 days of prescriptions on hand at all times,
have insurance information available, have immunization records handy,
know style and serial number of medical devises (e.g. pacemakers), list known
food and drug allergies, write down health conditions of your immediate
family.
Additional safety considerations. Avoid downed power lines, stay out of
floodwaters, do not consume food that is may be contaminated. You can also
support your family by attending first aid and CPR classes prior to an
emergency, skills your MRC can provide!

Acknowledgments
The information in this summary was provided by the Rhode Island Department of
Public Health and John Hopkins Center for Public Health Preparedness.
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Training Summary:
Psychological First Aid (PFA)
I. Background
What is Psychological First Aid? Psychological First Aid (PFA) is an evidenceinformed approach that is built on the concept of human resilience. Emotional
distress is not always as visible as a physical injury, but is just as painful and
debilitating. Reactions manifest differently at different periods of time during
and after the incident.
Why use PFA? PFA aims to reduce stress symptoms and assist in healthy
recovery following a traumatic event, natural disaster, public health
emergency, or even a personal crisis.

II. What does emotional distress look like?
Some common stress reactions include:
• Confusion
• Fear
• Feelings of hopelessness
and helplessness
• Sleep problems
• physical pain
• anxiety
• Anger

•
•
•
•
•
•
•

Grief
Shock
Aggressiveness
Withdrawal
Guilt
Shaken religious faith
Loss of confidence in self or
others

III. How does PFA work?
Addresses basic needs and reduces psychological distress. By understanding an
individual’s reaction to stress, PFA empowers the individual by supporting
strengths and encouraging existing coping skills. It also provides connections
to natural support networks, and referrals to professional services when
needed.
Is a degree necessary to use PFA? No, Psychological First Aid does not rely on
direct services by mental health professionals, but rather on skills that most of
1
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us already have. PFA is not traditional psychiatric or professional mental
health treatment, but rather a strategy to reduce stress reactions by providing
additional support to those who have been affected by a traumatic or
emergency incident.

IV. Audience
Who needs PFA? PFA can help everyone—children, adolescents, adults,
elders, families, and communities who have been exposed to a traumatic or
emergency incident, including responders and support service providers.
Cultural considerations. PFA encourages the use of “Cultural Leaders” for the
provision of PFA services within various cultural groups. While the core
strategies remain the same, inter-personal interaction and written
communication should be adapted to respect and fit the needs of the
impacted culture.
Where do you use PFA? Psychological First Aid is designed to be simple and
practical so that it can be used in any setting. Psychological First Aid can be
provided anywhere that trauma survivors can be found - in shelters, schools,
hospitals, private homes, the workplace, and community settings.
What if someone needs more help than I can give? If you feel that someone
needs more help than you are qualified to provide, speak with your supervisor
or a mental health professional on how to best assist the individual, or how to
refer them to on to professional mental health services.

IV. Overall goal
To create and sustain an environment of: Safety, calm and comfort,
connectedness, self-empowerment, and hope.
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I. Scope and Breadth of Public Health Legal Authority in Emergencies
Role of Law. The law authorizes declarations of emergencies and provides
practitioners and officials with the authority to respond.
Emergency Declarations. Declarations of emergency, disaster, or public health
emergency alter the legal environment during a public health crisis. The type
of declaration and level of government issuing the declaration affects local,
state, and federal practitioners’ authorities.
Interjurisdictional Issues. Relationships between federal, tribal, state, and local
governments and laws can facilitate interjurisdictional collaboration to
provide effective responses to an emergency. Although federal, state, and
local laws may at times work cohesively, they may also overlap or conflict.
Interjurisdictional legal issues include the sharing of resources and personnel
between localities or states. Mutual aid and interjurisdictional agreements
clarify responsibilities and can reduce interjurisdictional conflicts during a
declared emergency.

II. Emergency Public Health Powers and Duties
Individual Rights, Constitutional Protections and Communal Interests.
Individual and constitutional protections must be balanced with communal
interests (e.g., controlling the spread of a highly-communicable and
potentially dangerous disease). Individual rights and protections may require
that public health practitioners adhere to procedural requirements, which
may be altered during an emergency to expedite the implementation of public
health police powers.
Enhanced Public Health Powers. While various response measures may be
legally authorized prior to and after an emergency declaration, the declaration
may equip public and private sector actors with enhanced powers to
effectively respond. These powers may include the ability to take control over
1
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private property, procure and allocate resources, and mandate vaccinations,
tests, screenings, or medical treatment.
Potential Duties and Related Waivers. During an emergency, public health
officials may be required to continue to adhere to various federal laws or
regulations, including the Health Insurance Portability and Accountability Act
(HIPAA) Privacy Rule, Medicare/Medicaid reimbursement requirements, and
Emergency Medical Treatment and Active Labor Act (EMTALA). During a
federally-declared emergency, some of these requirements may be waived to
facilitate response efforts.

III. Social Distancing Measures
Types of Social Distancing and Implementation. Social distancing measures
may be an appropriate method for reducing the spread of a communicable
disease through direct or close contact. However, public health practitioners
and their partners should carefully consider whether such measures are
legally authorized and factually warranted. This may require consideration of
the epidemiology of the disease, the feasibility of the measure’s
implementation, and the enforceability of the measure
Legal and Constitutional Protections. When implementing social distancing
measures, public health officials must consider potential infringements on
individual constitutional rights.
Enforcement. Implementation of social distancing measures may require legal
enforcement (e.g., court orders or criminal penalties), although officials
should seek to enforce such measures through the least restrictive means
necessary
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IV. Deployment and Use of Volunteer Health Practitioners
Registration Programs. The Emergency System for Advance Registration of
Volunteer Health Professionals (ESAR-VHP), or the official state equivalent,
provides a mechanism to pre-register volunteers for deployment during public
health emergencies. ESAR-VHP is a federal program run by HHS and
administered by states to verify volunteer health professionals’ (VHPs)
identification, credentials, license, accreditation, and hospital privileges prior
to an emergency situation.
Medical Reserve Corps (MRC) programs are housed under the U.S. Surgeon
General’s Office, and overseen by the Division of Civilian Volunteer Medical
Reserve Corps (DCVMRC). Units are organized and operated locally to provide
volunteers for local emergency response and public health activities. MRC
units ensure their volunteers are registered, credentialed, and trained to meet
their local mission(s).
Medical Licensure Requirements. Medical licensure, credentialing, and
privileging requirements may limit a VHP’s capacity to provide services,
particularly out-of-state, during an emergency. During declared emergencies:
1) laws may allow for the waiver of these requirements; 2) mutual aid
compacts (e.g., EMAC) or agreements may pre-arrange waivers for out-ofstate volunteers; 3) hospitals may temporarily waive privilege requirements;
and 4) specific scope of practice limitations may be lifted.
Delivery of Medical Countermeasures. During a public health emergency,
jurisdictions may need to rapidly provide medical countermeasures to the
public to limit the effects of their exposure to a disease. Laws may limit this
ability by restricting those who can dispense medication or administer
vaccines. During a declared emergency, pharmacists and practitioners
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licensed out-of-state and other VHPs may be permitted to provide medical
countermeasures pursuant to limited waivers.

V. Liability Issues for Individuals, Volunteers, and Entities
Civil Liability Concepts and Risks. Civil liability can result from actions, or
inactions, that fall below specified duties owed and which subsequently cause
injuries or deaths. Health care practitioners must adhere to a duty owed to
their patients established by the standard of care. Generally, this standard
requires that a physician provide the same level of care as a “reasonable
physician” in like circumstances. During an emergency, this standard may shift
to a “crisis standard of care,” as recommended by the Institute of Medicine,
to allow for implementation of medical triage or to facilitate the delivery of
care when resources are scarce.
Liability Protections for Individuals and Entities. Various liability protections for
individuals and entities may apply at the state and federal level. These
protections include: 1) governmental (sovereign) immunity; 2) Good
Samaritan Laws in all 50 states; 3) Volunteer Protection Acts; 4) immunity
provisions pursuant to the PREP Act or other emergency laws; and 5) entity
liability protections.
Workers Compensation. Workers compensation generally requires that if an
employee is injured at work, the employer is liable for the injury regardless of
who is at fault. Application of workers compensation laws to VHPs in
emergencies is dependent on whether: 1) VHPs are considered “employees”
for workers compensation purposes; 2) the “home” institution employing the
VHP extends its workers compensation protections while the individual
volunteers at a “host” institution; 3) the VHPs’ actions are within the scope of
duty; and 4) the VHP was injured as a result of emergency response efforts.
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