How to Gather Data_________________________
Readiness	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest moving this to the ops and logs section. 
The need for and ability to do shelter surveillance may not be common knowledge amongst those running disaster relief services, local volunteer organizations and non-governmental organization (NGO) chapters, emergency management, and even local and county governments. Conduct readiness activities on a routine basis before a disaster occurs so they can be implemented quickly when needed. Readiness activities should include establishing partnerships with groups that conduct shelter surveillance such as individual Red Cross chapters and regions; training on disease surveillance and communicating the health department’s authority to collect this information; and developing tools for shelter surveillance data collection, plans for what data to collect, and collection logistics. 	Comment by Alva,Herminia (DSHS): This phrase needs clarification so it’s clear that public health has the need to do shelter surveillance and needs information from emergency management (shelter lists) and shelter operators.  Suggested re-wording to “The need for public health to conduct shelter surveillance may not be…”.	Comment by Alva,Herminia (DSHS): ESF-6 mass care organizations like Red Cross would not be conducting shelter surveillance as this term is defined in this document (would not systematically collect, manage, analyze, and interpret data of potential public health concern).  The expertise and authority for public health surveillance will reside with a state or local health department. Plus, in Texas at least, the state health dept (Texas DSHS) is the ESF-8 lead and the TX state emergency plan specifically includes shelter surveillance as a responsibility of health departments. 	Comment by Alva,Herminia (DSHS): Is this phrase referring to training on completing shelter surveillance forms and the reporting process from shelters to health departments?
Partners to Engage
During the shelter surveillance planning phase, identify necessary partners to improve data collection. The partners engaged will vary from state to state. Engagement of Llocal health departments must be involved, along with ,local or state emergency management agencies,  and additional partners at jurisdictional levels is needed to ensure a collaborative responsein the planning process. Emergency management and local public health departments can be coordinated through the EOCs within ICS. Working within the ICS can help identify shelter facilities and operators, ensure that public health ESF-8 and mass care ESF-6 desks are in the EOC, and that the leads of each are aware of any shelter activities. The agency running ESF-8 and ESF-6 will vary in each state. Share shelter surveillance information with ESF-8, who can then coordinate with the rest of the EOC. Engage the state public heath jurisdiction to help coordinate information flow.	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest changing this to partners agencies and organizations should be engaged in the planning phase at each jurisdictional level. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Most of this is addressed under planning, ops and logs. We are writing this for state and local public health, so suggest flipping the emphasis to public health engaging emergency management. 	Comment by Alva,Herminia (DSHS): Texas (Steven and Herminia) agree with flipping the emphasis.	Comment by Hayleigh McCall: Miguel: agree. Could include in ops piece overall.
Another organization that supports data collection in shelters is the Red Cross and its local chapters. In a disaster, the Red Cross operates emergency shelters, and its health services collect morbidity surveillance data from these shelters. However, local Red Cross chapters and shelter managers may not be aware that they are able to share data collected in their shelters with local and state health departments, so engagement at the jurisdictional level during the planning phase will minimize barriers to data collection and sharing during a response. 	Comment by Alva,Herminia (DSHS): This data needs to be shared with ESF-8 entities (health departments) in each state and these health depts. should not need to have MOUs or other such things in place to receive this data.  This can automatically be done because the collection of that data (morbidity surveillance data) is a component of shelter surveillance which is an ESF-8 activity.  Consider using stronger language in this guidance document that directs ESF-6 entities that already have a mechanism in place to collect morbidity data to share it with health depts. 
Organizing a designated shelter surveillance team using previously identified public health staff during the planning phase may be useful. This team can be deployed or alternatively operate remotely to collect public health surveillance data when a disaster occurs. Each team may cover one or several shelters, depending on the scale of the disaster and the number of facilities in operation. Surveillance after a disaster can potentially be burdensome with the addition of more personnel to an already strained area with possible resource limitations(food, lodging, shelter) requires a large amount of human resources, . Partners who can help fill this need includeThis drives the necessity for establishing partnerships with public health staff, volunteers, medical reserve corps, and other formal and informal organizations who may be working inare already embedded with or operating shelters. These partners can help collect surveillance data as part of their shelter duties, or they can identify others to do soalternative resources for data or proxy data collection. Examples of collecting data as part of duties or proxy sources includes monitoring shelter patron requests for over the counter cold medicines (ie, indicating a cold/viral symptoms and illness outbreak), requests for medical evaluations (chronic or injury healthcare needs), trends in symptoms or chief complaints by medical evaluators (DMAT, Red Cross, etc), or noted concerns with hygiene issues in the shelter environment (ie, gastrointestinal conditions or scabies/lice infestations). Additionally, shelter personnel can relay pertinent information in the most practical method available through basic data collection methods (paper/fax/email) and/or having a daily visit by or call-in with an epidemiologist from the shelter surveillance team.Just-in-time training may be useful to provide to volunteers or staff who may not be trained in data collection. Training helps standardize data collection and provide a pool of trained volunteers who can assist as the disaster event evolves. A briefIn addition, training given in person or verbally (via telephone) can help shelter personnel staff understand the need for surveillance and grasp public health principles, thereby reducing anxiety and stress levels.[footnoteRef:1]	Comment by Pulvino,Steven (DSHS): Seems there are 2 popular lines of thought in our area: 1) shelters fax/email the info to your epi team, or 2) deploy epis to the shelter to collect as suggested here.  Consider/discuss adding the option to receive data from the shelter via fax/email to allow broader use of epi resources.	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): I think this may be relative to the type and frequency of surveillance you implement – suggest changing the emphasis to engagement of volunteers embedded in the shelters to include this in their routine activities rather than pulling public health staff if resources are limited. 	Comment by Rozwadowski, Faye: I agree and have provided some alternate language. [1:  Brahmbhatt, D., Chan, J.L., Hsu, E.B., Mowfai, H, Kirsch, T.D., Quereshi, A. & Greenough, P.G. (2009). Public health preparedness of post-Katrina and Rita shelter health staff. Prehospital & Disaster Medicine, 24(6). ] 

Organizing a designated shelter surveillance team using public health staff during the planning phase may be useful. This team can be deployed to shelters to collect public health surveillance data when a disaster occurs. Each team may cover one or several shelters, depending on the scale of the disaster and the number of facilities in operation.	Comment by Pulvino,Steven (DSHS): Seems there are 2 popular lines of thought in our area: 1) shelters fax/email the info to your epi team, or 2) deploy epis to the shelter to collect as suggested here.  Consider/discuss adding the option to receive data from the shelter via fax/email to allow broader use of epi resources.
Identify and engage with partners, regardless of who they are, early in the shelter surveillance planning phase to ensure that relationships and roles are well established.
Starting and Stopping Data Collection	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Should we include something about the rationale?	Comment by Alva,Herminia (DSHS): Yes!  Rationale is important for decision making during planning phase.
Shelter operators notify the health department when their shelter is activated. Conducting shelter surveillance only in shelters that will be open for at least three days is recommended. State and local jurisdictions may already have protocols established regarding when to begin surveillance; follow already established protocols if they exist.	Comment by Pulvino,Steven (DSHS): Maybe worth including here that stand alone/pop-up shelters may be formed by people who are unaware to notify local government or health depts.	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Is this always the case? In some health departments, the environmental assessments are done by an entirely different division, so the surveillance folks may not know – I suppose another point for the partners section is to engage the emergency preparedness and response folks and the environmental folks to be sure we all know what we are doing internally…..	Comment by Alva,Herminia (DSHS): No, this is not always the case.  In Texas, shelter operators tend to notify emergency management first and not necessarily public health unless some pre-planning coordination was established prior to a disaster that necessitated shelters.	Comment by Pulvino,Steven (DSHS): Wondering how often this info is available beforehand?  Also wondering if this is from Guidance on Planning for Integration of Functional Needs in General Population shelters by BCFS and reference their designation on short term under 72 hours and long term over 72.  If we’re keeping this recommendation, might be worth expanding on this a bit to clarify that there are long vs short term shelters, and that the recommendation here is to do surveillance on “long-term” or those open >72 hrs. Could be misinterpreted to begin shelter surveillance after 3 days, almost conflicting with the recommendation to begin within 24hrs.	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Is there a reference for this? It may be worthwhile to change this to considerations on whether to conduct surveillance, and say something about that public health issues may not become a concern if a shelter is only open for one or two days…. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Should we recommend review of existing protocols?
Once the decision has been made to conduct shelter surveillance, it should be initiated within 24 hours of shelter activation. Conduct shelter surveillance the entire time that the shelter is open or the EOC remains activated. Be aware that, because of resource constraints, conducting surveillance at all shelters for an extended period of time may not be possible. You may need to prioritize shelters (i.e., the largest) or modify the surveillance plan (i.e., move from daily to weekly). 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Is this always the case? Perhaps add some rationale or considerations – shelters may open well before people evacuate	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Are there situations where you wouldn’t? Is there a situation where you would want to reduce frequency or level of detail rather than stop?	Comment by Alva,Herminia (DSHS):  In my experience with activations in TX, EOCs can become demobilized/deactivated before shelter operations cease.  It’s not a good idea from an infectious disease epidemiological perspective to stop surveillance at a congregate setting just because a health dept EOC closed. In Texas, shelters remained opened until October though most EOCs were demobilized by Sept when we shifted to recovery.  Health depts continued to conduct shelter surveillance and report it until the last shelter where surv was established closed.   

Shelter surveillance may need to adapt to the needs of the responding authorities, situational dynamics, and the changing shelter population. Active surveillance, where shelter staff interview residents of the shelter to document new health issues on a regular basis, is considered the most desirable and successful approach. However, shelters may have limited resources to conduct active surveillance and may choose a passive approach to surveillance. This approach can lead to decreased accuracy and completeness of data and a delay in identifying disease clusters. Adapt a blend of surveillance approaches if needed, to fit the shelter needs.1	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest moving this to another section. 
Process in the Shelter
Who Implements Surveillance
Trained public health staff or volunteers should conduct surveillance in shelters. Provide just-in-time training for all volunteers, including information on interacting with shelter residents, how to gather health surveillance data, and the specifics of the disaster. In the planning phase, designate a shelter surveillance coordinator who will oversee surveillance implementation and work with the staff in the shelters to complete the following forms:	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Should we revisit these? Do others have experience in recent events?
1. Demographic data forms
2. Communication Maintaining Independence Safety, Support Services, and Self-Determination, and Transportation (C-MIST) process (Appendix A)
3. Natural disaster morbidity surveillance individual forms (Appendix B)
4. Natural disaster morbidity surveillance summary report (Appendix E)
5. Shelter survey/Environmental health assessment form (Appendix F) 
Instructions should be provided to shelter staff on contacting the appropriate public health authorities to report possible outbreaks, notifiable conditions and cases of potential public health importance. 
Data Collection
Shelter surveillance may need to adapt to the needs of the responding authorities, situational dynamics, and the changing shelter population. Active surveillance, where shelter staff interview residents of the shelter to document new health issues on a regular basis, is considered the most desirable and successful approach. However, shelters may lack privacy for health interviews and have limited resources to conduct active surveillance. A passive approach may need to be taken. which has the potential ofdecreased accuracy, timeliness, and completeness of data. Adaptation to a blend of active and/or passive surveillance approaches may be needed.1	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest moving this to another section. 


Once a shelter is opened, trained public health staff or volunteers will complete demographic and individual assessment forms at intake. Additionally, staff should identify a shelter resident’s primary language and record when it is not English to make sure that information is communicated appropriately.  Medical staff located at the shelter could be supplied with stool collection kits for viral and bacterial pathogens, instructed to use them, and sent into the public health laboratory if three or more shelter residents have diarrhea and vomiting.[footnoteRef:2]	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Is this a bit beyond our scope? I believe that Red Cross shelters do these, but I am not sure it is always incorporated into PH surveillance…..	Comment by Alva,Herminia (DSHS): Yes, it’s beyond the scope of ESF-8 and moves into ESF-6 territory (their responsibility as intake/registration is part of managing/operating a shelter).	Comment by Pulvino,Steven (DSHS): Not aware of PH doing this portion (under experience in Texas only) …unless they are volunteers affiliated with MRC possibly?	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Could we include this as a consideration? We would need to coordinate with the lab to ensure they were ready for these, transport is possible, etc. I would like to clarify that perhaps in the planning phase this is discussed and supplies are included in the shelter inventory?	Comment by Alva,Herminia (DSHS): Texas (Steven and Herminia) agrees with Melissa that coordination with the lab is needed.  There are some logistical considerations to think about here that may make this challenging or not feasible:  packaging and shipping specimens to a lab requires certification in packaging/shipping by those that will handle specimens.  Not all mass care entities operating shelters will have staff/volunteers that have this certification.  Also, I would recommend keeping the sentence that was deleted that explains that shelter staff should call the state or local health dept immediately if they identify a disease cluster.   [2:  Ridpath, A.D., Bergman, B., Jones, L., Reddy, V., Waechter, H., & Balter, S. (2015) Challenges to implementing communicable disease surveillance in New York City evacuation shelters after Hurricane Sandy, November 2012. Public Health Reports, 130(1). ] 

Morbidity data collection and C-MIST can be conducted by trained staff and volunteers making rounds of family units at the same time each day or during each reporting period (i.e., 12, 24 hrs.) at the shelter. Conducting data collection during dinner time or in the evening helps ensure that shelter residents will be present. The timing for collecting data after initial intake may vary and will be determined based on the resources available, size of the population, potential health concerns present, and whether there is an active outbreak going on in the shelter. Suggestions for consideration include the following: How frequently will the shelter collect data? Will it be multiple times per day or per week? How will data collection fit into the staff rhythm at the shelter? When in the day will the data be collected? Will each shift tally data for the next shift, or will there be continuous collection throughout the day?	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest restructuring this to present a list of options – could be through daily rounds, as people present for first aid or to the medical staff, review of logs, etc. Also need to include where to get the denominator – is there a daily heads in beds count?	Comment by Pulvino,Steven (DSHS): Think we should clarify this is for performing active surveillance.	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Is this outside the scope?	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest changing this to include that the nature of the event may determine selection of timing and use this as an example of people going to work on damaged home, etc and coming back to eat and sleep…..	Comment by Pulvino,Steven (DSHS): Would provide a recommendation or list of options that fits with those who cannot deploy staff to collect this info in person.  
If a shelter is operated by the Red Cross, the Red Cross will conduct surveillance activities using Red Cross processes and forms. Working with the Red Cross is important to ensure that public health surveillance data are collected and shared with the local and state public health jurisdictions. 	Comment by Alva,Herminia (DSHS): In Texas, conducting shelter surveillance activities has been assigned to health departments (ESF-8) per the state emergency management plan which is rooted in state law.  Mass care entities need to be aware through this guidance document that state law and processes may necessitate they use state forms and processes and that conducting surveillance activities is really an ESF-8 role.  	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest saying something here about established processes – sharing forms used in the planning phases can allow the health department time to modify plans so that they can use the data already being collected?






Figure 1. Data Flow· Shelters are encouraged by ESF 6/8 to get ready to conduct shelter surveillance and complete a shelter survey (also known as the Environmental Assessment Form)

· 	Pre-Event

· Collect information from shelter residents at intake
· Complete the Individual Form when residents go to First Aid/Medical Unit for care.
· Complete the Summary Report From and shelter survey (also known as the Environmental Assessment Form) each operational period.


Shelter Open

· Communicate findings to local public health and local emergency management/ESF-8.
· Send the completed Summary Report Form to the appropriate recipients. 


Communicate



Types of Data Collection
Demographic Data and C-MIST	Comment by Pulvino,Steven (DSHS): Mixed feelings.  Not too sure if this fits with shelter surveillance we are performing. 
In its shelters, the Red Cross uses a Disaster Health Services Aggregate Morbidity Report Form and a tally sheet that captures information on demographics and morbidity.  The tally sheet also contains a section to record each of the C-MIST functional or access needs groups (i.e., communication, maintenance of health, independence, safety and security, and transportation). Always respect an individual’s independence and right to self-determine the level of assistance they require. Since the form is a tally sheet, it provides summary-level data. The data are aggregated and therefore cannot be separated by individual. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Outside the scope? I think most of these needs would be addressed via ESF-6 or -8 for coordination and obtaining resources, but not part of shelter surveillance for our purposes? Could be wrong about that – totally open for discussion….
C-MIST is a model that can help shelters identify a person’s functional needs, regardless of their specific diagnosis or status, to help ensure these needs are met by the shelter. The Red Cross uses the model to collect demographic data from individuals with access and functional needs, including people with disabilities. C-MIST is an acronym for the following functional areas:
C – Communication
M – Maintaining Health
I – Independence 
S – Safety, Support, and Self-Determination; and 
T – Transportation.

Each functional area can be broken down into specific needs. Communication includes hearing, vision, cognition/understanding, and English as a second language. Maintaining health can include acute and chronic health issues as well as support for medication. Independence may include assistive technology and physical access to all services. Safety, Support, and Self-Determination includes having host a caregiver, change in condition during the evacuation or displacement, or the need for more direct support. Transportation may include the need for transportation to dialysis, physical therapy, or other appointments.[footnoteRef:3] [3:  Isaacson KJ. Moving beyond “special needs”. J Disability Policy 2007;17:230-237] 

For an example of a Red Cross C-MIST form, see appendix A.
Morbidity Forms
CDC has several morbidity surveillance forms available that are useful for conducting shelter surveillance. Which form should be used depends on the resources available and situation. For instance, the tally form may work best if resources are limited or a large population is in the shelter. If resources are not limited or a small population is in the shelter, the individual form may work best.
Natural Disaster Morbidity Surveillance Individual Form 
The individual form captures individual-level data and is completed for each person who visits the first aid or Medical unit at the shelter. The individual form is useful because it provides very detailed information on many medical conditions (i.e., acute syndromes, injury, mental health, chronic disease, follow-up, and disposition). However, this form is resource intensive and requires sufficient staffing to collect the data. See Appendix B.

Natural Disaster Morbidity Surveillance Line List
The line list is an abbreviated version of the individual form and can be used if summary or less-detailed information is sufficient or when the burden of collecting detailed, individual information is substantial. This form will be useful if resources are limited. Individual level data are collected, but in less detail. See Appendix C.

Natural Disaster Morbidity Surveillance Tally Sheet
The tally sheet is an abbreviated version of the individual form and is similar to the form used by the Red Cross. This form provides summary-level data. While individual-level data are captured, those data are aggregated and cannot be separated by individual. One form is completed per facility per reporting period. These forms require minimal staffing and are valuable if limited resources are available. This form does not contain personal identifiers. See Appendix D.

Natural Disaster Morbidity Surveillance Summary Report 
The summary report form collects aggregate data and is used for reporting purposes. The form, which does not capture individual-level data and does not contain personal identifiers, provides situational awareness on the health and well-being of shelter residents for a specific shelter. The form, populated with data gathered through other forms (e.g., individual form, line list, tally sheet), is completed for each predetermined reporting period and is submitted to the EOC and public health jurisdiction. See Appendix E.

Shelter Survey/Environmental Health Shelter Assessment	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Should we say more about this somewhere? Perhaps in the plans ops logs section for planning purposes?
The Shelter Survey, or Environmental Health Shelter Assessment Tool, aids environmental health practitioners in conducting a rapid assessment of shelter conditions. An example is the Environmental Health Shelter Assessment tool developed by CDC.  The assessment tool covers 14 general areas of environmental health, ranging from basic food and safety and water quality to pet (companion animal) wellness. The tool allows for the documentation of immediate needs in shelters. Complete a Shelter Survey each operational period by an environmental health specialist. The tool can be easily modified to meet local needs. See Appendix F.
Challenges and Solutions
Resources
Limited resources may be available to public health jurisdictions and shelter operators to conduct shelter surveillance depending on the scale of the disaster, including issues with material resources as well as trained volunteers and staff to implement shelter surveillance. To ensure sufficient human resource, establish partnerships with volunteers such as the local medical reserve corps and train volunteers and staff in data collection before a disaster occurs. Once a disaster happens, just-in-time training can be provided to shelter volunteers and public health staff. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): I feel like this is addressed previously – should we consolidate?
Competing Priorities
The primary role of shelters is generally to provide meals, medical and other services, goods, facilities, and a safe space for people affected by a disaster to sleep or rest. Conducting public health surveillance may often be considered a secondary role in shelters. Establishing partnerships with shelter operators before a disaster occurs or early in the disaster and providing technical and resource assistance for conducting surveillance can help ensure that data can be collected. Consider creating shelter surveillance teams from public health staff and volunteers who can be deployed to shelters to collect public health surveillance data when an event occurs. This step can aid in overcoming resource constraints and competing priorities. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Same as comment above…..
Infrastructure Damage	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest expanding on this a bit. Also, include transportation issues for staff.
Damage to shelter or surrounding areas may affect data collection. For instance, power outages could affect data collection, so provide alternative methods for collecting data, especially if using electronic collection devices. 

