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Introduction_________________________________	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Need to add a section on scope and definitions – not sure if it should go into the introduction or be a separate section following the intro.	Comment by Alva,Herminia (DSHS): I like the option of including the scope and definitions into the introduction as this will outline who the audience of the document is and the intended purpose right from the beginning.   

If the introduction is kept as it currently is, consider including a factor relating to the easy spread of disease in congregate settings as just this factor alone is reason enough for monitoring the health of the shelter population. This is also the most recognizable factor for why shelter surveillance is important.  	Comment by Hayleigh McCall [2]: Melissa – added a straw man draft beyond the introduction, think it would be helpful to have everything laid out in the beginning	Comment by Hayleigh McCall [2]: Melissa – agree to add statement regarding the easy spread of disease
Disasters are complex events that can have a significant impact on the health status of the affected populations. Temporary relocation of the population to shelters due to evacuation or loss of housing introduces multiple environmental and medical factors, such as adequate restroom and handwashing facilities and lack of prescription medications, that may impact the health of the population residing in the shelter, making the need for monitoring the affected population a public health priority. Conducting health surveillance of the shelter population provides essential information on the health of residents and situational awareness of conditions and resources for emergency management and public health decision makers. Information collected through shelter surveillance may be used to identify outbreaks, injuries resulting from potential safety concerns, and the need for resources for behavioral health and chronic disease management. 
This document was developed through a collaborative effort with the intent to assist health departments and other response partners in planning for the implementation of shelter surveillance and incorporating the information into the public health response. While this document focuses solely on shelter surveillance, additional components of disaster epidemiology should be considered to inform the overall response; a suggested resource is https://www.cdc.gov/nceh/hsb/disaster/epidemiology.htm . 
Purpose, Definitions and Scope
The purpose of this document is to provide a resource to assist state and local health departments with the development and implementation of shelter surveillance through the presentation of potential approaches, methods, and best practices and lessons learned from previous experience. 
For the purpose of this document, the following definitions are used: 
Shelter surveillance is the systematic collection, management, analysis and interpretation of data of potential public health concern among the residents and staff in shelters during operations for the purpose of rapidly implementing control measures, contributing to situational awareness of the response and developing recommendations to improve future disaster planning and response.	Comment by Alva,Herminia (DSHS): The terms “shelter surveillance” needs to be used throughout the document the way it is defined here. Currently, throughout the document “shelter surveillance” is used interchangeably to mean other components of shelter surveillance, such as reporting of data from the shelter to the health department, etc.	Comment by Hayleigh McCall [2]: Herminia: expanding upon, this additional section is very beneficial for the audience’s framework on the document, now that we have a definition for shelter surveillance, need to make sure that how we use the term in the beginning should be consistent through the document (sometimes use “shelter surveillance” to mean data collection which doesn’t include the analysis like the definition implies.	Comment by Hayleigh McCall [2]: Melissa: seconds, should go back through the document, maybe need to define other types of data collection that are done to not have them confused
Shelters are defined as any facility to which individuals are temporarily relocated due to a natural disaster, radiologic event, or other emergency due to which they may not reside in the their homes, within the jurisdiction of the public health authority or for which Emergency Support Function #8 is providing public health support to Emergency Support Function #6 as part of the response and recovery. Shelters may be established and managed by a variety of public and private entities, including the American Red Cross, Emergency Management Agencies, churches and community organizations. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Needs some work – definitely open to suggestions! I wanted to keep it simple, but also want to give a sense of what we are including, and not, per our discussion.	Comment by Alva,Herminia (DSHS): We need to tie in the definition of shelter to how those in the emergency management world define it so we can stay consistent with states’ emergency management plans. All of us under ESF-8 or the ESF-6 entities have to work under these federal or state plans.  What we discussed – the type of events and shelters where surveillance would be conducted – can then be described with this definition in mind.   Here’s a suggested FEMA definition that can be used:   Shelter - A temporary facility which provides housing and basic services until persons can return home or obtain temporary or permanent housing elsewhere.  (Source: Guidance on Planning for Integration of Functional Needs Support Services in General Population Shelters, FEMA) 	Comment by Hayleigh McCall [2]: Herminia: liked Melissa definitions, but want to tie in definitions of the FEMA definition/emergency management language	Comment by Hayleigh McCall [2]: Melissa: agreed	Comment by Hayleigh McCall [2]: Miguel: Katrina documents talking about shelters (FEMA, IEMA, HHS/Infections Protection) – definitions there are outdated, should talk about the differences between medical shelters and congregate shelters	Comment by Hayleigh McCall [2]: Melissa: needs to be recognizable to emergency management (common terminology) – maybe use FEMA definition and then sub-bullet our thoughts on shelters	Comment by Hayleigh McCall [2]: Miguel: only 2 leads (ARC, FEMA) and their guidance documents are not consistent on definitions (can provide the different names of shelters – pet shelters, congregate shelters), could look at WHO SPHERE book for definition but that us typically displaced persons sheltering	Comment by Hayleigh McCall [2]: Melissa: someone come up with proposed shelter definition, then send to group, discuss nuances. Miguel will look at.	Comment by Hayleigh McCall [2]: Herminia: 2015 document mentioned about “general population shelters” and seemed the most recent. Feels the general population shelters language fits with Melissa’s language – seems to be the language for functional needs language.
This document is limited in scope to the approaches, logistics and methods used for data collection, management, analysis, and reporting of public health surveillance in shelters. While the focus of this document is general population shelters that provide food, lodging and basic first aid and referral services to medical care, shelters may vary widely in the size the of population and services offered. The intent of this document is to provide recommendations and tools that may be selected and adapted by state and local public health departments to effectively conduct shelter surveillance given local conditions and resources. Finally, the focus of this document is limited to the surveillance of issues of potential public health concern; the assessment of needs for case management or medical care at the individual level is beyond the scope of this document. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Need to come to consensus on this – I think we went back and forth on how far to go into functional needs, etc., but I am thinking that would need to be a separate document to truly address that. I am going to review the rest of the document with this approach.	Comment by Alva,Herminia (DSHS): Texas (Steven and Herminia) agrees with keeping the focus of this document to only the surveillance of issues of potential public health concern.	Comment by Hayleigh McCall [2]: Miguel/Tess: agreed. 









Operations and Logistics Considerations__	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Suggest restructuring this section into Planning, Operations and Logistics and include considerations for: 
- Shelter size (small, med, large, mega)
- Number of shelters – local incident vs state-wide, in close proximity or multiple jurisdictions
- Role within Incident Management System - Activation of IMS with HD as ESF-8 lead vs. Activation of IMS with HD not ESF-8 lead vs. no IMS activation, etc. 
- pre-identification of partners – open/closed lists, emergency management, planned shelter locations and contacts
- staffing – pre-identification of shelter surveillance team, incorporation of surveillance activities into the shelter workflow ahead of time, selection or modification of methods and frequency of collection if staff shortage.
- Communications and transportation – alternate methods, limitations of in person visits, etc. 
- Education of partners and training of personnel (See Readiness in section below)	Comment by Hayleigh McCall [2]: Melissa: think can restructure to shelter surveillance ops/logistics	Comment by Hayleigh McCall [2]: Miguel: looked at in earlier in process
Public health epidemiology methods used during disasters include health surveillance activities intended for monitoring the health status of all shelter occupants and workers.[footnoteRef:1] Collecting this information under disaster conditions may pose significant operational, safety, or resource challenges to the agencies involved.[footnoteRef:2] However, it is important to have access to morbidity and mortality information to identify, monitor, and respond to potential health threats in the affected populations.[footnoteRef:3],[footnoteRef:4] The process for organizing a shelter surveillance operation following a small or locally manageable event may require local coordination and assistance only from neighboring public health agencies (i.e., state, tribal, territorial, local). However, in the case of a large or more complex disaster, the shelter surveillance effort may require additional support from other public health jurisdictions, including state-to-state or federal government assistance and resources. National or local organizations that may request assistance in conducting shelter surveillance activities in their facilities include large and small non-governmental organizations, large utility or disaster worker base camps, and faith-based groups.[footnoteRef:5]	Comment by Alva,Herminia (DSHS): Shelter surveillance operations led by ESF-8 doesn’t usually include monitoring the status of workers.  For shelter surveillance forms don’t capture workers, only the shelter guests.  There are other systems that can be used to track worker health and those should be employed rather than adding another layer of complexity to shelter surveillance operations.  Also, workers may not necessary be staying overnight at the shelters but in hotels or their own homes and only come to work or volunteer for a set amount of time.  They are not part of the overnight shelter census count.	Comment by Alva,Herminia (DSHS): Suggest adding a comment that there are IMS/ICS mechanisms in place to request assistance and state and local ESF-8 entities should follow their state’s processes for requesting assistance. 	Comment by Alva,Herminia (DSHS): In Texas conducting shelter surveillance is an ESF-8 activity that falls to public health departments and we would not expect a mass care entity to conduct shelter surveillance.  Do ESF-6 entities conduct shelter surveillance (as defined in page 1) in other states?    [1:  Malilay J, Heumann M, Perrotta D, Wolkin AF, Schnall AH, Podgornik N, Cruz MA, Horney JA, Zane D, Roisman R, Greenspan JR, Thoroughman D, Anderson HA, Wells EV, Simms. The role of applied epidemiology methods in the disaster management cycle. Am J Public Health 2014;104:2092-2102]  [2:  Pesik N, Keim M. Logistical considerations for emergency response resources. Pac Health Dialog 2002;9:97-103]  [3:  Waring SC, Brown, BJ. The threat of communicable diseases following natural disasters: a public health response. Disaster Management and Response 2005; 3:41-47 ]  [4:  Aghababian RV. Infectious disease following major disasters. Annals of Emergency Medicine 1992;21:362-367.]  [5:  National Response Framework.Federal Emergency Management Agency (FEMA) website. https://s3-us-gov-west-1.amazonaws.com/dam-production/uploads/20130726-1914-25045-246/final_national_response_framework_20130501.pdf. ] 

No disaster shelter will be successful without support from other agencies involved in the management of the disaster response. When standing up such efforts, the local or state incident command (IC) at the Emergency Operations Centers (EOC) should be made aware of these public health field activities. EOCs, which serve as the central point for coordination, share information, and maintain situational awareness, can be useful in facilitating requests for assistance and resources needed to support shelter surveillance efforts.[footnoteRef:6] It is important to ensure that the public health component is adequately represented in the IC to ensure that agencies are aware of public health preventive efforts.[footnoteRef:7] Shelter surveillance activities and reports of findings can be shared with incident command and other agencies in emergency Emergency services Support functions Functions (ESFs) in the EOC through daily briefings or a daily situation report. Public health activities and medical services fall under ESF-8 (Public Health and Medical Services, while shelters fall under ESF-6 (Mass Care, Emergency Assistance, Housing, and Human Servicesmass care), so close coordination of shelter activities must be maintained between the two ESFs.3	Comment by Alva,Herminia (DSHS): Is this appropriate here?  ESF-8 will not be standing up shelters.  This will be an ESF-6 activity.  Also, the mechanism for letting EOCs (at city/county/states and within health depts. at city/county/state) know that shelter surveillance activities are occurring comes from an ESF-8 entity and usually after they have successfully implemented shelter surveillance in a shelter (when they start receiving data).	Comment by Alva,Herminia (DSHS): Should this be EOC rather than IC?  Incident command is a section within the EOC.   	Comment by Alva,Herminia (DSHS): It might be worthwhile to explain here or elsewhere in this document that conducting shelter surveillance is a public health activity under ESF-8, and that managing and operating shelters is an ESF-6 activity.  Each state designates a lead state agency for mass care (ESF-6) that works at the direction of the Governor to ensure mass care services are provided to affected populations (source: Emergency Support Function #6 – Mass Care, Emergency Assistance, Housing, and Human Services Annex, FEMA).  This state agency lead for ESF-6 will then work directly with supporting organizations to execute sheltering operations (this may work a bit differently in each state). [6:  Mignone AT, Davidson R. Public health response actions and the use of emergency operations centers. Prehosp Disast Med 2003;18:2017-218]  [7:  ICS Resource Center. FEMA website. http://training.fema.gov/emiweb/is/icsresrouce/index.htm. ] 

Shelter facilities are often relocated, closed, or consolidated. Disaster shelter surveillance teams must have access to the most current information or lists of facilities for logistical and planning purposes. For accuracy, these lists should be validated using information available from the two existing national shelter systems (NSS) maintained by FEMA and the Red Cross and by ensuring that non-affiliated shelters are also included.[footnoteRef:8],[footnoteRef:9]  The development of agreements with shelter providers in advance of a disaster will ensure the shelter surveillance teams will have access to the facilities during a response. 	Comment by Alva,Herminia (DSHS): ESF-8 entities (i.e., public health depts.) must have access to these lists.  And, more importantly, that information is usually collected and tracked by ESF-6 partners at state EOC or local EOCs.  These folks need to share that info with public health dept EOCs and within public health dept EOCs that information needs to flow to those conducting shelter surveillance operations (epidemiologists, disaster shelter surveillance teams, etc.).	Comment by Alva,Herminia (DSHS): I would recommend clarifying that public health (ESF-8) needs to have access to the most accurate lists possible, but they should not be tasked with updating NSS or validating lists against the information in the NSS.  This has to be done by the state agency lead for ESF-6 or someone else.  Also, an explanation to emergency management and public health EOC Incident Command that public health will be busy setting up and running shelter surveillance operations (and other epi activities) and does not need to duplicate the activities/efforts of ESF-6 partners.  This was actually a lesson learned from Harvey for Texas.  
	Comment by Alva,Herminia (DSHS): Specify what is meant by a shelter surveillance team or the concept of it.  It’s introduced without an explanation and it’s unsure who this team is under (an ESF-8 entity?) or who composes the team (health dept staff?). [8: National Shelter System Fact Sheet. FEMA website. www.fema.gov/pdf/media/factsheets/2001/fema_national_shelter_system.pdf.]  [9:  The National Shelter System. American Red Cross Website. https://nss.communityos.org/sms/] 

Important safety challenges can affect a public health agency’s efforts to collect information: ability to access sites during dangerous weather conditions, road and debris hazards, damaged structures, restricted access to affected areas during curfews, and limited or lost basic services including access to public safety services or hospitals. Planning for these challenges should include procedures to notify public safety officials of entry and exit from restricted areas, requesting team safe passage and escort and having access to reliable communication equipment such as phones and radios, global positioning equipment, maps, safety vests, and personal protective equipment necessary to ensure the safety and success of the shelter surveillance effort.2
Staffing and Resources
To avoid unnecessary delays in implementing the shelter surveillance system, have an adequate number of workers with experience in disaster surveillance methods. The number of personnel will affect the type or amount of surveillance that can be done. For instance, fewer personnel may result in a less detailed surveillance system. Certain factors may affect the ability to have an adequate pool of personnel to run a surveillance system. For example, public health staff or their families may be among the victims of the disaster and, thus, may not be available to assist in the public health response. Therefore, staff may need to use volunteers from public health, nursing or medical schools, registered retired health professionals, or the local chapter of the Medical Reserve Corps.[footnoteRef:10],[footnoteRef:11],[footnoteRef:12] [10:  Berkowitz MR. Occupational and public health considerations for work-hour limitations policy regarding public health workers during response to natural and human-caused disasters. American Journal of Disaster Medicine 2012;7:189-198]  [11:  Griffies WS. Health care infrastructure post-Katrinia: disaster planning to return health care workers to their home communities. Psychiatr Serv 2010;61:70-73]  [12:  Charney RL, Rebman T, Flood RG. Hospital employee willingness to work during earthquakes versus pandemics. J Emerg Med. 2015;49:665-674] 

If despite these efforts staff shortages still exist, assistance may be requested through several mechanisms: state-to-state assistance through Emergency Management Assistance Compacts (EMAC), federal-to-state assistance through a Stafford Act Declaration, or via the U.S. Centers for Disease Control and Prevention (CDC) Epidemiological Assistance (Epi-Aid) mechanism.[footnoteRef:13],3,[footnoteRef:14]  [13:  Stier DD, Goodman RA. Mutual aid agreements: essential legal tools for public health preparedness and response. American Journal of Public Health 2006;97(S):62-68]  [14:  Centers for Disease Control and Prevention (CDC). Epi-Aid – Epidemiologic Assistance Fact Sheet. CDC Website: http://www.cdc.gov/eis/downloads/epi-aid-fact-sheet.pdf] 





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. For example, local Red Cross chapters may not know they are able to share data collected in their shelters with local and state health departments. 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. Local health departments must be involved, along with local or state emergency management, to ensure a collaborative response. 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 [2]: 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. Coordinate with the Red Cross to collect and share this public health data.	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. 
Surveillance requires a large amount of human resources. Partners who can help fill this need include public health staff, volunteers, medical reserve corps, and other formal and informal organizations who may be working in or operating shelters. These partners can help collect surveillance data, or they can identify others to do so. 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. In addition, training can help staff understand the need for surveillance and grasp public health principles, thereby reducing anxiety and stress levels.[footnoteRef:15]	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.  [15:  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 health shelter surveillance only on 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 health shelter surveillance, it should be initiated initiate it within 24 hours of shelter activation. Conduct health 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). Coordinate with open Red Cross shelters to collect and share surveillance data in accordance with their protocols. 	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.   

Health 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. 	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): I think this depends on the purpose – suggest developing a matrix of approaches, pros, cons, etc.	Comment by Pulvino,Steven (DSHS): I think passive surveillance needs to be expanded on for those that don’t have the resources to do active.  I’m assuming here that passive would mean to receive info from people who go to the medical station.
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 health 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
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. Instruct shelter staff to call the state or local health department immediately if they identify a disease cluster (i.e., three or more shelter residents with similar symptoms). 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:16]	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.   [16:  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 operating underoperated by the Red Cross, the Red Cross they will conduct surveillance activities using Red Cross their 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. 
Shelters are required to address the needs of individuals with functional and access needs, and to provide equal access to all programs and services offered by the shelter. 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	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:17] [17:  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 public healthshelter 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. 
How to Get Data to Appropriate People ___	Comment by Morrison, Melissa (CDC/OPHPR/DSLR): Melissa stopped review here 7/10/18 – sent to the group to not hold things up…..
Receiving the Data
During the shelter surveillance planning phase, identify who at the health department will receive the data from the shelters and who will analyze the data. Three different types of data may be submitted by shelters: census data with basic demographic information, environmental data, and morbidity data. Identify who will be conducting the analysis on these types of data and whether the analysis will be handled by one individual or department, or multiple individuals located in different departments. The shelter surveillance plan should include who these individuals are with contact email addresses, fax numbers, or phone numbers so they can receive the data from the shelter. Verify this list on a routine basis and update as needed. It may be best to identify one individual in the state or local health department to whom the shelter can send the data and who will be responsible for disseminating the data to the appropriate people for analysis, or have a dedicated agency email that is continuously monitored during a disaster event.
Figure 2. Data Transfer Options from Shelter to Health Department


	






Data Transfer
During the shelter surveillance planning phase, identify how the data will be transferred to the appropriate people. Options for how data may be sent could include sending aggregate line list data or raw data to one individual identified at the state or local health department, or to a dedicated agency email which will then in turn be sent to the appropriate people for analysis. The shelter surveillance plan should include email addresses, fax numbers, phone numbers, and personal/work cell phone numbers with calling and texting capabilities for each individual identified to receive the data or the email address for the dedicated agency email to be used during a disaster event. Verify this list on a routine basis and update as needed. Include the preferred method of data transfer in the shelter surveillance plan and include additional methods in the event that the preferred method is down or is not working. Remember, if using the telephone to gather data, identifying and contacting staff at shelters may be difficult because turnover may be frequent, data received may be incomplete, and staff members may be reluctant to share confidential medical information by telephone. The New York City Department of Health and Mental Hygiene (DOHMH) found after conducting shelter surveillance following Hurricane Sandy in November 2012 that sending DOHMH staff to shelters to gather the data improved data completeness and reliability. Sending health department staff to visit shelters also aided in understanding the layout of the shelters, in investigating reported clusters, and in working with shelter managers to implement control measures. Additionally, site visits can increase awareness among shelter staff about the importance of reporting any illness clusters to the health department. Site visits, however, may not be feasible because of resource constrictions.20 You may not be able to gather data from every shelter each day and may have to prioritize which shelters on which days health department staff should visit. 
Timing of Data Transfer	Comment by Alva,Herminia (DSHS): The timing of data transfer needs to be tied in to the operational period that the health dept is working under.
Identify how frequently the data will be transferred from the shelter to the appropriate person(s) at the state or local health department during the shelter surveillance planning phase. The different data types may be sent at different intervals. For example, only census and environmental data most likely would be sent daily, whereas morbidity data may be sent at each shift change. Identify the needs of partners and stakeholders and how frequently they may require the data. For example, if the public health environmental division is performing inspections in the morning, receiving the environmental data at the end of the previous day to share with them prior to their inspection may be best, rather than later that morning after investigations. The operational period of the ICS is another consideration. If the most up-to-date information is requested during briefing, you may want to request that data be sent prior to the briefing. 	Comment by Pulvino,Steven (DSHS): I’m only familiar w/ sending once per operational period for this as well (just through experience in TX DSHS sheltering practices)
Challenges and Solutions
Logistics
Identify back-up reporting methods in the event of a power outage or issues with cell phone service. Include a number of contact methods in the plan for individuals identified for receiving data. A HAM radio may be used; however, information reported should be over a secure channel.
Confidentiality / Personal Identifiable Information
There may be different data transfer methods required for aggregate data and data containing personally identifiable information. During the shelter surveillance planning phase, the health department should consult with information technology and legal personnel on the security of the data transfer methods and address any concerns. Given that established systems may not be available during a response, such as a secure fax line or online reporting forms, determination of the acceptability of alternative methods of data sharing, such as email and phone, should be made. 

The health department should also discuss the plans for data collection and transfer with the shelter during the planning phase to ensure that the shelter staff will be educated on the importance of sharing the level of information requested and the appropriate application of to the Health Insurance Portability and Accountability Act of 1996 (HIPPA) Privacy Rule to public health entities. While aggregate or de-identified data may be adequate for routine surveillance, if a potential outbreak or case of potential public health importance is identified, rapid sharing of individual-level information will be critical to an effective public health response. Discussions with shelter leadership during the planning phase will provide the opportunity to establish expectations and address any concerns about sharing personal information with the health department. It may be helpful to have the health department legal counsel provide a general letter that may be presented to shelter managers during a response that explains the health department authority to collect HIPPA-protected information and the requirements for the shelter to provide that information in the context of public health practice.





How to Analyze and Interpret the Data____
Data Entry
Once the surveillance data has been gathered, it will need to be prepared for analysis. Data entry will depend on the method used to collect the data. The table below provides considerations for data entry, depending on whether paper or electronic formats were used.
Table 1. Considerations for Data Entry[footnoteRef:18] [18:  Adapted from CDC. Community Assessment for Public Health Emergency Response (CASPER) Toolkit: Second edition. Atlanta (GA): CDC; 2012.] 

	Data Collection Format
	Data Entry

	Paper Form Collection
	· Enter data into an electronic dataset using software that is familiar, easily accessible, and maintainable. 
· Build the data entry platform prior to conducting field work.
· Train data entry staff so they are familiar with the software and use proper techniques to promote quality and accuracy during entry.

	Electronic Device Collection
	· Merge collected data into a single file for analysis



Analysis
Determine the data analysis approach in the preparedness phase. Things to consider include the technical capacity for analysis available, how complex the analysis will be, and how frequently the data will be tabulated and analyzed.[footnoteRef:19],[footnoteRef:20] Incidence and prevalence are useful measures for analyzing the frequency of injury or illness.[footnoteRef:21],[footnoteRef:22] 	Comment by Pulvino,Steven (DSHS): Would recommend fleshing the Analysis section out a bit more – providing figures along with examples, and explanations of situations in when these are most appropriate (ideally all explanations and figures within the context of shelter settings). [19:  Garcia-Abreau A, Halperin W, Danel I. Public health surveillance toolkit: a guide for busy task managers. Washington, DC: The World Bank; 2002.]  [20:  Teutsch SM. Considerations in planning a surveillance system. In: Lee LM, Teutsch SM, Thacker SB, St. Louis ME, editors. Principles and practices of public health surveillance. New York (NY): Oxford University Press; 2010.]  [21:  Sullivan PS, McKenna MT, Waller LA, Williamson GD, Lee LM. Analyzing and interpreting public health surveillance data. In: Lee LM, Teutsch SM, Thacker SB, St. Louis ME, editors. Principles and practice of public health surveillance. New York (NY): Oxford University Press; 2010.]  [22:  Centers for Disease Control and Prevention (CDC). A Primer for Understanding the Principles and Practices of Disaster Surveillance in the United States: First edition. Atlanta (GA): CDC; 2016.] 

Incidence measures the occurrence of new cases of death, disease, or injury in a population. Prevalence measures the existing cases of death, disease, or injury.[footnoteRef:23],23 Incidence and prevalence are usually simple and easy to understand measures. They can identify clusters of disease, aid in health planning, and also may be useful for identifying the number of beds or doses of medication required in a shelter.[footnoteRef:24],23 [23:  Abdallah S, Panjabi R. Epidemiology and surveillance. In: Christensen Rand E, editor. The Johns Hopkins and Red Cross Red Crescent public health guide in emergencies. 2nd ed. Geneva: International Federation of Red Cross and Red Crescent Societies; 2008. Available from: http://www.jhsph. Edu/research/centers-and-institutes/center-for-refugee-and-disaster-response/publications_tools/publications/_CRDR_ICRC_Public_Health_Guide_Book/Forward.pdf]  [24:  CDC. Principles of epidemiology in public health practice: an introduction to applied epidemiology and biostatistics. 3rd ed. Atlanta (GA): CDC; 2012c. Available from: http://www.cdc.gov/ophss/csels/dsepd/SS1978/SS1978.pdf] 

Rates are measures of risk that allow you to compare the frequency of morbidity and mortality in different places, times, or population groups.[footnoteRef:25] For example, you can compare the rates of illness in two different shelters and investigate if children under five years are affected more than other age groups.[footnoteRef:26] [25:  CDC. Principles of epidemiology in public health practice: an introduction to applied epidemiology and biostatistics. 3rd ed. Atlanta (GA): CDC; 2012c. Available from: http://www.cdc.gov/ophss/csels/dsepd/SS1978/SS1978.pdf]  [26:  Centers for Disease Control and Prevention (CDC). A Primer for Understanding the Principles and Practices of Disaster Surveillance in the United States: First edition. Atlanta (GA): CDC; 2016.] 

In situations where data collection extends over several days, trend analysis can be conducted. More in depth analysis can be conducted if unexpected results occur and the resources are available.
The table below provides definitions for different measures. Before a disaster, come up with simple definitions for what is considered a “new case” and an “existing case.” Make sure volunteers are trained to identify and record both when collecting data.

Table 2. Definitions for Common Surveillance Parameters[footnoteRef:27]	Comment by Pulvino,Steven (DSHS): Would recommended providing more detail: examples of each one with figures and explanations of how they are used, and when they are most appropriate. [27:  Adapted from CDC. A Primer for Understanding the Principles and Practice of Disaster Surveillance in the United States: first edition. Atlanta (GA): CDC; 2016.
] 

	Measure
	Definition

	Incident cases†
	The occurrence of new cases of disease or injury in a population over a specified period

	Prevalent cases†
	The existing cases of disease or injury in a population over a specified period

	Incidence rate (new cases)‡
	The number of new cases of a disease or injury that occur during a specified period per unit of person-time at risk (can be stratified by age and sex)

	Prevalence or prevalence rate (total existing cases)†
	The proportion of people in a population who have a particular health condition at a specified point in time or over a specified period

	Age-specific morbidity rate‡
	A morbidity rate limited to a particular age group (e.g., under-5 mortality rate [U5MR] is the rate of death among children younger than 5 years in a population)

	Incidence proportion (attack rate, generally used for infectious conditions)† 
	The proportion of an initially disease-free population that develops disease, becomes injured, or dies during a specified (usually limited) period

	Proportional morbidity§
	The proportion of all new or existing cases in a specified population over a period attributable to a specific cause

	Health facility utilization rate‡ 
	The number of outpatient visits per person per year (if possible, distinguish between new and old visits and use new visits to calculate the rate)

	Number of consultations per clinician per day‡
	The average number of total consultations (new and repeat cases) seen by each clinician per day


† CDC 2012c
‡The Sphere Project 2011
§ Abdallah and Panjabi 2008
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Table 3. Tracking Form Template
	Reporting Period 

Start
MM/DD/YYYY
HH:MM (12hr)
AM/PM
End
MM/DD/YY
HH:MM
(12hr)
AM/PM
	Facility 
Name
	State
	Zip 
Code
	Date 
and 
Time Received
	Reporting Person/ Contact
	Total Shelter Pop. at Start
	No. Persons Seen/ Treated
	No. Pregnant Females Seen/ Treated
	No. 
≤1 years Seen/ 
Treated
	No. 
≥ 65 Seen/ Treated
	Total Referred to Hospital
	Illness/
Injury
Report
(Y/N)
	Describe
Illness/ Injuries (include percent and if cases reported in residents or workers/volunteers)

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reporting Period 

Start
MM/DD/YYYY
HH:MM (12hr)
AM/PM
End
MM/DD/YY
HH:MM
(12hr)
AM/PM
	Facility 
Name
	State
	Zip 
Code
	Date 
and 
Time Received
	Reporting Person/ Contact
	Total Shelter Pop. at Start
	No. Persons Seen/ Treated
	No. Pregnant Females Seen/ Treated
	No. 
≤1 years Seen/ Treated
	No. 
≥ 65 years Seen/ Treated
	Total Referred to Hospital
	Illness/
Injury
Report
(Y/N)
	Describe
Illness/ Injuries (include percent and if cases reported in residents or workers/volunteers)
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Epi Info
Many different statistical analysis packages are available to analyze data. Use tools that are available and familiar to staff. Epi Info™ software is useful because it is user-friendly and available free of charge (http://wwwn.cdc.gov/epiinfo/7/). The Epi Info™ Website provides tutorials in creating databases, entering data, and running analyses.
Interpreting Results for Action (When do we pull the trigger?)
Before a disaster occurs, make sure to determine what surveillance data will trigger public health intervention. These “triggers” may vary depending on the situation, shelter, and event type. Useful recommendations for when surveillance results trigger public health action include the following:
· Changes in trends of illness in the shelter
· Two or more cases, from different family groups, with similar symptoms
· Two or more cases, with similar symptoms, that are linked (e.g., similar activities, what and where they ate)
· Symptoms or syndromes indicating the potential communicable disease outbreaks
Table 4 lists several examples of symptoms/syndromes that may indicate an individual has a communicable disease according to the Association for Professionals in Infection Control and Epidemiology (APIC).






Table 4. Symptoms and Syndromes relating to Communicable Disease[footnoteRef:28] [28:  Adapted from Appendix D in http://www.apic.org/Resource_/TinyMceFileManager/Practice_Guidance/Emergency_Preparedness/Shelters_Disasters.pdf] 

	Respiratory

	· Cough, runny nose, water eyes
· Fever (Temp >101.1⁰F) and cough in adults	Comment by Pulvino,Steven (DSHS): Could these be in the same line? “Fever (Temp >101.1⁰F) and cough in children or adults” or just “Fever (Temp >101.1⁰F) and cough”
· Fever (Temp >101.1⁰F) and cough in children
· Fever (Temp >101.1⁰F), cough with bloody sputum, and weight loss

	Diarrhea or Vomiting

	· Vomiting
· Loose or unformed stools
· Water or explosive stools, with or without blood

	Skin

	· Fever (Temp >101.1⁰F) and rash
· Fever (Temp >101.1⁰F), upper chest rash, and stiff/sore neck
· Eye infections (drainage from eye)
· Draining wound/lesion
· Itchy rash without fever



The Mississippi Department of Health and the American Red Cross piloted a shelter surveillance system using telephone hotlines. Symptoms and syndromes that initiated reporting included “fever in an ill-appearing person, severe respiratory symptoms, cough with blood, three or more episodes of watery diarrhea with blood, and severe skin infection.”[footnoteRef:29] [29:  http://www.jhsph.edu/research/centers-and-institutes/center-for-refugee-and-disaster-response/publications_tools/publications/2009/PDM_Kirsch.pdf] 

Flag results such as these for follow-up investigation to gather more nuanced information. Follow up investigation will help determine what further action, if any, should be taken.
Challenges and Solutions
Denominator Data
Gathering denominator data to calculate rates of illness and injury in a shelter may prove to be difficult. During a disaster, a shelter’s population will change. Traditional census or population data may not reflect the population in the shelter because people in the shelters may come from different parts of the state, or even from other states. Setting up a system for recording daily or weekly population counts to keep track of the denominator may be useful. This could include counting “heads in beds” every evening, as shelter residents may leave the shelter during the day. 	Comment by Pulvino,Steven (DSHS): It seems this is eluding to shelter census, would we not state this explicitly and refer back to the shelter census section?
Baseline Data
Baseline health information helps determine if there is a true increase in a disease or worsening health status. It can also help assess population risk and vulnerability.[footnoteRef:30] Baseline data are often missing or non-existent when large portions of a population are displaced, the health care infrastructure is severely damaged, or no previous surveillance system collected the information needed. This scenario is often the case in shelters. Gathering data early can help set a baseline for what is occurring in the shelter. If you know shelter residents are coming from one geographic area or city, using existing surveillance system data for the baseline may be possible.[footnoteRef:31] [30:  Wetterhall SF, Noji EK. Surveillance and epidemiology. In Noji EK, editor. The public health consequences of disasters. New York (NY): Oxford University Press; 1997.]  [31:  Centers for Disease Control and Prevention (CDC). A Primer for Understanding the Principles and Practices of Disaster Surveillance in the United States: First edition. Atlanta (GA): CDC; 2016.] 

Competing Priorities
Public health staff will have many tasks during a disaster and may have limited time to analyze and interpret shelter surveillance data. Those in the shelters may be busy providing care and health services to shelter residents. Limiting analysis to the most essential information needed and using the least labor intensive analysis methods can help to prevent overloading volunteers and public health staff. Designating people with statistical or epidemiology backgrounds at the health department to analyze and interpret data may also be considered.




How to Communicate Results______________
Audience
Results of the data analysis need to be shared to maintain situational awareness among those involved in the response. Communicating results provides information on the status of a shelter population’s health, on the resources available to protect the health of residents and staff in the shelters, and on forecasting future needs to ensure proactive decision-making and efficient allocation of resources.
Many parties involved in the response effort will need to receive results of the data collected during shelter surveillance for situational awareness: local and state public health, local and state governments, emergency managers, response organizations, politicians, and/or the media. When planning shelter surveillance, develop a list of all critical local, state, and public health authorities along with emergency manager personnel and response organization contacts. Routinely verify this list to keep up to date and distributed as necessary. 
Figure 2. Communication FlowIncident Command System Structure
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Writing a Report on the Results
Before writing the report, know who the intended audience is. This will help determine what format to use, how much information to include, and the technical level of the writing. Designate an individual responsible for writing the report. The report author should be someone familiar with the process of the data gathering and analysis. Critically review the data and ensure that the necessary statistical calculations were performed to produce shelter population estimates. Based on the intended audience and information to be shared, decide what format to report in (e.g., bullets or a full written report with tables and charts). Write the report clearly and avoid any internal jargon or acronyms; other organizations may also use the information and clear information will minimize errors interpreting the findings. Present results in a simple, easy-to-read format to help partners better understand the needs and health status of the shelters and to prompt action. Actions may include, but are not limited to, prioritization of resources, public health messaging, enhanced health surveillance, or public health interventions. When appropriate, indicate in the report that this interpretation of available data is preliminary and note important limitations. The reports should be timely to ensure that partners can make quick decisions to address any needs. Information in daily reports include the number of shelters reporting, clusters of illnesses, gastrointestinal illnesses (i.e., one episode of vomiting or diarrhea), febrile respiratory illnesses (i.e., fever and cough), fever and rash, and the total number of patients that were sent to an emergency department.20
Dissemination Methods
Include in the planning process how reports and information will be shared. To share reports with emergency managers, response organizations, and other agencies involved, work within ICS through the EOC to coordinate dissemination. Reports and shelter surveillance information can be shared with the ESF-8 desk in the EOC, who can then coordinate with the rest of the EOC and share information with both internal and external partners. 
Share data and information highlights and trends in a situation report to be disseminated to the governor and other leaders and decision makers. Additionally, share highlights of data and trends, which can be disseminated through the ESF-6 or ESF-8 desk, with the shelters. If an increasing trend of illness at a shelter is noted or there is a concern about a communicable disease, notify a public health nurse or infectious disease epidemiologist. At this point they may decide to start an investigation. If the investigation reveals a potential outbreak, send a team to the shelter to conduct a site visit.
Figure 3. Data Dissemination Flow

Additional ways to disseminate data and information on a periodic or real-time basis relevant stakeholders include meetings, phone calls, or web pages. Mass media, such as up-to-date website postings, television, and radio can keep the public informed. Social media such as Facebook and Twitter can be used for situational awareness among the public. 
Challenges and Solutions
Controlling Media Rumors
Sending a unified message is important. Designate a spokesperson to work with public affairs or the public information/press officers when the media requests data and reports. Agency public information/press officers should communicate with the spokesperson about the availability of data and reports from their agencies. Having one designated spokesperson reduces confusion and helps to unify messages coming out of multiple agencies.
The growth of social media, such as Twitter and Facebook, increases opportunities for individuals and organizations to connect with each other and to access and use information. However, it can also facilitate the spread of rumors and misinformation. Health security leaders and other stakeholders must ensure proper cybersecurity, understand how to frame communications effectively, and know how to optimally manage and use social media. 


Conclusion_________________________________
Shelter surveillance is an important aspect of disaster epidemiology. The lack of adequate health and preventive services, compounded with safety and environmental conditions and hazards of a disaster, makes the need for monitoring the effected population a public health priority. Therefore, conducting shelter surveillance provides essential information on the health of residents and situational awareness of emergency management and public health professionals. It can be used to monitor for outbreaks, injuries, and the need for resources for behavioral health and chronic disease management. Many aspects should be considered when conducting shelter surveillance: operations, logistics, partners, analysis, and dissemination of the data. This document is intended to help guide planning for shelter surveillance by discussing various barriers and solutions to implementing shelter surveillance. 
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Analyze and Interpret Data


Highlights of data and trends goes into situation report to Governor ,  Leaders, and Decision Makers


Highlights of data and trends goes back to the shelters via the ESF 6/8 desk


If there is an increasing trend of illness at a shelter or communicable disease concern,  a Public Health Nurse/Epidemiologist will be notified to start an investigation


Collects Date from Appropriate People 


If the investigation reveals an outbreak or possible outbreak, send a team to the shelter to conduct a site visit.
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CMIST Worksheet

DATE:
Client location in shelter:

CLIENT/FAMILY NAME:

Total number of family included on this form

COUNTY/STATE:
Interviewer:

This is a document to cover possible considerations for scenarios of access and functional needs. This is not an all-
inclusive checklist, but rather serves as a simple guideline for referral purposes.

COMMUNICATION

NEED:

0] Access to auxiliary communication
service

L1 Access to auxiliary communication
device

O Replacement of auxiliary
communication equipment

ACTION:

O Provide written materials in alternative format (Braille, large and high
contrast print, audio recording, or readers)

[ Provide visual public announcements

1 Provide qualified sign language or oral interpreter

[ Provide qualified foreign language interpreter

L1 Provide access to teletypewriter [TTY, TDD, or CapTel] or cell phone
with texting capabilities; pen and paper.

[ Provide replacement eyeglasses

O Provide replacement hearing aid and/or batteries

MAINTAINING HEALTH
NEED:

[0 Special diet
L1 Food Allergies (type)
[0 Medical supplies and/or equipment

for every day care (including
medications) not related to mobility

*For replacement eyeglasses or hearing
aid, see Communication

*For assistive mobility equipment (e.g.,
wheelchair), see Independence

[J Assistance with medical care
normally provided in the home setting

O Allergies ( environmental or other
high risk) (type)

*For medical treatments that are not
normally provided in the home setting
(e.g., dialysis), see Transportation

O Support for pregnant women

O Support for nursing mothers;
O Infant care availability

L1 Access to a quiet area

L1 Access to a temperature-controlled
area

ACTION:

L1 Provide alternative (low sugar, low sodium, pureed, gluten-free, dairy-
free, peanut-free) food and beverages; (diet type)

Refer to Disaster Health Services to provide or procure one or more of
the following:

O Replacement medication
1 Wound management/dressing supplies
] Diabetes management supplies (e.g., test strips, lances, syringes)

1 Bowel or bladder management supplies (e.g., colostomy supplies,
catheters)

[ Oxygen supplies and/or equipment

Refer to Disaster Health Services to provide assistance with one or more
of the following:

O Administration of medication

O Storage of medication (e.g., refrigeration)

0 Wound management

[0 Bowel or bladder management

[0 Use of medical equipment

00 Universal precautions and infection prevention and control (e.g.,
disposal of bio-hazard materials, such as needles in sharps containers)
[ Provide support by ongoing observation

O Provide support and/or room for breastfeeding women

[0 Assure diaper changing area is available

[ Provide access to a quiet room or space within the shelter (e.g., for

elderly persons, people with psychiatric disabilities, parents with very
young children, children and adults with autism)

O Provide access to an air-conditioned and/or heated environment (e.g.,
for those who cannot regulate body temperature)

[0 Mental health care (e.g., anxiety and [0 Refer to Disaster Mental Health Services

stress management)
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CMIST Worksheet

INDEPENDENCE

Total number of family included on this form

NEED:

01 Durable medical equipment for
individuals with conditions that affect
mobility

0] Power source to charge battery-
powered assistive devices

O Bariatric accommodations
O Service animal accommodations

O Infant supplies and/or equipment

ACTION:

O Provide assistive mobility equipment (e.g., wheelchair, walker, cane,
crutches)

[ Provide assistive equipment for bathing and/or toileting (e.g., raised
toilet seat with grab bars, handled shower, bath bench)

[ Provide accessible cot (may be a crib, inclined head or other bed type)
[ Provide power source to charge battery-powered assistive devices

O Provide bariatric cot or bed

O Provide area where service animal can be housed, exercised, and
toileted

L1 Provide food and supplies for service animal
[ Provide infant supplies (e.g., formula, baby food, diapers, crib)

SERVICES, SUPPORT AND SELF-DETERMINATION

NEED:

[0 Adult personal assistance services
O Child personal assistance services

*Incl. general observation and/or
assistance with non-medical activities of
daily living, such as grooming, eating,
bathing, toileting, dressing and undressing,
walking, etc.

TRANSPORTATION

ACTION:

O Identify family member or friend caregiver

00 Assign qualified shelter volunteer to provide personal assistance
services

1 Contact local agency to provide personal assistance services

L1 Coordinate childcare support such as play areas; age-appropriate
activities; equal access to resources.

NEED:
I Transportation to designated facility
for medical care or treatment

O Transportation for non-medical
appointment

ACTION:

1 Coordinate provision of accessible shelter vehicle and driver for
transportation

[0 Contact local transit service to provide accessible transportation

Actions:

1 No needs identified
[J Contact Shelter Manager

L] Contact Disaster Mental Health Services
L1 Agency, please provide agency name

COOther

Followup/Resolution/date

Disaster Health Services print name/signature/date
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Natural Disaster Morbidity Surveillance Individual Form
For Active Surveillance with Medical Staff

Form v1.9
Rev. 09/29/2009

Part I: Name of Facility City State Date of Visit Time of Visit
VISIT / / AM
INFORMATION PM
Part Il: Unique Identifier/Medical Record Number | Age [ <1yrs | Gender Pregnant If yes, due date
PATIENT L] Male [1Yes / /
INFORMATION YIS| | CJFemale | 1 No/NA

Race/Ethnicity [ 1 White [ Black/African American [] Hispanic or Latino [ ] Asian [1 Unknown

If Yes, occupation/response role

Did reason for visit occur as a result of work (paid or volunteer) involving disaster response or rebuilding efforts? [] Yes [] No/NA
Activity at time of injury/illness

TYPE OF INJURY

[] Abrasion, laceration, cut
[ Avulsion, amputation

] Concussion, head injury
[ Fracture

[1 Sprain/strain

MECHANISM OF INJURY

] Fire, hot object or substance
[ 1 Sun exposure

[ Cold/heat exposure, specify:

[ 1 Cold (e.g., hypothermia)

[ Heat (e.g., stress, hyperthermia)
[ Electric shock
1 Fall, slip, trip, specify:

1 From height

] Same level

1 Foreign body (e.g., glass shard)
[ Hit by or against an object

] Motor vehicle crash, specify:
[ Driver/occupant
[ Pedestrian/bicyclist

[1 Non-fatal drowning, submersion

[ 1 Poisoning, specify:
[ 1 Carbon monoxide exposure
[ Inhalation of fumes, dust, other gas

[ Violence/assault, specify:
[ Self-inflicted injury/suicide attempt
[ 1 Sexual assault
[ Other assault specify

Part lll: REASON FOR VISIT (Please check all categories related to patient’s current reason for seeking care)

ACUTE ILLNESS/SYMPTOMS

[] Conjunctivitis/eye irritation
[] Dehydration
[]1 Dermatologic/skin, specify:
[] Rash
[ Infection
[ Infestation (e.g., lice, scabies)

[ Fever (2100°F or 37.8C) L1 Seizure
Ll|Blieisling:gspeers [1 Gastrointestinal, specify: L S.troke .
[ ] Insect T [ Respiratory, specify:
[] Snake [ Bloody ] Asthma
[1 Other specify O Watery [] COPD
L1 Burn, specify: [ Nausea or vomiting MENTAL HEALTH
W] Cromiez! [ Jaundice [ Agitated behavior (i.e. violent

[1 Meningitis/encephalitis
] Neurological (e.g., altered mental status,
confused/disoriented, syncope)
L] Obstetrics/Gynecology, specify:
] GYN condition not associated with
pregnancy or post-partum
[ In labor
[] Pregnancy complication (e.g.,
bleeding, fluid leakage)
[ 1 Routine pregnancy check-up

[ Pain, specify:
] Abdominal pain or stomachache
[] Chest pain, angina, cardiac arrest
[ Ear pain or earache
[] Headache or migraine
[1 Muscle or joint pain (e.g., back, hip)
[ Oral/dental pain

L] Respiratory, specify:
[] Congestion, runny nose, sinusitis
] Cough, specify:

[ Ingestion specify L1 Dry [] Discharge to self care
i i [ Productive [1 Refer to other care (e.g., clinic or
] Use of machinery, tools, or equipment ] With blood physician)

[ Pneumonia, suspected

[] Shortness of breath/difficulty breathing

] Wheezing in chest
[] Sore throat

EXACERBATION OF CHRONIC DISEASE

[ Cardiovascular, specify:
[] Hypertension
[] Congestive heart failure
[] Diabetes
[ ] Immunocompromised (e.g., HIV, lupus)

[] Neurological, specify:

behavior/threatening violence)
[] Anxiety or stress

[1 Depressed mood
[] Drug/alcohol intoxication or withdrawal

[] Previous mental health diagnosis (i.e.
PTSD)

[] Psychotic symptoms (i.e. paranoia)
[] Suicidal thoughts or ideation

ROUTINE/FOLLOW-UP

1 Medication refill

If yes, how many medications?
] Blood sugar check [] Vaccination
[ 1 Blood pressure check [ ] Wound care

OTHER

Part IV: DISPOSITION

] Admit/refer to hospital
[ Left before being seen
[] Deceased

KNOWN cause other than influenza

[1 Influenza-like-illness (ILI) — Fever (temperature of 100°F [37.8°C] or greater) AND a cough or a sore throat in the absence of a
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Natural Disaster Morbidity Surveillance Line List LRom vt e o
For use in hospital or shelter with medical staff P
el L MVC Motor vehicle crash Mental health including agitated behavior, anxiety
&= Fall Fall (from height or same level) or stress, depressed mood, drug/alcohol
City & State: N co Carbon monoxide exposure § intoxication or withdrawal, previous mental health
< Vio Including assault, sexual assault, suicide attempt, & self-inflected injury diagnoses, psychotic symptoms, and/or suicidal
Date (mm/ddlyy): Other ||All other injuries not listed above thoughts/ideation
Derm Including rash, infection, & infestation (e.g., lice, scabies)
Total Patients seen: » Fever Fever 2100 °F or 37.8°C
g Gl Gastrointestinal illness including nausea, vomiting, & diarrhea % All routine and follow-up care including
Report time frame = OB/GYN Including preg check, preg complications, in labor, & other gynecologic conditions = medication refill, blood pressure/sugar check or
(12hour clock am/pm): E Pain Including abdominal, chest, angina, earache, headache, muscle or joint, & oral/dental 8 assessment, wound care/dressing change,
3 Resp Respiratory illness including congestion, cough, shortness of breath, pneumonia (susp) x vaccination
< ILI Fever (temperature of 100°F [37.8°C] or greater) AND a cough or a sore throat
PREG = Pregnancy Other All other acute illnesses not listed above
l:E W=White, non-Hispanic 9 Card Exacerbation of hypertension, congestive heart failure
L% B=Black, non-Hispanic CZJ Diab Exacerbation of diabetes E All other iliness, injury or conditions not fitting
Q [H=Hispanic < Resp Exacerbation of chronic respiratory illness including asthma & COPD 5 into one of the above categories
@ JlA=Asian © Other All other exacerbations of chronic diseases not listed above
Age (years) Sex Preg Race/Eth INJURY ACUTE ILLNESS CHRONIC MH ||ROUTINE||OTHER
<1 [1-17|1864|65+| M | F|f Yes [[w | B | H | A [[Mvc| Fai | co | vio |other|[Derm|Fever| ai g\% Pain |Resp| ILI | Other|| Card | Diab | Resp | Other|| MH Rg‘;tr'ge Other
y
2
3
4
5
6|
7|
8|
9
10
11
12
13
14
15
16
17
18
19
20
TOTAL TOTAL || TOTAL TOTAL TOTAL TOTAL TOTAL TOTAL|| TOTAL TOTAL
| [ | [ T § [ [ [ [ [ | | [ |
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Natural Disaster Morbidity Surveillance Tally Sheet
For Active Surveillance with Medical Staff

. Formv1.9
! Rev.09/29/2009

Part |: GENERAL INFORMATION ‘ Part ll: PATIENT INFORMATION

Tally (#17)

Total(#)

Tally (#17) Total(#)
Name of Facility: Race White
Black
Cit ; .
Date of Vish T, Hispanic
Reporting Period START ___: Asian
Reporting Period END Unknown
Gender Male
Female
Tally (7) Total(#) | Pregnant Yes
Patients Seen <1
Age 1to 17
Workers/Volunteers Category | 18 to 64

Tally (#7) | Total(#)

TYPE OF INJURY

EXACERBATION OF CHRONIC DISEASE

Any Injury (cut, amputation,
concussion, fracture, sprain, etc.)

Cardiovascular (hypertension,
congestive heart failure)

MECHANISM OF INJURY

Diabetes

Bite/sting (all types)

Immunocompromised

Burn (chem., fire, sun)

Neurological (seizure, stroke)

Cold/heat exposure Asthma

Electric shock COPD

Fall, slip, trip TOTAL Chronic Disease ﬁ:
Foreign body MENTAL HEALTH

Hit by or against object Agitated behavior

Motor vehicle crash

Anxiety or stress

Near drowning, submersion

Depressed mood

Poisoning — CO exposure

Drug/alcohol intoxication/withdrawal

Poisoning — other

Previous mental health diagnosis

Use of Machinery, tools, or equip.

Psychotic symptoms (i.e. paranoia)

Violence/assault

TOTAL Mechanism of Injury

ACUTE ILLNESS/SYMPTOMS

Suicidal thoughts or ideation

ROUTINE/FOLLOW-UP

TOTAL Mental Health [ |

Conjunctivitis/eye irritation

Dehydration

Medication refill

Dermatologic/Skin (includes all
dermatologic/skin conditions)

Blood sugar check

Fever (2100 °F or 37.8°C)

Gastrointestinal (nausea, vomiting,
diarrhea)

Blood pressure check

Vaccination

Jaundice

Wound care

Meningitis/encephalitis

TOTAL Routine/Follow-up [ |

conditions)

Neurological (includes all Other
neurological conditions) All “other” \ |
OB/GYN (includes all OB/GYN Disposition

Discharge to self care

Pain (includes all pain
symptoms/conditions)

Refer to other care (e.g., clinic or
physician)

Respiratory (includes all
respiratory conditions)

Admit/refer to hospital

Left before being seen

Sore throat

TOTAL Acute lliness/Symptoms |G

Deceased

Influenza-Like-lliness (ILI) - Fever (temperature of 100°F [37.8°C] or greater) AND a cough or a sore ‘
throat in the absence of a KNOWN cause other than influenza

TOTAL Disposition NN
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Natural Disaster Morbidity Surveillance Summary Report Form
For Reporting Purposes

Submit completed form daily to

via email (

: Form v1.9
: Rev.09/29/2009

), phone ( )

Part | FACILITY INFORMATION Partll PERSONS SEEN OR TREATED

LOCATION:

STATE ZIPCODE
REPORTING PERSON/CONTACT:

NAME OF FACILITY

PHONE NAME

FAX EMAIL

Partll REPORTING PERIOD

START: AM
END: AM
MONTH DAY YEAR HOUR (CIRCLE)

TOTAL SHELTER POPULATION AT START:

TOTAL SEEN OR TREATED DURING
CURRENT REPORTING PERIOD:
> White |
o Black/African American ‘
=
E Hispanic or Latino ‘
w Asian ‘
Q
<
o Unknown
<1 years
PM G
< 2 65 years
Y |
Pregnant females
TOTAL REFERRED TO HOSPITAL:

Part IV TREATED PATIENTS

Use categories that best describe patients’ current reasons for seeking care. Complete the Total patient tallies for each

syndrome category in the column to the right. Be as specific as possible. A single patient may be counted more than once.

SYNDROME CATEGORY TOTAL

SYNDROME CATEGORY TOTAL

WORKERS/VOLUNTEERS - TOTAL

INJURY - TOTAL
Fall, slip, trip (from height or same level)
Motor vehicle crash
Carbon monoxide exposure
Violence/assault
Injury - not specified above
DERMATOLOGIC/SKIN - TOTAL
Rash
Infection
Infestation (e.g., lice or scabies)
GASTROINTESTINAL ILLNESS - TOTAL
Diarrhea - bloody
Diarrhea - watery
Nausea or vomiting
OB/GYN - TOTAL

GYN condition not associated with pregnancy
or post-partum period

In labor

Pregnancy complication

Routine pregnancy check-up
RESPIRATORY ILLNESS - TOTAL

Congestion, runny nose, sinusitis

Cough

Pneumonia, suspected

Shortness of breath or difficulty breathing

Wheezing in chest

INFLUENZA-LIKE-ILLNESS (ILI) - TOTAL

OTHER ILLNESS - TOTAL
Dehydration
Fever (=100°F or 37.8°C)
Meningitis/encephalitis, suspected
Neurological
Pain
Other illness — not specified above
EXACERBATION OF CHRONIC DISEASE - TOTAL _
Cardiovascular disease (e.qg., hypertension, CHF)
Diabetes
Immunocompromised (e.g., HIV, lupus)
Neurological (e.g., seizure, stroke)
Respiratory (e.g., Asthma, COPD)
MENTAL HEALTH - TOTAL
Agitated behavior
Anxiety or stress
Depressed mood
Drug/alcohol intoxication or withdrawal
Previous mental health diagnosis
Psychotic symptoms (i.e. paranoia)
Suicidal thoughts or ideation
ROUTINE/FOLLOW-UP - TOTAL
Medication refill
Blood sugar check
Blood pressure check
Vaccination
Wound care

OTHER REASON FOR VISIT, not listed above
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ENVIRONMENTAL HEALTH ASSESSMENT FORM FOR SHELTERS

For Rapid Assessment of Shelter Conditions during Disasters

State Logo

CDC

1. ASSESSING AGENCY DATA

"Agency /Organization Neme
2Assessor Name/Title

|9“ImmediateNeedsIdemiﬁed: [Yes [No

Phone

4Email or Other Contact

0| o

Indoor temperati F [0 UnkiNA
V. FOOD

“#IPreparation on sits

ure

OYes ONo DOUnkNA

#3enved on site OYes ONo OUnkNA
#Safe food source OYes ONo DOUnkNA
#Adequate supply OYes ONo OUnkNA
4 Appropriate storage OYes ONo OUnkiNA
4 Appropriate temperatures OYes ONo OUnkiNA
4THand-washing facilities available OYes ONo OUnkiNA
43afe food handling OYes ONo OUnkiNA
“Dishwashing facilities available OYes ONo OUnkMNA
9 Clean kitchen area [Yes ONo OUnkNA

V. DRINKING WATER AND ICE

1 Adequate water supply OYes ONo OUnkiNA
2 Adequate ice supply OYes ONo OUnkiNA
Safe water source OYes ONo OUnkNA
£4Safe ice source 0Yes ONo OURKNA
VI. HEALTH / MEDICAL

%Reported outbreaks, unusul illness / injuries OYes ONo OUnkiNA
%Medical care services on site OYes ONo DOUnkNA
7Counseling services available OYes ONo OUnkiNA

VII. SANITATION

% Adequate laundry services OYes ONo OUnkiNA
9 Adequate number of tallets OYes ONo OUnkiNA
®Adequete number of showers OYes ONo OUnkiNA
® Adequete number of hand-washing stations OYes ONo OUnkiNA
92Hand-washing supplies available OYes ONo OUnkMNA
8Toilet supplies available OYes ONo OUnkiNA
B4Acceptable level of cleanliness OYes ONo OUnkiNA
% Sewage system type O Comrmunity 0 Onsite O Portable 0 UnkiNA

Shelter Type O Community/Recovery O Special Needs O Other SARC Fecilty OYes OMNo OUnkiNA  7ARC Code

8Date Shelter Opened ____/__J _ (mmiddiyr) 9Date Assessed __ __ (mmiddiyr) WTimeAssessed ___ :__ OamOpm
"Reason for Assessment O Preoperetional O Intiel O Routine O Other

12| ocation Name and Description

13Street Address

14City / County Wltete __ 1ZipCode __ _ 1L etitude/Longitude 1

8Facility Contact / Title Fecility Type O School O ArenafConventioncerter O Other.

Wphone - - Max - - 2F_mail or Other Contact

23Current Census 24Estimated Capecity 28Number of Residents BNumber of Staff / Volunteers

Il. FACILITY VIIl. SOLID WASTE GENERATED

A Structural damage OYes ONo OUnkMNA %8 Adequate number of collection receptacles OYes ONo OUnkNA
283ecurity / law enforcement available OYes ONo OUnkiNA 7 Appropriete separation OYes ONo OUnkiNA
29\Water systermn operational OYes DONo OUnkNA 8 Appropriate disposal OYes DONo OUnkNA
Hot water available OYes ONo OUnkMNA 89 Appropriate storage OYes ONo OUnkMNA
IHVAC system operational OYes ONo OUnkiNA TTimely removal OYes ONo OUnkNA
#Adequate ventilation OYes ONo OUnkiNA " Types O Solid  OHezardous O Medical 0 Unk/NA
Aequee space per persan OYes ONo DURMKNA
34Free of injury foccupational hazards OYes ONo OUnkiNA 2Clean diaper-changing fecilities OYes ONo OUnkiNA
#Free of pest { vector issues OYes ONo OUnkMNA "3Hand-washing facilities available OYes ONo OUnkMNA
Acceptable level of cleanliness OYes ONo OUnkMNA 4Adequate toy hygiene OYes ONo OUnkMNA
Electrical grid system operational OYes ONo OUnkNA 83afe toys OYes ONo OUnkNA
BGeneratorinuse, ¥ Ifyes, Type OYes ONo OUnkMNA 8Clean foodbottle preparation area OYes ONo OUnkNA

OYes
[ Yes

ONo  OUnkiNA
0 No O UnkiNA

1 Adequate childicaregiver rati
8Acceptable level of cleanliness
X. SLEEPING AREA

79 Adequate number of cots/beds/mats OYes ONo OUnkiNA
80 Adequate supply of bedding OYes ONo OUnkiNA
81Bedding changed regularly OYes ONo OUnkNA
82Adequate spacing OYes ONo OUnkiNA
83 Acceptable level of cleanliness OYes ONo OUnkiNA

XI. COMPANION ANIMALS

84Companion animals present OYes ONo OUnkiNA
#Animal care available OYes ONo OURKINA
#Designated animal area OYes ONo OUnkiNA

87 Acceptable level of cleanliness OYes ONo OUnkiNA
XIIl. OTHER CONSIDERATIONS

88Handicap accessibility OYes ONo OUnkiNA
#Designated smoking areas OYes ONo OUnkiNA

XIIIl. COMMENTS (List Critical Needs on fmmediate Needs Sheet)





image12.jpg
XIV. IMMEDIATE NEEDS SHEET

Item # Description

(Rev. 01/31/2008) DCS 08_116692




