 Day 1: Wednesday, May 9, 2012

Welcome and Overview
*Ask Rachel to forward a few words from her Intro.

Keynote Address
Epidemiology and Emergency Response: an Update from the Office of Public Health Preparedness and Response (OPHPR), Dan Sosin (CDC/OPHPR)
· Innovation – focusing on concrete and practical projects; and advancing science through small scale creative approaches
· Lab diagnostics – those related to epidemiology and surveillance. Bioinformatics is an area of priority to manage information and knowledge. Next generation is new technology that moves from the lab to the field with point-of-care diagnostics. CDC has partnered with Dept of Defense on this issue so there is federal investment.
· Medical countermeasures - refining utilization plans for use and delivery. Significant investment in time and planning helps us to be better prepared to address emergencies and issues. Key areas of focus are timeliness and resourcefulness. 
· Creating situational awareness - through active epi and surveillance approach, improving measures to provide accountability and measure our success. CDC is supportive of working to use technology (EHR, BioSense, cloud environments, etc.) to improve access to health information such as through data agreements. Understanding what this digital sphere means for epidemiology.
· Measuring preparedness – aligning performance indicators with capabilities in grants. A National Health Security Preparedness Index championed by ASTHO pulls measurement across emergency management to give national picture of capabilities and where are we going; however people are skeptical of it. CDC  is also working with Dept of Homeland Security on risk management, defining the threat situation and building a ‘total risk’ pool to compare it to actual availability in national stockpile to inform perceived vs. actual risk materials. The accreditation program for emergency management centers for state and locals is an effort to improve measurements and standardization. Measures to determine what preparedness actually costs in order to better communicate “why we aren’t finished yet.”
Q&A
· Q: What is OPHPR vision for state Epis and in an era of declining resources, what does OPR envision as battles for states? How is epi supported in the PHEP grant?
A: There are 15 capabilities and one is epi and surveillance with very traditional functions which are part of the epi competencies. So OPHPR is not focused on defining the epidemiologist specifically for preparedness.
· Q: What role does OPHPR play in defining role of the cross disciplinary epi to preparedness?
A: OPHPR encourages just in time training, exercises for experience and comfort, training in ICS, but agrees that resources aren’t there to pay for these extra functions for the generalist epi. 
· Q: Who will be working on rapid diagnostic test availability and development?
A: The question is not whether it exists but whether the development of needed diagnostic tests can be developed and implemented in a timely manner. Our health system is difficult to navigate regardless of how innovative diagnostic assay development is. Options are very limited to establish quality and validation for fractured system. But OPHPR is optimistic that we will continue to see developments and DOD is investing money to work on rapid diagnostics.
· Q: What about Integrated PHEP funding, medical Epis are increasingly involved in med surge and ESF8 during emergencies, how will we engage HPP and capabilities? 
A: By design, the PHEP or in the future, HPP, is defined for state decision making where the state is able to decide what is most important from the state perspective and not mandate this from a national perspective, so dispersion of resources is left up to states and not CDC. 

· Q: What is OPHPR’s sense of how states have allocated their resources? 
A: This is the first year that we will get statistics on this but there is tremendous variability. Some jurisdictions are leaders in this field while others put resources in other places. 
· Q: States want more guidance for resource allocation. 
A: Everyone is struggling to define what the right proportion is, especially since jurisdictions have different priorities and face different challenges.

Panel I: Perspectives on the application of Disaster Epidemiology
State PH Health perspective - Richard Hopkins, FL
· Epi capabilities include surge investigation; summarize situations, control recommendations, lab support, ability to function under difficult conditions, ability to function effectively in complex ICS structures, and ability to function under high stress. 
Points to consider:
· Dogma – there is likely more than one way to operate in ICS. Is there a way to unify epi function in ICS when some functions are planning and others are operations? 
· Collection and analysis of epidemiologic data should never be allowed to consume resources if action does not follow.
· Epis can work in ICS structures and time should be spent on figuring out the best way. Having more PHEP than non-PHEP epi staff is dangerous in long term

Kraig Humbaugh, KY – Medical Epidemiology perspective
· KY is a mid-sized state – so disaster, communicable, etc is all in the same division in the same building and done by the same people. People end up wearing many hats
· Importance of surveillance of medical conditions following disasters is to respond effectively; mobilize resources, address life threatening illnesses first; remove or mitigate ongoing hazards; begin long term recovery and then inform the public and partners with accurate information.
· Case examples: 
· 2009 January Ice Storm - marathon not a sprint, affected large proportion of state (2/3 of states’ counties declared state of disaster), communication and power were greatly affected long term 
· March 2012 tornadoes – affected people in mountains who are not normally hit by tornadoes since mountains usually slow them down

Academia perspective - Kimberley Shoaf, UCLA 
· Mission of academia is threefold: 
1) Generate new knowledge: Need data in order to do this.  What is the cost of injuries and deaths? How does academia work together with ph practice to ensure that data is collected before a disaster occurs to be able to implement during emergencies. Developing casualty estimation models and FEMA tornado mitigation planning for cost benefit analysis.
2) Transfer to next generation: PH departments should demand that students be trained according to current needs, but continuing education (i.e., trainings) should also be promoted and developed. It is up to ph to tell academia what is needed.
3) Provide service in the field: Epi teams developed for surge capacity when disasters occur. Downfalls are: academic knowledge may not be in tune with PH practice and students are only there for 2 years (MPH), so dependability of this resource for surge capacity may be of concern. And faculty’s interests are directly tied to funding.

Emergency Preparedness perspective - Tim Wiedrich, ND 
· Where does epi fit in? 
· During pre-event planning - carried out on an ongoing basis through a liaison role; and committees for Epi tasks are lead by epidemiologists.. Gathering, analyzing, and displaying data that is easily digestible to many audiences through tools such as CASPER
· During response – epidemiologists should be involved in operations. Conducting epi investigations to determine the level, type, and timing of action to be taken.
· It is not either or but Epi needs to be involved in both planning and operations. Epi will have value in bringing useful tools that can plug into the incident command process/structure.


Q&A
· Q: Do institutions include community service (i.e., academia work with health dept as a service to practitioners) as part of requirements for tenure track or as a credit to service requirements?
A: At UCLA it counts as part of service but not for all of it since there are also requirements for service to the department and school. Most academic centers count practice as part of service. 
· Q: How should Epis inform incident commander of value of Epi?
A: Demonstrate value not just talk about it, people will pick people who have shown their value to work with in future disasters. A: Rather than insisting that epi is important, develop tools to demonstrate value.
A: Use the the vernacular and gather the tools. Better forecasting tools for the near term future of disease outbreaks would be really useful at this time 
A: Build relationships pre-event so that partners are aware of resources Epi can provide.  If they don’t know what they can ask for, then they wont know what to ask for. 
A: Understand that emergency response people are typically action oriented not necessarily reflective. Good enough can be the right answer – at least something that emergency managers can work off of until the right answer is achieved.
· Q: What is the role of Epidemiology in the recovery phase?
A: We don’t have a clear understanding of what the recovery process really is. It can be difficult to define and can be a long process. For example, ND is still recovering from the 1997 flood disaster.  Recovery has not been the focus of national discussions so far and can be difficult in our declining economy. 
A: Just because the state EOC shuts down doesn’t mean that PH shuts down – it’s now responding to a different piece of the disaster now. Often some aspects of recovery fall under ‘normal business’ for PH activities and not emergency – so dollars will never follow and this will likely continue. Doubtful that recovery will be funded or even discussed at the level of preparedness. FEMA is another agency that is pertinent in recovery.
· Q: How to sell EPR component to epis (pre-event planning)?
A: It’s challenging to engage Epis not typically involved in infectious disease. Provide trainings in between disasters; then after disasters, reach out to other divisions and shadow someone in EOC to understand what happens. Technology development for surveillance, developing relationships is important, training is important, and exercises are important.
· Q: How does authority work between ICS commander and health director?
A: In one state, ICS commander has full authority but in practice, ICS commander appeals to health director and does not forcibly commandeer resources.
A: The ICS commander always answers to a policy commander which is often the health director; the political use of this authority needs to be used intelligently.

Epidemiology in the Aftermath of the Earthquake & Cholera Epidemic in Haiti 
Daphne Moffett, CDC
· CDC’s response  was to activate CDC EOC, WHO health cluster initiatives identified priorities (shelter, water, food, etc), and conducted surveillance of notifiable diseases immediately and daily
· First alert to cholera epidemic was high reports of increase in people with watery diarrhea.
· Developed syndromic and other disease specific surveillance systems utilizing existing in-country resources. These were useful in detecting outbreaks but not detecting specific diseases.
· Improved lab based surveillance mostly for bacterial infections.
· Data was used for forecasting and tracking the course of the outbreak.
· Shared lessons learned, successes and struggles; it became the sole source for official statistics.

New CDC Initiative in Emergency Mental Health 
Deborah Gould and William Reeves, CDC
· Recent projects – MMWR supplement about mental illness surveillance; Gulf States Population Survey
· Mental health responses to disasters include distress responses (change in sleep, uncertainty, grief, anger/violence), health risk behaviors (substance abuse, self-medicating, physical inactivity) and mental illness (PTSD, depression)
· Barriers to mental health response efforts are challenged by limitations in existing surveillance and data collection methods (mental health not part of core ph surveillance), compartmentalization of mental health within PH at state and local levels, limited baseline data, lack of surveillance protocols, interpretation and dissemination of data.
· New project: Mental Health Surveillance for Public Health Response to Disasters (3 yr project supported by CDC/OPHPR)
· Conduct national needs assessment with state epidemiologists on topics to explore
· Analyze and disseminate results in hopes of standardized surveillance questions
Q&A
· Q: Is there any component for responders or is the assessment just for the population?
A: The populations for now but responders are an important consideration
· Comment: In your review of mental health during disasters, are you also including mental health status or are you making a distinction between MH status and clinical MH issues
· Q: What intervention would an epi implement when poor mental health is found? 
A: pre disaster - knowledge helps you identify potential victims, dissemination of mental health services, during disaster – be aware of vulnerable populations, post disaster – talking to mental health counselors and physicians to look out for physical illness effects of mental health

Epidemiological Response to the Tornados in Alabama and Missouri 
Debra Hodges and Tina Pippin, AL; David Sugerman and Amy Schnall, CDC; George Turabelidze, MO, and Robyn Fanfair, CDC EISO 
· Joplin 2011
· Mobile hospital units setup by Red Cross was functional within 6 days. Mental health consultations were conducted and most of which were first time visits and a vaccine campaign was implemented. 
· Epi-Aid responded to cutaneous mucormycosis outbreak that occurred 2 weeks after tornado. Used chart abstraction and medical record review, GIS geographical clustering analysis and conducted a case control study.
· Alabama 2011
· Mobile medical assets – mobile medical tents, communication, water purification, medical supplies all ready and prepared ahead of time
· All responses were local; each area had their own team and they all coordinated with the center
· Mortality, foodborne, and waterborne surveillance conducted after impact
· Learned how to gather information and compile reports faster
· 2nd largest Red Cross response, second only to Katrina. American Red Cross requested CDC assistance for training on mortality form and coordinate data sharing with state public health. CDC/HSB mortality surveillance has partnership with American Red Cross.
· Dispatched integrated care teams (3 member teams that included medical volunteer, case work volunteer, and spiritual care/mental health provider) to visit every family with a deceased.
· Difficult to conduct case findings through hospital records since personal identifiers were removed and contact information not available
Q&A 
· Q: In Joplin, who did you provide tetanus shots to?
A: The current guidelines indicate if there is an injury or if the person is not up to date then they should be given a shot however it is unlikely to turn people away from a shot if that is what they are demanding, it may be an inappropriate use of resources especially when these resources are limited. One concern was that people are at risk for getting puncture wound because they are cleaning up their own house
· Q: Can we get access to Morbidity data from Red Cross?
A: CDC is currently working with Red Cross on the sharing of Red Cross data to local and state PH for de-duplication of efforts. But they should be sharing that data with local PH
· Comment: There is a preparedness template for non-disaster CASPERs that is now available online; CASPERs conducted not during disasters can gather information about disease burdens in your area
· Q: What veterinary health services are available?
A: Some states have a state veterinary health officer responsible for those services. Disaster animal response teams can also be deployed like a regular strike team.
· Q: Would you have done anything differently in the case control study to better liaise with partners? 
A: Pre-event planning is important to create relationships prior to the disaster to enable data sharing. Legal preparedness is important. Syndromic data sources were an alternative to using medical records.

Report on the First Regional Combined Disaster Epidemiology Training 
Rachel Roisman, CA and Kimberley Shoaf, UCLA
· Brought together 3 disaster tools/trainings for 70 epidemiologists in the western region; targeted state and local public health epidemiologists (for funding purposes and because of training content)
· CASPER– attendees said they would use this to include in their emergency response plan, include in their community health assessment for accreditation
· ACE – will be used to increase inter-agency communication and will pass on to others in the health department
· ERHMS – attendees will develop protocols for implementing this and will develop a pre-deployment rosters
· What’s next with the training? Many other regions have requested this training and individual states have reached out to CDC to have a training in their state; may invite diverse number of  attendees (epidemiologists, emergency managers and others)

Wrap-up
· Training session was helpful because it provided an opportunity to learn about these types of training and to request it for their region
· Mental health session well presented; laid out their plan for the next 1-2 years
· Input from state and local and practical examples, displayed variety of things that can be done
· Enjoyed the complimentary involvement with federal/ state/ local
· Helpful to hear about other events in other states, man-made and disaster

Day 2: Thursday, May 10

Welcome and Opening discussion 
· Discussions about technology and communications
· Communications when infrastructure is non-existent - satellite radio and mobile satellite units, text messaging (but you cannot overload the system)
· Making hospital records available through health information exchange allow for access electronically
· Importance of a thorough planning cycle (strategic, tactical, operational, and even down to the individual – so that without supervision or training, things can still get done because everyone knows their job). 
· Georgia Tech has written several white papers on text messaging and surge capacity during disasters
· Individual family plan needs to be encouraged so that workers are not worried about their families and can work
· Should improve and encourage use of hand held devices.
· There is a lack of a common operating picture between state, local and federal systems. 
· Cloud based technology at the software level (actual operating systems) would enable systems to communicate with one another. HHS is developing essential elements of information to form a common operating picture
· Common data elements are attached to CDC response plans for earthquakes and other events as well
· HHS expects CDC to have situational awareness and reports. They also expect states to provide information to state emergency response folks who report to HHS. 
· Suggested topic for next workshop: definition of a common operating picture and what this means for response activities.

Panel II:  Integrating Disaster Epidemiology Across PH Disciplines
Acute & Communicable Epidemiology - Collette Young, OR 
· Have been focused more on building SOPs and planning and building infrastructure since we haven’t been hit by ‘the big one’ yet in our state. 
· We have integrated preparedness work into Epi work, so a lot of disaster epi is developed through routine work
· We have teams of 6 deployed into the field that support local resources that conduct routine outbreak investigations, surveillance, informatics, environmental health and chronic disease. Local health officer leads while the team carries out the work
· Support state and local hazard and recovery planning by designing an Oregon vulnerability assessment; includes vulnerable pop per event, food and water security, and disease conditions
· Helpful tools:
· Hazard specific toolkits - for each county with factsheets, metrics that they should track and mitigation guidance. 
· Epi-go kits – luggage bags that contain investigative guidelines, computers and gathering tools
· Media training and tools
· OR ESSENCE – new surveillance system being rolled out in June. 
· Integrating climate change into their metrics. 

Injury Epidemiology - Debra Hodges, AL 
· Opportunity to integrate and share with other Epi depts. Through “club Epi” monthly meetings
· Injury is within a silo part of health promotion but our state does not collect hospital discharge data or conduct syndromic surveillance; all morbidity data is based off BRFSS sampling data which can be a biased sample
· Hired interns to supplement some of OH injury work
· Limited contact and integration with emergency preparedness 
· Most funding is from rape prevention, which gave opportunity to make relationships with suicide centers even though we do not have direct funding for suicide 

Environmental Epidemiology - Tina Pippin, AL 
· Department conducts Epi investigations - toxicology, synthetic marijuana, meth lab clean ups, carbon monoxide poisonings. Biggest partners are poison control centers, FUSION centers, environmental management and ATSDR
· Oil Spill 2010 - Did not have lab result for oil exposure and did not have syndromic surveillance system so provided a checklist form for hospitals and ER nurses, places where people may go after being exposed to oil (dermal, inhalation, ingestion). 
· Communication key points were sent out on health outcomes and how the health department will respond
· Efforts focused on Mobile and Baldwin counties, most affected by oil spill
· Developed line list adapted from CDC – data collected daily and used AIMS (emergency management system for AL). AIMS used to keep hospitals in the communication loop. Summary reports shared with those submitting data, keeping them informed showed them there was value to collecting data. Electronic reporting eventually implemented

Occupational Epidemiology - Michelle Lackovic, LA 
· Surveillance system for oil spill volunteers – system needed quickly to support rapid deployment of large number of workers. Reporting was done through phone and fax from healthcare facilities. Also worked with poison control centers to send all oil related reporting to them. Exposure was from both oil and decontamination chemicals
· Investigation process: cases received by telephone or fax  follow up investigation to gather information on demographics and job exposure  classify case (exposure, injury, not a case ) produce weekly report
· Syndromic surveillance for first report of asthma and other upper respiratory conditions. Routine and timely report release was very valuable in this emergency. PH established mobile site at oil spill staging area where workers were being triaged not at nearby hospitals 
· 45% of cases were directly from worksite
· 5% of cases from poison center
· Important lesson learned: routine report release was effective approach since requests for data could be redirected to refer to the report posted every week

Chronic Epidemiology - Khosrow Heidari, SC 
· Chronic disease epidemiology can fill data gaps in current literature on health disparities before and after a disaster in medically underserved communities, track trends in mortality in morbidity (in patient and ER data)
· Before disaster - identify vulnerable populations that may be impacted by certain disasters (i.e., chronic diseases, technology/medication dependent patients, animal/pet dependent people, home health care, nursing homes)
· Post disaster – play active role in CASPER; assist in establishing registries, and evaluation. 

Reproductive Epidemiology – Marianne Zotti, CDC
· Pregnant woman are classified as at-risk individuals or a vulnerable population. But comprise about 1% of the population. Few studies on association of disasters and birth outcomes. Women of reproductive age (15-44) are about 20% of the population. No routine surveillance on how disasters affect this population. 
· New Department Reproductive Health’s (DRH) program for emergency preparedness and response. 
· Purpose: to prepare DRH to respond to reproductive health needs of the population after disaster event.  MCH staff in states could analyze recent birth data for chronic disease and obstetrical risks or other risk factors in the preparedness phase of a disaster.
· Produced reproductive health assessment after disasters (RHAD) toolkit, available on UNC website. Pilot studies using RHAD described in journal article [Marianne E. Zotti and Amy M. Williams. Journal of Women's Health. August 2011, 20(8): 1123-1127. doi:10.1089/jwh.2011.3021.] DRH can provide technical and implementation and potentially resource assistance if another state would like to use this toolkit (DRHemergencyprep@cdc.gov)
· Developed pregnancy estimator to estimate the number of pregnant women in a give geographic area
· Indicator development workgroup for pregnant and postpartum women and infants affected by disasters funded by OPHPR
· Roundtable at the CSTE national conference on building epi capacity in reproductive health preparedness science.
Q&A
· Q: How did state and local PH relate to NIOSH and CDC in oil spill response?
A: Worked closely with NIOSH (were responsible for PPE and rostering) and OSHA (regulatory), so they were more involved in the incident command structure while occupational program took a back seat. If came across cases with same scenarios or employers, then would send this to OSHA contact who were at the table for daily meetings and could get this into the incident command loop. Shared data with CDC a few times during the event – descriptive data. 
· Q: What online database did AL use for oil spill? 
A: Developed an online area through NEDSS system. 
· Q: What are examples of collecting data in non normal surveillance systems? 
A: Hippocrates was used by NJ for a few exercises, syndromic surveillance and quick surveys, a free product offered by CDC. Accessed by hospitals and local HDs. Oregon uses Access and Filemaker. There is also SurveyMonkey
· Q: How do you fulfill twin ESF-8 responsibilities both monitoring status of the healthcare system and public health component and how does Epi fit in?
A:  This work is being considered for reproductive health. In TN, used GIS to map vulnerable pop and healthcare facilities and what resources were needed for people. FL ESSENCE monitored spikes in ED visits for specific conditions. Monitoring ED visits, drop in visits may alert you to when resources are back online (i.e., dialysis centers, etc)
· Q: What are some suggestions for how other states may approach preparedness colleagues or what are you lacking from preparedness colleagues to get involved in planning? 
A: Get to know the HPP and PHEP capabilities so that you can articulate what functions, tasks, and metrics Epis can meet for grant purposes, this helps them understand value in Epi. Integration into planning phase is more important as opposed to during the event. Most states can anticipate which disasters are bound to happen; prepare in advance what data you will use and how it will be maintained. This is an ideal opportunity to push this through PH accreditation process. Epis can also engage in the after action report phase – take the time to do evidence based evaluation, be involved in the report and hotwash.

The Data Highway During Public Health Emergencies: Needed Intersections and Interchanges
Hugh Mainzer, CDC
· CDC seeks PH situational awareness following an emergency
· Disaster “syndemics” = the set of intertwined and mutual enhancing environmental, health and social issues facing a population impacted by a disaster
· Data tips and driving metaphors
· “Know what vehicle to use” - surveillance systems must be existing or put in place quickly, some models will require more upkeep than others
· “Technology is great but know how to ask for directions” – decide how data and technology should be used prior to implementation
· “Use your turn signals” - when integrating with other areas of the disaster response be sure you have done prior communication and planning
· “Use rest areas” - Take breaks, process can be long and arduous
· “Consider carpooling” - Work with others outside of your subject areas and develop relationships early
Q&A 
· Q: What frustrates you the most in terms of not getting information?
A: Managing expectations, often CDC is accused of mission shopping. Need to prevent random acts of data gathering and do better job of coordination to de-duplicate efforts
· Q: In terms of minimum data elements, should we be gathering core items?
A: Would need a solutions group to create such a list since data items will depend on type of disaster 

Findings from the Baseline Data Workgroup Assessment 
Amy Wolkin, CDC
· Purpose of Assessment was to obtain info from states on disaster surveillance
· All 50 states responded
· 89% did mortality surveillance, 98% did morbidity, and 87% syndromic
· 59% uses comparison baseline data
· 26% were tracking behavioral and mental health; using CASPER, BRFSS, ad hoc surveys to providers, shelters, hospitals
· 89% reported surveillance information useful, but most respondents were state Epis who may be biased
· High percentage never conducted exercises
· Lessons Learned: Need to formalize informal plans and exercise it, keep plans short and simple, establish clear goals, more personnel is needed and there is lack of resources, establishing partnerships is important, leadership expects data even when it is difficult to interpret
· Data will be posted on CSTE website in summary report and potentially publications

Application of Emergency Responder Health Monitoring and Surveillance (ERHMS) in Disaster Settings
Renee Funk, CDC/NIOSH
· Data gathered from pre, during , and post deployment is used in long term tracking of first responders. 
· EHRMS document approved Jan. 2012 as a an NRT Technical Assistance Document at EHRMS.nrt.org, written for safety officers and epidemiologists will be posted along with a companion 8 pg document for those who need to know about EHRMS but not implementing it (incident commanders, policy-makers, decision makers, etc)
· Other communication products for EHRMS document: companion NIOSH website, 2-pg fact sheet on each chapter, social media campaign
· First classroom training of EHRMS was conducted at CSTE regional training in Los Angeles, CA in April 2012 – 8 hour course, training can be requested 
· Bio-Response Operations and Training (BOTE) implemented EHRMS during exercise using one survey on arrival and one exit survey using handheld devices; identified a number of people not vaccinated for anthrax and PPE breaches
· Future plans for EHRMS include: developing electronic database template that can be used with EHRMS questions, field tools, training materials (classroom and online modules), field testing. 
· First responder safety included for the first time in PHEP capabilities (Capability 14: Responder Safety and Health)
· EHRMS could be used to extend relationship between health safety officers and epidemiologists

Epidemiology and Radiation Response 
Art Chang, CDC
· Fukushima incident: in response to traveler contamination concerns, revised Custom & Border Patrol screening; previously only 2 classifications (medical or terrorist) after detecting radiation at port of entry, now added a 3rd (from Japan). >2x background indicated intervention, changing clothes addressed 90% of contamination
· Involved all 3 levels of government
· Radiation resources (both personnel and equipment) is limited
· Portal monitor most efficient screening approach for large # of people 
· Cardiogen recall: FDA recalled Cardiogen-82 from US market when 2 passengers were detected with radioactive strontium. Contamination came from nuclear stress tests that use Rubidium-82 (short half-life) but byproducts from generator created Strontium-85 and 82 (longer half-lives). FDA requested CDC Epi-Aid and screening process was developed using radioisotope identifier, whole-body counting, and urine biopsy. Only a 23 people were ultimately sent for whole body counting, all contamination was still under NRC regulatory limits. Found that participant with highest dose had highest result for all 3 screening methods, provides support for using only urine biopsy (most cost-effective). 
· FDA re-introduced Cardiogen back into market and manufacturer implemented QA/QC of proper use of generator 
· Lack of legal authority for radiation incidence, no statute for quarantining person due to radiation 
· Identified new partners for radiation: CBP, radiation control personnel, poison centers, civil support team of National Guard, Oakridge national laboratory
· Radiation exercises improved public health ability to screen demonstrated by community reception center radiation exercise in FL, they later became first to mobilize for Cardiogen investigation
Q&A
· Q: What are Japanese epidemiologists and toxicologists doing now? 
· A: Japan is maintaining a registry evacuated persons and doing screenings, they were doing thyroid counts and following up with children, this was one of the purposes of doing questionnaires, to start a registry
· Q: What environmental sampling was done locally and did it affect any actions?
· A: When EOC was activated, detected higher levels in rain the week after , but biggest issue was KI that ran out and people taking them inappropriately; became medical concern since KI is used for medical procedures and supply was out for people who needed it for this
Epidemiological Role in Chlorine Release Incident in Arkansas
Bryan Christensen and Mary Anne Duncan, CDC
· Detailed NIOSH health hazard evaluation (HHE) and ACE investigation
· SMART Triage Tags used – sent 170 people to five area hospitals
· Encountered language barriers, large Marshallese population; only later, found that local health department had translators
· Made recommendations to plant from NIOSH: communicate with employees, conduct follow up and coordinate medical expenses; include bilingual employee representative on safety committee; implement employee training program; develop appropriate evacuation plans for plant specific hazards and drills
· Lessons learned were implemented and improved a subsequent factory incident 
· Detailed future plans for analysis at ATSDR
Q&A
· Q: How do you resolve differences in communication due to language barrier? 
· A: Use translators, a symptom may resolve before arrival at the hospital, and symptoms may not be mentioned until follow up survey if asked in native language

Workshop Wrap-up
Questions raised during the workshop:
· How do we integrate Disaster Epi into everyday Epi practice for disaster response?
· How do we integrate epi into the incident command structure?
· Learn vernacular of emergency preparedness and identify what kind of information is needed from epis and when should it be collected
· Demonstrate value of Epi; identify what can be used as baseline data, align Epi activities with PHEP capabilities 
· Next year’s meeting: Open to a larger audience (state and local epis, red cross, NVOAD, MRCs, DOD, FEMA volunteer liaisons)
· Topics: how can we communicate better and where does epi fit in; what we want from partnerships; what does preparedness do with the data; develop a focused use case, we need to be more concrete before trying to convince others; collect, develop, and find tools that are used in disasters; document how Epi was useful in disaster
Next Steps
· Define data elements that need to be collected and what information is essential in all phases of the disaster cycle, information collected should also be used to drive response.
· Send survey to disaster managers and identify what they want and see what tools we develop.
· We should attend emergency preparedness events: PH preparedness summit; PHEP directors group; other groups?
· Commonality between Epi and preparedness: vulnerable populations, use of GIS, focus on lessons learned and research; this can be an area of buy-in.
· Need to locate funding or cost share for disaster epidemiology to continue the regional disaster epidemiology training (i.e., PH training centers listed on ASPH website)
· Develop or begin to discuss a common operating picture

Overall meeting outcomes and discussion points
Integration of Epi functions
· OPHPR is not focused on defining the epidemiologist specifically for preparedness. Instead, Epi functions need to be integrated into current federal preparedness structure at this time. 
· Begin to define Epi capabilities during disasters.
· As a group, we have generated recommendations for training incident commanders on the value of epi, but also not just insistence that epi is important but also developing the tools and demonstrating the value of epi that is important.
· Epidemiology has a role in the planning and operation components of the incident command structure.
· How can epi assess healthcare sys functioning and whether it is doing what it is supposed to do during emergencies?
· Interdisciplinary epi engagement through: knowing HPP and PHEP capabilities and identify which functions, tasks, and metrics your subject area can meet; involvement in disaster after action; and provide input into hazard vulnerability assessments currently being updated in states
Resource allocations, tools, and trainings
· Resources aren’t available from CDC to pay for the additional epi functions for the generalist epi. OPHPR encourages just in time training, exercises for gaining experience and comfort, and training in ICS.
· Will look to CDC for results on how states have distributed their resources in PHEP grants.
· PH departments should demand that students be trained according to current applied ph needs, but also continuing education should be promoted and developed.
· We heard about examples of the development of new surveillance systems/processes during disasters as well as and adaptation of existing surveillance tools during disasters.
· The CDC DSWG is now a disaster epidemiology community of practice. A SharePoint site is being created.
Emerging areas
· Many have been made aware of the new CDC initiative in emergency mental health.
· CDC Department of Reproductive health has produced tools for disaster settings for use.
Partnerships
· Work with and encourage academic centers to provide resources for surge capacity during disasters including epi response teams.
· Prior planning improves outcomes during an emergency (including training of ph staff, building relationships and partnerships with those key to incident command, appointing officials, and institutions that gather needed data including hospitals and red cross).
· [bookmark: _GoBack]CDC is currently working with Red Cross on the sharing of red cross data with local and state ph for de-duplication of efforts.
· HHS and CDC have collaborated to begin a preliminary list of common data elements that comprise a common operating picture for disasters between state, local and federal systems. 




