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Agenda

Things we ARE NOT covering today:

• Clinical Protocols
• Surge planning
• Mobile Teams
• Post Acute Care Support
• Crisis Standards of Care Planning
• Staff Exposure/ I&Q Management
• Fit Testing
• Contact Tracing
• Virology development and testing
• Testing site management
• Vaccination site development and management
• WMCC development
• Staff Wellness and Support Programming
• Cost tracking and FEMA reimbursement process



Agenda

Things we ARE covering today:

• ICS in healthcare
• Integrating IMT into a healthcare system
• Resource Requesting
• Collaboration with Community Partners
• Donation Management
• Innovations Team
• Reporting
• Policy Management 
• Supply Chain Management
• Volunteer Management
• Lessons Learned
• Demobilization and Recovery Actions



COVID-19



Event Timeline



EOC Actions
UW Medicine Activated 
February 29, 2020

• Established planning cycle and staffed 3-deep in Command and General 
staff roles

• Started in a hospital based EOC  
o Within one week, expanded the EOC into existing large space owned by UW 

Academics
• Drafted Goals and Objectives and Situation Status Report templates 
• Created generic EOC emails to support continuity in shift changes
• Implemented cost tracking processes
• Provided ICS training to all shifts March 8, 2020
• Launched public facing website to publish/share all clinical protocols and 

policies, to help other healthcare organizations



The Incident Command System in 
Healthcare
Healthcare Leaders are:

• NOT emergency managers
• Organized similarly to General Staff
• Operations run 24/7
• Focused on Patient Care, Staff Safety 

and Resource Management



IMT Deployment 

Engaged assistance from an Incident Management Team early in 
response
• Invaluable in assisting with building a flexible structure that interfaced well 

with existing healthcare operations
• Provided expertise in organizing our response processes and documentation
• Filled roles in Emergency Operations Center to improve situational 

awareness



Value of an IMT
Expertise to adjust the structure to 
the needs of the incident

• Developed robust IAP template and trained 
UW Medicine team to planning section roles

• Brought continuity to Safety Officer’s roles, 
visibility and participation

• Improved situational awareness by 
becoming liaison officers for UW Medicine 
and integrating into the larger response 
structure

• Assisted with development of linking 
activation levels to operational periods and 
actions

• Drove the development of the 
demobilization and reactivation plan



Levels of Activation



Collaboration with Community 
Partners

Seattle OEM/ 
King County ECC

WSHA/DOH/PHSKC
Collaboration with 

Other Response 
Partners

Regional 
Healthcare 
Partners/
NWHRN



Collaboration with Community Partners

COORDINATION WITH 
PHSKC

SHELTER AT 
HARBORVIEW HALL

PARTICIPANT IN 
SEATTLE OEM DMC 

MEETINGS



Donations Management
Received over 1.6M items in first two months

• Donations flooded to the front 
doors of hospitals early & quickly

• Borrowed Donation Management 
Plan from Elenka Jarolimeck, City of 
Seattle OEM

• Stood up donation site within 2 
weeks of initial activation; also 
established a website to direct 
people how/where to donate

• UW Medicine Advancement led the 
effort and partnered with UW 
Facilities, Surplus and EH&S



Donations Management
Donation Guidelines Established December 2020

• Shifted to large-scale donations of 
specific PPE, such as medical grade 
gloves

• Created a kudos board to share 
words of encouragements and 
support for healthcare workers

• Items not within UW Medicine 
approved items were distributed to 
other organizations, including Long 
Term Care, Childcare Providers and 
other Healthcare Organizations

• Food/meals for healthcare workers 
had to be pre-arranged and 
screened by Advancement

• Gift cards were not accepted due 
to financial reporting requirements 
and tax rules

• Equity across units/departments 
was considered in distribution of 
gifts for our teams

• Technological gifts were evaluated 
and approved by IT Services and 
Infection Prevention



Resource Requesting

Made first resource request 
March 4, 2020 for PPE

• Calculated normal usage by 
anticipated burn rate with new 
infection prevention masking 
policies/increased demand

Staffing requests
• Clinical
• Non-clinical



Resource Requesting
Clinical Staffing Requests

• Must exhaust all normal staffing 
channels

• Gather situational awareness for all 
staffing needs

• New DOH process was 
implemented that facilitated access 
to additional staff through a GSA 
contract.

• GSA contract required that 
hospitals paid upfront and would 
then qualify for FEMA 
reimbursement at 100% if staff only 
worked with COVID patients 

• Complicated staffing practices to 
verify they were only working with 
COVID related patients



• Must exhaust all normal staffing 
channels

• Gather situational awareness 
for all staffing needs

• Request sent to King Co ECC
o List of registered volunteers 

assigned
o Shift availability was inconsistent

Resource Requesting
Non-Clinical Staffing Requests

Developed RedCap Survey Tool to gather 
Staffing Needs Information across UWM



Volunteer Management



Volunteer Management

11/14/218/9/213/25/21 7/20/21 11/1/219/21/21 6/24/22



• Stood up a volunteer program to help staff vaccine clinics at Harborview, 
UWMC- ML, and UWMC-NW.

• Contracted with The Spark Team to create a volunteer registration site that 
would allow us to register, track, verify, schedule, and communicate with 
volunteers from the community and from within UW Medicine.

• Created workflows and add on tools to ensure the platform met the needs of 
vaccination sites.

• Worked with HR to verify volunteers were licensed, background checked, and 
not floating across campus.

• Volunteer roles included: Vaccinators and Way Finders/Traffic Control

Volunteer Management



Volunteer Registration Website



Volunteer Registration Website

Volunteer 
Roles 
Needed by 
Facility

VMCNWHMCMontlakeAssignmentVol Area

xxEntry ScreenersGeneral Support

xUnit SupportGeneral Support

xOutpatient SupportGeneral Support

xSupply Chain Medical Store SupportGeneral Support

xxxMedical Assistants MA-CMedical

xCare Extender (non nursing healthcare professionals)Medical

xNurse Extender (for nurse anywhere - need self assessment before 
they come in)(orientation shift)(passcode)Medical

Need



Vaccination Volunteer Data



Healthcare Helpers provided volunteers for Harborview, UWMC-
ML, and UWMC-NW

Healthcare Helpers

Volunteer roles included:

 Entry Screeners

 Supply Chain Medical Store 
Support

 Patient Transporters

 Unit Support

 Care Extenders

 Outpatient Support

 Medical Assistants

 Nurse Extenders



Overall Volunteer Data



A Culture of Innovation



Implementing Virtual Operations
Cultural shifts allowed for efficient 
remote work environment

Created a Virtual EOC “on the fly”

• Formed centralized administration 
team that supported all EOC 
operations

• Initially consisted of administrative & 
executive assistants and program 
operations volunteers

• Added fixed-term duration 
employees, a new position hire, 
project managers

• Developed tools and 
workflows

• Re-assigned staff & rotating 
shifts (7-day coverage per 
week) maintaining 3 deep in 
Command and General Staff 
positions

• Onboarding and offboarding of 
EOC resources

• Records Retention 
• Prioritization of workstations 

(IT supply chain challenges)



Implementing Virtual Operations

Leveraged Teams and SharePoint as our virtual tool for coordination among 
teams

• Formed centralized administration 
team that supported all EOC 
operations

• Initially consisted of 
administrative/executive 
assistants and program operations 
team members who were 
reassigned to the response

• Added fixed-term duration 
employees, a new position hire, 
and project managers



•Established ICS structure for 
departmental operations

•Created COVID Dashboards

• Implemented Supply Chain mitigation 
tactics

Supply Chain Management



Officially stood up March 30, 2020 to March 17, 2021
• Created reusable and disposable masks; face shields; PAPR hoods; hand 

sanitizer; aerosol boxes; gowns; and ventilator parts
• Sought FDA approval for each and published for anyone to use
• Researched conservation strategies (decontamination of 

equipment/infection prevention measures)
Collaborative effort among different UW Schools

• UW Medicine Research, UW Medicine Simulation/WISH, Mechanical 
Engineering, Computer Science and Engineering, UW Medicine Cardiology, 
School of Drama, UW Medicine Emergency Medicine, UW Medicine 
Radiology

Innovations Team 

Research Design Test Re-Design/Re-
Test FDA Approval Small Scale Large Scale



• Met weekly
• Evaluated Supply Chain inventory for needed items

Innovations Team 

Snapshot from early April 2020



Identified needs were assigned to 
subgroups to research, design and test for 
feasibility

Subgroups:
• Face Shield
• Masks
• Gowns
• Ventilators and Ventilator Parts
• Respiratory Care Surgery Box
• FDA/Safety
• Conservation Strategies

Face Shield Assembly and Production -
DFab (uw.edu)
Gown Assembly and Production - DFab
(uw.edu)

Innovations Team 



Reporting



• During COVID-19, hospitals were required to collect and submit 
data daily to the State and Federal Governments through WA 
Health and TeleTracker.

• The Reporting Team rotated completing the task each week 
(Mon-Sun) led by the Situation Status Leader

Reporting



Reporting
Development of Reporting 
Infrastructure 

• Started with excel spreadsheets for 
data input and daily coordination 
with operational leaders for data 
points

• Leveraged IT analytics to create 
dashboards within Epic, HBI and 
other data infrastructure to collect 
information for reports

• Evolved into electronic submissions
• WA State data was used for 

situational awareness at the State 
level

• Reporting continues to be a daily 
mandatory requirement 



Policy Development



• Clinical Leadership met daily for the first 6 months
o Adjusted based on activation levels and need

o Deliberated on high level strategic decisions for the organization overall

• Approved new proposed policies
o Close to 100 policies implemented for response: testing policies, visitor 

policies, masking policies, staffing policies, etc.

• Developed policy change process
• Supporting this work required centralized admin support and robust 

documentation management
• Standardized process for documentation management
• Supported internal and external websites for posting/sharing 

information as it changed

Policy Group/Clinical Leadership



Policy Change Request 

1. All requests will be reviewed at next Visitor Policy Taskforce meeting unless 
there is high urgency

2. If approved, impacting CRs move forward; Non-impacting CRs will be 
approved by Policy Lead, implemented, and closed. 

New Change Requested

Taskforce/Owner 
Review and Approval

Med Tech/Policy Lead
Review and Incorporation of 

Change into policy

Operations & Communications
Review for feasibility and 

preparation of comms package

Incident Commander & Clinical 
Leadership review and approval

Post Policy / Implement



Policy Fast-Track

• Fast-Track change requests must be entered into the change log designated as 
Fast-Track

• Fast-Track approval will be accomplished via email or taskforce meeting, but 
outside of normal meet cadences, as needed

• Fast-Track projects have downstream impacts and may result in the delay or 
rescheduling of previously approved change requests

• A Fast-Track change request approval 
process will exist for expedited intake, 
scheduling and execution of change 

• Use of the Fast-Track process should be 
a rare exception and must meet certain 
criteria



• Ensure the wellness and safety 
of all healthcare personnel, 
patients, and visitors.

• Formed the Visitor Policy 
Taskforce.

• Created the Visitor Policy 
Change Request process and 
tools; identified roles within the 
change request process.

• Met on a regular cadence 
according to level of activation.

Visitor Policy

Visitors Permitted

Protect Workforce & Patients
Alignment-Other Healthcare Systems

Partner with Impacted Programs
Regulatory Requirements

Requested Change
Reduce Spread of Disease

Case Investigation
Contact Tracing

Create Efficiencies

Visitors Not 
Permitted

VISITOR POLICY

LONG-TERM VISITOR 
POLICY RECOMMENDATION



UW Medicine COVID-19 Visitor Policy 
Taskforce
Key Activities
• Monitor and plan for changes in regulatory requirements impacting the visitor policy

• Review other healthcare system visitor policies for gaps; provide regular updates and
guide policy decisions based on positioning in the current landscape

• Capture, evaluate, and implement improvement actions ongoing

• Capture and plan for impacts from/to any other policies that affect or are affected by
the Visitor Policy

• Change Request Log: Approve/deny change requests
 Non-Impacting Change Request: Rapid implementation of minor language

changes without committee review and approval (no impact to ongoing
operations that would require communications and training)

 Impacting Change Request: Review and approval prior to initiation of efforts
to make a change

• Review and guide long-term visitor policy recommendation, as needed



What are the indicators & triggers?



Long-Term Planning



Lessons Learned



Lessons Learned
First Debrief and Lessons Learned

Held several team huddles to gather 
feedback throughout April/May 2020

Opportunities for improvement assisted with:
• Internal communications and improved 

staff handoffs between EOC shifts
• Policy implementation and standardization 

in IC guidance and priorities
• Development of policy approval process
• Creation of data team to streamline 

collection of required reporting data
• Improved coordination among entity IC’s 

and system level IC’s
• Include Supply Chain in policy decisions 

that require additional resources (i.e. PPE 
policy changes)



GOAL: Gather feedback from all staff about how UW Medicine 
has done in their response to COVID-19.
Launched lessons learned surveys in June 2021 and March 2022 

• Multi-faceted approach to gathering lessons learned data; In-person 
(virtual) small-group debriefs by 204 work assignment & REDCap Survey.

• Ran the survey twice during the COVID-19 response

• The first survey received 3,691 responses (37% response rate)

• Categories were outlined by Joint Commission for Emergency 
Management

• Survey was included in both Likert and Free Form Questions

Lessons Learned



Lessons Learned Data Notebooks



48

Success by Entity

“There were so many emails coming so frequently and including procedural 
changes on a near daily basis in the beginning of the response, it was hard to 
keep up and sometimes overwhelming. After settling into the update format 
they began using with the stats, it became more helpful and less 
overwhelming. The Fit for Work criteria were very clear and helpful.”



49

Lessons Learned – Likert Responses

“The timeliness and 
transparency of the 
COVID-19 
communications from 
leadership have been 
invaluable and 
commendable.  As a 
non-clinician, I was 
desperate for info, and 
the daily updates, town 
halls, and other forums 
served our organization 
well to keep everyone 
informed.”  



77% of respondents agree the communication response was successful

Communication

Challenges:
• Too many emails, improved distribution lists needed
• Communication around policy changes

Successes:
• Town Halls well received
• Visibility of top leadership

“John Lynch was a Rockstar!  I appreciated his consistent messaging about PPE, and that no one 
would go into a COVID room without PPE. The way he calmly asserted this every time I heard him 
speak made me feel better and reassured those around me. ”

“I think the administration has done a fantastic job at the communications. The daily updates, the 
CONSISTENT webinars, the over communication has all worked. You must be exhausted, but you hold 
it together and present a supportive, calm, unified front. Well done.”

“It's as though the supporting services who don't provide direct patient care have been forgotten.”



GO TO INSERT > HEADER & FOOTER

Improvement Items

• Support and strengthen 
capacity for future 
preparedness and response

• Reduce the impact of the 
ongoing incident

• Resolve issues before the 
next wave of an ongoing 
incident or of a future 
incident

• Improve overall safety 

• Providing insights into 
organizational risk



Demobilization, Maintenance 
& Reactivation (DMR)

‘The Pandemic Playbook’



Demobilization and Reactivation

April 2020: launched Recovery and Reactivation 

Goal: Outline path to efficiently and flexibly track, demobilize, remobilize and support COVID-19 
and non-COVID-19 operations with the virus circulating for the foreseeable future
Three Phases:

EXPAND URGENT SURGERIES 
AND PROCEDURES 
CONSISTENT WITH 

GOVERNOR’S ORDER FOR 
THOSE CASES WHERE 

DELAYING FOR MORE THAN 3 
MONTHS WOULD CAUSE 

PATIENT HARM

BEGIN SCHEDULING CLINIC 
VISITS AFTER MAY 4TH WHEN 
THE GOVERNOR’S STAY-AT-

HOME ORDER ENDS

RESUMPTION OF ELECTIVE 
AND NON-URGENT SURGERIES 

AND PROCEDURES AFTER 
GOVERNOR’S ORDER ENDS ON 

MAY 18TH



Demobilization and Reactivation

January 2022: began development of full demobilization and reactivation plan

Goal: Outline steps for demobilization and create a playbook to fully reactivate for 
any future pandemic event



The Pandemic Playbook

The purpose of this document is to outline the processes by which UW 
Medicine will scale back or increase  COVID-19 Hospital Incident Command 
System operations.  



Right-size Resources
UW MEDICINE LEVELS OF ACTIVATION:  Triggers and Indicators to Move Through Phases 

EOC Level of 
Activation 

State Phases 
Roadmap to 
Recovery 
Metrics: | 
Washington 
State 
Coronavirus 
esponse (COVID-
19) 

King County 
COVID-19 
Rate 
(#/100/14 
Days) 

COVID 
Admissions Census Staffing PPE 

Availability Phase Definition 

High 

Phase 1 >175 COVID 
Patients 
>12% 

95% full to set up 
beds by total 
and/or by type of 
bed across the 
system for >10 
days and 
approaching 90% 
full in surge areas 
for 4+ days 

Crisis staffing 
ratios 

Supply 
shortages 
occurring 
Contingency 
or crisis for 
use of PPE 

Altered and Crisis Capacity - Adaptive spaces, staff, and 
supplies are not consistent with usual standards of care but 
provide sufficiency of care in the setting of a catastrophic 
disaster (i.e., provide the best possible care to patients given 
the circumstances and resources available).  Crisis capacity 
activation constitutes a significant and adjustment to 
standards of care.  Agency is level loading and leveraging 
surge plans.  Need for additional ICS support.  

Mid-High 

Phase 2 150 to 174 COVID 
Patients 
>10% 

95% full to set 
up beds by total 
and/or by type 
of bed across 
the system for 
10+ days  

Contingency 
staffing ratios 

Contingency 
use on PPE 
due to policy 
or supply 
shortages, or 
both 

Contingency Capacity - The spaces, staff and supplies 
used are not consistent with daily practices but provide care 
to a standard that is functionally equivalent to usual patient 
care practices. These spaces or practices may be used 
temporarily during a major mass casualty incident or on a 
more sustained basis during a disaster (when the demands of 
the incident exceed community resources).  Agency is level 
loading and leveraging surge plans due to COVID-19.  Need 
for additional ICS support. 

Mid 

Phase 2 100 - 149 COVID 
Patients  
<10% 

95% full to set 
up beds by total 
and/or by type 
of bed across 
the system for 
8+ days  

Contingency 
staffing ratios 

Some 
changes in 
use to 
contingency 
Supply 
shortages 
anticipated 

Contingency Capacity - The spaces, staff and supplies 
used are not consistent with daily practices but provide care 
to a standard that is functionally equivalent to usual patient 
care practices. These spaces or practices may be used 
temporarily during a major mass casualty incident or on a 
more sustained basis during a disaster (when the demands of 
the incident exceed community resources).  Agency is level 
loading and leveraging surge plans due to COVID-19.  Need 
for additional ICS support. 

Low-Mid 

Phase 2 50 to 99 COVID 
Patients 
<7.5% 

95% full to set 
up beds by total 
and/or by type 
of bed across 
the system for 
6+ days  

Conventional 
staffing ratios 

Some 
changes in 
use to 
contingency 
Supply 
shortages 
anticipated 

Conventional/Contingency – This is a transitional period 
wherein the agency is moving from Conventional to 
Contingency.  Some areas may still be reporting contingency, 
but operations are moving towards Conventional.  Agency is 
not in surge or level loading due to COVID-19; Agency has 
multiple operational groups requiring support and 
command/control.   

Low 

Phase 3 0 to 49 COVID 
Patients 
<5% 

95% full to set 
up beds by total 
and/or by type 
of bed across 
the system for 
6+ days  

Conventional 
staffing ratios 

No 
anticipated 
shortages 
No change in 
policy 
regarding 
PPE usage 

Conventional Capacity - the spaces, staff and supplies 
used are consistent with daily practices within the 
institution. These spaces and practices are used during a 
major mass casualty incident that triggers activation of the 
facility emergency operations plan.  Agency may have a need 
for ICS support in identified areas. 

Monitoring 

Open 0 to 49 COVID 
Patients 
<5% 

95% full to set 
up beds by total 
and/or by type 
of bed across 
the system for 
less than 6 days  

Conventional 
staffing ratios 

No 
anticipated 
shortages 
No change in 
policy 
regarding 
PPE usage 

Conventional Capacity - the spaces, staff and supplies 
used are consistent with daily practices within the 
institution. These spaces and practices are used during a 
major mass casualty incident that triggers activation of the 
facility emergency operations plan.  Agency may have a need 
for ICS support in identified areas. 

 



EOC Meeting Cadence by Phase
Right-size EOC Meeting Cadence

Movement between levels of activation results in 
the addition or removal of EOC meetings or changes 
the frequency with which they are held.



Identification of Indicators, Triggers & Tactics
Identify and examine potential indicators and triggers 
that represent and inform the actions taken at specific 
thresholds that guide incident recognition, response, 
and recovery.



Detailed Plan



Example – Detailed Plan



1. Identify key response strategies and actions that the agency would use to 
respond to the demobilization and reactivation of efforts in an incident. 

2. Identify and examine potential indicators that inform the decision to 
initiate these actions. (Indicators may be comprised of a wide range of data 
sources.)

3. Determine trigger points for taking these actions. Triggers may be derived 
from certain indicators. If identified triggers are inappropriate because the 
indicators require additional assessment and analysis, it will be important 
to determine the process for arriving at final triggers (i.e., who is 
notified/briefed, who provides the assessment and analysis, and who 
makes the decision to implement the tactic).

4. Determine tactics that could be implemented at these trigger points. 
Triggers may appropriately lead to tactics and a predefined response .

Summary – How to Organize DMR Planning



COVID-19 disaster ended May 11, 2023; Over 1100 days of activation

Closing Remarks

Success was possible because of:

• Collaboration and community
• Dedication from our teams
• Strong internal coordination and communication
• Leadership engagement and support
• Innovation
• Teamwork, teamwork, teamwork!



QUESTIONS?


