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ADMINISTRATIVE HANDLING INSTRUCTIONS 
1. The title of this document is Erie County Hepatitis A POD After-Action Report and 

Improvement Plan. 
 
2. The information gathered in this AAR/IP is classified as For Official Use Only (FOUO) and 

should be handled as sensitive information not to be disclosed.  This document should be 
safeguarded, handled, transmitted, and stored in accordance with appropriate security 
directives.  Reproduction of this document, in whole or in part, without prior approval from 
Erie County is prohibited. 

 
3. At a minimum, the attached materials will be disseminated only on a need-to-know basis and 

when unattended, will be stored in a locked container or area offering sufficient protection 
against theft, compromise, inadvertent access, and unauthorized disclosure. 

 
4. Point of Contact:  
 

Name: Tracy Fricano Chalmers 
Title: Regional Coordinator, Office of Public Health Emergency Preparedness 
Agency: Erie County Department of Health 
Address: BB Building, Room 172   
               462 Grider Street 
               Buffalo, NY 14215 
Telephone (Office): 716-961-6865 
Telephone (Cell): 716-946-8635 
E-mail: tracy.chalmers@erie.gov 
 



For Official Use Only 
Homeland Security Exercise and Evaluation Program (HSEEP) 

After Action Report/Improvement Plan (AAR/IP) Erie County Hepatitis A POD 
  

 
After Action Report/Improvement Plan (AAR/IP)  Erie County Hepatitis A POD 

For Official Use Only 
2 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page is intentionally blank. 





For Official Use Only 
Homeland Security Exercise and Evaluation Program (HSEEP) 

After Action Report/Improvement Plan (AAR/IP) Erie County Hepatitis A POD 
  

 
After Action Report/Improvement Plan (AAR/IP)  Erie County Hepatitis A POD 

For Official Use Only 
4 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page is intentionally blank. 
 



For Official Use Only 
Homeland Security Exercise and Evaluation Program (HSEEP) 

After Action Report/Improvement Plan (AAR/IP) Erie County Hepatitis A POD 
  

 
After Action Report/Improvement Plan (AAR/IP)  Erie County Hepatitis A POD 

For Official Use Only 
5 

EXECUTIVE SUMMARY 
 
Background Scenario  
 

On Friday, February 8, 2008, Erie County Department of Health (ECDOH) was notified of a 
confirmed case of Hepatitis A in a produce worker at a local grocery store (Wegmans) in a 
suburb of Buffalo, New York.  The employee worked while potentially infectious during 
January and February. Reported good hand hygiene and food safety practices made the risk 
of exposure small but not zero. However, ECDOH, in collaboration with New York State 
Department of Health (NYSDOH), New York State Department of Agriculture and Markets 
(NYSA&M), and Centers for Disease Control and Prevention (CDC) decided to provide 
preventative treatment (immune globulin or Hepatitis A vaccine) to all potentially exposed.   

 
Recommendations for preventative treatment included individuals who met all of the 
following criteria: 

1. Purchased raw, unwrapped produce from Wegmans on Sheridan Drive in 
Williamsville between 01/07/2008 – 02/08/2008 AND 

 
Ate this same produce between 01/25/2008 and 02/08/2008 AND 
 
Had not have been previously vaccinated for Hep A or been diagnosed with Hep A 

 
OR 
 

2. Had consumed raw, unwrapped produce between 01/25/2008 and 02/08/2008 that 
was (or may have been) purchased from Wegmans on Sheridan Drive in 
Williamsville between 01/07/2208 and 02/08/2008 AND 

 
Had not been previously vaccinated for Hep A or been diagnosed with Hep A 
 
 

Some individuals may have purchased produce from this location after 01/07/2008 but ate it 
between 01/07/2008 and 01/24/2008.  These individuals may have been exposed but passed 
the window in which prophylaxis would have been effective.  They were instructed to watch 
for symptoms of Hepatitis A and follow-up with their health care provider.   

 
ECDOH and Wegmans issued a joint press release announcing a Point of Dispensing (POD) 
on Saturday, February 9th and Sunday, February 10th.  Erie County, NYSDOH and Wegmans 
activated call centers and posted information on their websites to supplement coverage on 
local media news networks.  
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With its Shopper’s Club Card system, Wegmans identified 84,000 produce transactions 
during the period of infectiousness, and notified 13,000 potentially exposed individuals by 
automated telephone system.  
 
ECDOH realized that staffing resources would be difficult to obtain over the weekend; Erie 
County’s Medical Reserve Corps (Specialized Medical Assistance Response Team – 
SMART) was activated; assistance was requested from member counties of the Western New 
York Public Health Alliance, Inc. (WNYPHA) and the Western Regional Offices of the 
NYSDOH. 

 
POD daily staffing included approximately 250 people from several agencies including Erie 
County (Departments of Health, Emergency Services, Public Works, Personnel, and Sheriff), 
NYSDOH, Town of Amherst, SMART, and representatives from WNYPHA counties, all 
working within the Incident Command System (ICS). 
 

Ongoing POD Operations: 
 
The need for extension of POD for an additional day became evident on Sunday, February 10th.  
The waiting client volume was large.  Buses on location ensured that individuals would not need 
to endure outside sub-zero temperatures.  The supply of IG ran out, resulting in a significant 
change to the education and medical evaluation processes and the need to have individuals return 
the following day.   
 
Triaged calls indicated that a portion of the exposed population was physically unable to attend 
the POD location.  A home visit component for individuals meeting eligibility criteria for 
preventive treatment was added to incident objectives. 
 
Epidemiological investigations also indicated that additional exposures were possible through 
other gatherings.  Wegmans indicated that redistribution of food to soup kitchens and food 
pantries had occurred so incident objectives were modified to include transportation of these 
populations to the POD location.  Additional efforts were made to contact approximately 600 
attendees of a college swim meet at which uncooked produce may have eaten. 
 
Local and state officials were unable to estimate client volume for Monday, February 11, and 
speculated a significant decrease.  This proved incorrect as February 11 yielded the highest 
volume of individuals.  The client volume was sufficient to result in the expansion of the POD 
operation through Wednesday, February 13th.     
 
Summary, Lessons Learned and Recommendations: 
 

 A total of 10,153 individuals received preventative treatment: IG = 4,716, HAV = 5,437 at 
the POD. 
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 A small number of individuals received preventative treatment at ECDOH primary care 
clinics on Thursday, February 14th and Friday, February 15th (IG = 19, HAV = 7).  

  
 Home visits from Monday, February 11th – Friday, February 15th resulted in administration 
of IG to 11 individuals and HAV to 8 individuals. 

 
The Hepatitis A POD was one of the largest public health interventions in western New York 
history and helped to successfully prevent secondary cases of Hepatitis A infection.   
 
This event enabled the ECDOH to test planning feasibility, implement skills learned, identify 
training gaps, and demonstrate capacity to newly elected county officials. Most importantly, the 
Hepatitis A event enabled the ECDOH to enhance existing regional public health partnerships. 
 
This event illustrated several improvement areas for filling gaps in existing public health plans 
through additional training and exercises, such as integrating public health activities into the 
Incident Command System.  Although most of the ECDOH staff are trained in basic levels of 
ICS and NIMS, individuals experienced difficulty implementing practical skills in the POD.  
Therefore, introductory courses such as ICS 100 and NIMS 700 may be insufficient to 
appropriately train and prepare staff for a public health emergency.  Following this event, 
ECDOH will recommend annual ICS refresher training for all staff, and more advanced level 
training (e.g. ICS 300) for additional staff. 
 
Communication was effective between Command and General Staff, but a breakdown occurred 
in communicating information down the chain of command.  Incident Action Plans, 
organizational charts, and briefing summaries were produced, but were rarely shared with staff at 
lower levels of the organizational structure.  Command was focused on operational activities 
with insufficient attention given to planning and logistical functions.  
 
As initially established, sections focused too narrowly on clinical POD operations, and other 
functions such as patient flow, staff accountability and re-supply experienced inefficient 
management.  As the ECDOH recognized the need to expand the Command structure, persons 
who emerged as best qualified to fill these positions were representatives of other county 
departments or other agencies.   
 
Despite training such as ICS, NIMS, working in a POD, and Public Health Core Competencies, 
some public health staff struggled to operate in functional roles different from their everyday job 
titles.  As a result, ECDOH will revise training plans for department staff and focus on 
implementing knowledge and skills learned through exercises and drills.  In addition, ECDOH 
will recommend and offer an instructor-led version of “Working in a POD” for all non-health 
department staff that may be required to work in a POD in the future. 
 
Another critical issue was related to staffing, particularly with nurses qualified to vaccinate. 
Notifying and scheduling Erie County staff on a weekend was difficult.  Although leadership 
individuals were notified and activated Saturday, February 9th, nursing and support staff contacts 
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could not be completed until Sunday, February 10th.  Weekend scheduling necessitated 
telephoning staff at home, resulting in callers leaving messages and answering return calls.   
 
Contractual issues and the lack of an emergency declaration required voluntary staff participation 
and eligibility for overtime compensation.  With the POD extension through Friday, February 
13th, the ECDOH was forced to close all public health clinics and re-assign staff to the POD.  
ECDOH nursing staff availability was maximized, but was insufficient for actual volume at the 
POD.  The Hepatitis A event was localized to a single county, and in this case, nursing staff from 
the NYSDOH, surrounding counties, and SMART were available to assist.   In an event affecting 
a larger geographic area such as Pandemic Flu, staff from other jurisdictions and agencies will 
not be available to assist.   
 
As a Cities Readiness Initiative (CRI) recipient, Erie County must develop a plan to prophylax 
950,000 residents in less than five days.  Based on the calculations of this event, there is a 
significant need to explore alternative methods of mass prophylaxis and vaccination such as 
drive-thru and push-POD models.  Also, this event’s staffing issues underscore the need to 
identify potential waivers that specifically address alternate standards of care and the ability to 
utilize other providers (e.g. pharmacists and EMT’s) to vaccinate.   
 
To capture potential best practices and lessons learned, ECDOH distributed a survey to POD 
staff, conducted multiple after-action meetings, and is developing a follow-up survey for POD 
individuals. ECDOH will utilize these findings to develop training, revise plans and implement a 
follow-up POD planned for September 2008.  The main objectives of this POD will be to 
implement the plan of correction, test a potentially more effective and efficient delivery model, 
and promote sound public health practices by offering the second dose of Hepatitis A vaccine to 
those who received the first dose in February, 2008. 
 
The Erie County Hepatitis A POD Response was implemented to limit the potential spread of 
Hepatitis A illness that may have occurred following exposure to potentially contaminated 
produce in a local grocery store. 

The following objectives were performed in this response: 

• Objective 1: Prevent secondary cases of Hepatitis A through epidemiological 
investigations and administration of post-exposure prophylaxis. 

• Objective 2: Conduct Point of Dispensing (POD) operation with 100% safety for 
staff, volunteers, and individuals. 

• Objective 3: Successfully utilize Incident Command System to operate POD. 
 
The purpose of this report is to analyze response results, identify strengths to be maintained and 
built upon, identify potential areas for further improvement, and support development of 
corrective actions. 
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Major Strengths 
The major strengths identified during this response are as follows: 

• Epidemiological investigation and post-exposure prophylaxis were successful at 
preventing known secondary cases of Hepatitis A. 

• The Hepatitis A POD provided an opportunity to build and enhance partnerships with 
other agencies. 

• The Hepatitis A POD response provided an opportunity to test the ECDOH’s mass 
prophylaxis plan on a large scale. 

• The operation provided staff and volunteers with an opportunity to implement ICS. 

Primary Areas for Improvement 
Throughout the event, several opportunities for improvement in Erie County’s ability to respond 
to the incident were identified.  The primary areas for improvement, including recommendations, 
are as follows: 
 

• Although employees have completed basic ICS/NIMS requirements, the utilization of 
the ICS system was not optimally effective. 

• The Hepatitis A response identified a gap in the integration of SMART volunteers 
with paid ECDOH staff. 

• The Hep A POD response identified weaknesses in the mass prophylaxis/vaccination 
plans that must be addressed to successfully prophylax the county’s population within 
the desired 48-hour time-period. 

 
Overall, this response was successful and provided all participants with clear direction for next 
steps in training, exercising, and plan development/revision.  Subsequent trainings should focus 
on reinforcing the core competencies of public health and the basic principles of the Incident 
Command System.  Future exercises should build on this training, test the use of the Incident 
Command System, and improve the integration of volunteers with paid staff.  Additionally, 
consideration should be given to developing and testing alternative methods of mass 
vaccination/prophylaxis.   
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SECTION 1: EVENT OVERVIEW 
Event Details 

Event Name 
Erie County Hepatitis A POD 

Type of Event 
Full-scale response event 

Event Start Date 
Saturday, February 9, 2008. 

Event End Date 
Friday, February 15, 2008. 

Duration 
Five (5) days 

Location 
Erie Community College, North Campus 

6205 Main Street 

Williamsville, NY 14221 

Lead Agencies 
Erie County (Departments of Health, Emergency Services, Public Works, Office of 
Sheriff, Erie Community College) 

New York State (Department of Health) 

Town of Amherst (Emergency Services) 

Program 
In-kind funding was provided to this response effort through the following Homeland 
Security Grants: Public Health Preparedness and Response to Bioterrorism, Urban Area 
Security Initiative. 

Mission 
The mission of this response was to vaccinate or prophylax individuals who may have 
been exposed to a confirmed case of Hepatitis A and prevent further spread in the 
community. 
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SECTION 2: EVENT SUMMARY 
On Friday, February 8, 2008, the Erie County Department of Health (ECDOH) was notified of a 
confirmed case of Hepatitis A in a produce handler employed at the local grocery store 
(Wegmans) in a suburb of Buffalo, New York  The produce handler worked while potentially 
infectious during January and February. Because it was likely the employee followed good hand 
hygiene and food safety practices, the risk of exposure was small, but not zero. However, the 
ECDOH, in collaboration with the New York State Department of Health (NYSDOH), New 
York State Department of Agriculture and Markets (NYSA&M), and the Centers for Disease 
Control and Prevention (CDC) decided to provide preventative treatment (immune globulin or 
Hepatitis A vaccine) to anyone who was exposed.  
 

Recommendations for preventative treatment included individuals who met all of the 
following criteria: 

1. Purchased raw, unwrapped produce from Wegmans on Sheridan Drive in 
Williamsville between 01/07/2008 – 02/08/2008 AND 

 
Ate this same produce between 01/25/2008 and 02/08/2008 AND 
 
Had not have been previously vaccinated for Hep A or been diagnosed with Hep A 

 
OR 
 

2. Had consumed raw, unwrapped produce between 01/25/2008 and 02/08/2008 that 
was (or may have been) purchased from Wegmans on Sheridan Drive in 
Williamsville between 01/07/2208 and 02/08/2008 AND 

 
Had not been previously vaccinated for Hep A or been diagnosed with Hep A 

 
Some individuals may have purchased produce from this location after 01/07/2008 but ate it 
between 01/07/2008 and 01/24/2008.  These individuals may have been exposed but passed the 
window in which prophylaxis would have been effective.  They were instructed to watch for 
symptoms of Hepatitis A and follow-up with their health care provider.   
 
On the evening of Friday, February 8, a joint press conference was conducted by Erie County 
and Wegmans officials announcing that a Point of Dispensing (POD) would be opened on 
Saturday, February 9th (4:00 PM – Midnight) and Sunday, February 10th (Noon – 8:00 PM).  In 
addition to media coverage (including live coverage) on local news networks, local and state call 
centers were activated, and information was posted on Erie County, New York State, and 
Wegmans websites.  Wegmans utilized their Shopper’s Club Card system to identify 84,000 
produce transactions that occurred during the two-week period the employee was infectious.  
This information resulted in a telephone notification to 13,000 individuals in the area who had 
purchased produce and may have been exposed to Hepatitis A.  Because this information did not 
indicate whether consumers has consumed this produce without cooking, or, how many people in 
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the household had eaten it, ECDOH had no idea of how many people could have been exposed.  
Further, there was no way to predict the reaction of those who were exposed so the ECDOH was 
unable to predict the number of individuals who would present at the POD.   
 
On Saturday, February 9, Hepatitis A vaccine, immune globulin (IG), needles, and other 
NYSDOH supplies arrived; staff notifications were completed; ECDOH and NYSDOH Health 
Alerts were distributed; and plans were finalized for later that afternoon.  ECDOH realized 
Friday evening that staffing resources would be difficult to obtain over the weekend, therefore 
Erie County’s Medical Reserve Corps (Specialized Medical Assistance Response Team – 
SMART) was activated and assistance was requested from the surrounding counties of Allegany, 
Cattaraugus, Chautauqua, Genesee, Niagara, Orleans, and Wyoming, which along with Erie 
County are the member counties of the Western New York Public Health Alliance, Inc. 
(WNYPHA). 
 
The POD location utilized was the Erie Community College (ECC), North Campus.  This 
location is a county facility, a predetermined POD site, located in close proximity to the 
Wegmans store, and available for use on the weekend.  The POD was set up with typical stations 
including: entrance, education, form completion, form review/medical screening, medical 
evaluation, Hep A vaccination / IG, post-vaccination / IG, and exit.  Separate areas were also 
designated for vaccine and medical supply staging and first aid.  Bottlenecks occurred for 
various reasons including cross-traffic throughout the POD operations and changes to clinic flow 
and staffing patterns were made as necessary to optimize clinic flow. 
 
Staffing for the POD included approximately 250 people each day from several agencies 
including Erie County (Departments of Health, Emergency Services, Public Works, Personnel, 
and Office of the Sheriff), NYSDOH, Town of Amherst, SMART, and representatives from 
WNYPHA counties. 
 
The Incident Command System (ICS) was utilized with the Erie County DOH and Emergency 
Services serving as Unified Command.  Command and General Staff positions were assigned 
and participating agencies provided on-site liaisons.  The command structure was expanded as 
needed to effectively support the incident.  Because the scope of this operation was narrow, the 
Command Center was co-located with the Emergency Operations Center at the POD site. 
 
Upon arriving at the location for set-up on Saturday afternoon, ECDOH staff was surprised to 
find that individuals were already lined up in the halls several hours before the POD was 
scheduled to open.  This created a sense of urgency and resulted in less than optimal just-in-time 
training and briefings.  Due to the back-log of individuals at the POD onset, wait-time initially 
lasted up to three hours.   
 
As the POD operations progressed through Sunday, February 10th, it became evident that POD 
hours would have to be extended for an additional day.  The volume of individuals waiting in 
lines was so large that buses (school and metro) were brought on location to ensure that no one 
had to wait outdoors in the sub-zero temperatures.  The supply of IG had also been depleted, 
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which resulted in a significant change to the education and medical evaluation processes and the 
need to have individuals return the following day.   
 
The local call-center was unable to handle the calls from the public, so the NYSDOH contracted 
with a company that could manage a much larger volume of calls.  Based on several calls triaged 
at the call-center, it was evident that there was a portion of the population who may have been 
exposed to Hepatitis A, but was physically unable to present to the POD location.  Incident 
objectives were modified to include a home-visit component for customers who met the 
eligibility criteria for preventive treatment. 
 
In addition, Wegmans determined that suspect produce was also distributed to several food 
pantries within and surrounding the City of Buffalo.  The populations served by these 
establishments were not likely to hear of the potential exposure through routine communication 
channels and were without means to self-transport to the POD location.  To resolve this issue, 
buses were deployed to each of these locations to pick up individuals, transport them to the POD, 
and then drive them back.  This incident objective was logistically very complicated, especially 
when buses were required to be in service for school transportation. 
 
Erie County and New York State Departments of Health also learned of a potential exposure at a 
college athletic event.  Additional efforts were made to contact approximately 600 attendees at a 
swim meet who may have consumed uncooked produce from the Wegmans on Sheridan Drive.  
These possible exposures were related to an inter-collegiate meet at which nine college teams 
from various parts of New York State competed in Buffalo on February 7th, 
 
Local and state officials were unable to determine what the volume would look like on Monday, 
February 11th.  Although it was expected that the numbers would significantly decrease, this was 
not the case. Monday yielded the highest volume of individuals.   
 
Ultimately, the unpredictability of client volume and the efficacy of preventative treatment 
resulted in the expansion of POD operation through Wednesday, February 13th.    A total of 
10,153 individuals received preventative treatment: IG = 4,716, HAV = 5,437 at the ECC POD.  
A small number of individuals were offered preventative treatment through appointments at 
established ECDOH primary care clinics on Thursday, February 14th and Friday, February 15th 
(IG = 19, HAV = 7).  Home visits conducted Monday, February 11th – Friday, February 15th 
resulted in administration of IG to 11 individuals and HAV to 8 individuals. 
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SECTION 3: ANALYSIS OF CAPABILITIES 
This section of the report reviews the performance of the tested capabilities, activities, and tasks.  
In this section, observations are organized by capability and associated activities.  The 
capabilities linked to the response objectives of the Erie County Hepatitis A POD are listed 
below, followed by corresponding activities.  Each activity is followed by related observations, 
which include references, analysis, and recommendations. 
 

Capability 1: Mass Prophylaxis 
Capability Summary: Mass Prophylaxis is the capability to protect the health of the 
population through administration of critical interventions to prevent the development of disease 
among those who are exposed or potentially exposed to public health threats.  This capability 
includes the provision of appropriate follow-up and monitoring of adverse events, as well as risk 
communication messages to address the concerns of the public.  In this event Hepatitis A 
vaccination or immunoglobulin was provided to persons who may have been in contact with 
produce infected with Hepatitis A.  The desired outcome in this response was to provide the 
appropriate vaccination/prophylaxis in a timely manner upon notification of the index case to 
prevent the development of Hepatitis A in exposed individuals.  Public information strategies 
should have included recommendations on specific actions individuals could have taken to 
protect their families, friends, and themselves. 
 
Activity 1:  Direct Mass Prophylaxis Tactical Operations 
In response to notification of incident requiring mass prophylaxis, overall management and 
coordination of mass prophylaxis operations was provided. 
 
Tasks/Observations 
1) Coordinated distribution and administration of mass prophylaxis 

a) POD site leadership had been identified and trained prior to the event 
b) Sufficient staff were present to address expected throughput 

2) Coordinated public information regarding the POD location 
a) Citizens were provided with the necessary information (location, hours of operation, etc.) 
b) Information was available online 
c) Call center(s) established and activated 
d) Plain English was used in press releases and press conferences 
e) Information was translated into foreign languages wherever appropriate 
f) Information was available and accessible to individuals who are hearing impaired, 

visually impaired, etc. 
3) Coordinated the medical stockpile warehouse (or equivalent) to re-supply the POD as needed 

a) Communications were secured 
b) A plan was implemented to restock the POD prior to exhaustion of supplies 
c) An accurate inventory was maintained 
d) A plan was implemented to return non-disposable supplies at the end of the operation 
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Observation 1: Direct Mass Prophylaxis Tactical Operations  
Strengths 

• All POD Site Leadership had been previously identified and trained prior to the event. 
• Early determination of staffing needs allowed time to solicit assistance from partner 

agencies including other local health departments, NYSDOH, and the Specialized 
Medical Assistance Response Team (SMART) 

• Information regarding POD locations, hours of operation, etc. was communicated to 
the public via various mechanisms including television, telephone hotlines/call-
centers, and websites. 

• Multi-agency coordination of information resulted in consistency across various 
methods of public information. 

• NYSDOH quickly arranged for a toll-free hotline center to handle a volume of calls 
which had exceeded the existing call center.  This off-site call center processed 
approximately 3,500 calls in response to the Erie County Hepatitis A event. 

• Communications were secured in the Erie County Mobile Emergency Operations 
Center (MEOC I) which was located on-site. 

• Existing Erie County and NYS POD kits were brought on site for initial POD supply 
and items were restocked as necessary throughout the operation. 

• Erie County POD kits were restocked following the POD operation.  All items 
received from the NYSDOH were returned following the plan developed. 

• On-site inventory system was successfully accomplished with Erie County 
Department of Health staff and Pharmacy members of SMART. 

 
Areas for Improvement 

• ECDOH did not have an efficient mechanism for alerting, notifying and calling staff 
in on a weekend. 

• Although the full workforce of the ECDOH was assigned to staff the POD starting 
Monday (February 11), there were insufficient vaccinators (Public Health Nurses) 
available to handle the expected and actual volume of individuals that presented to 
the POD. 

• No effort was made to provide the information in multiple languages or formats for 
the visually and hearing impaired. 

• Although the quantities of Hep A Vaccine and Immune Globulin were tracked and 
steps were taken to reorder supplies as needed, we experienced difficulty receiving 
adequate shipments in a timely fashion since the supplies were located outside of Erie 
County and Western New York and inclement weather conditions existed. 

• The established inventory system did not account for supplies of vaccine or IG that 
nursing staff “held” at their workstations. 
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References:  
 

1. Erie County Department of Health: Strategic National Stockpile Plan – applicable 
for Points of Dispensing, mass prophylaxis 

2. Erie County Department of Health: Smallpox Plan – applicable for mass 
vaccination 

3. Erie County Department of Health: Health Emergency Operations Plan 2006 
 

Analysis:  
Overall, this activity was successful.  The ECDOH was able to rapidly activate and 
operationalize the mass vaccination/prophylaxis portions of existing plans.  Although 
many problems arose and were overcome throughout the course of this event, this POD 
provided the first test of a large volume of individuals sufficient to adequately test and 
stress the throughput and POD flow.  By the end of this five-day operation 10,153 
individuals received prophylaxis/vaccination which required the joint workforce of the 
ECDOH, other local health departments, SMART, and the NYSDOH Western Regional 
Office.  The effort required to treat a small portion of the county population over several 
days at a single stationary POD indicates that alternative methods of distribution must be 
examined in order to prophylax 930,000 in 48 hours. 
 
In this event a specific need to provide public information in multiple languages and 
formats for the visually/hearing impaired was not identified.  However, successful risk 
communication must be able to reach these members of the population.    
 
Recommendations:  

1. Investigate, plan for and test alternative methods of mass vaccination/prophylaxis 
to accommodate the entire county. 

2. Develop an internal protocol to alert, notify and recall staff.  
3. Engage community partners to pre-identify individuals or agencies that can assist 

with translation services or conversion of public information to formats 
appropriate for the visually/hearing impaired. 

4. Instruct nursing staff that sign-out of all supplies, including vaccine/IG, must be 
properly documented. 

 
Activity 2:  Activate Mass Prophylaxis  
Upon notification, POD was activated for mass prophylaxis operations. 
 
Tasks/Observations 
1) Initiated call-down lists for POD site staffing 

a) Identified and contacted primary incident command positions 
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b) Initiated call-down lists 
c) Identified anticipated and surge staff to meet anticipated need 
d) Conducted in-briefing and just-in-time training to all staff 

2) Ensured POD site was established in accordance with Memoranda of 
Agreement/Understanding 
a) Followed CDC and SNS program planning guidance and state/local plans in the selection 

of the designated site 
b) Ensured access to building promptly provided 
c) Personnel were appropriately assigned 

3) Assembled needed supplies and equipment for POD operations including: 
a) Hepatitis A Vaccine / Immunoglobulin 
b) Medical Supplies (needles, syringes, sharps containers, etc.) 
c) Non-medical supplies (pens, clipboards, etc.) 
d) Communications devices (VHF/FRS radios, etc.) 
e) POD supplies specified in local/state/federal plans were available prior to the scheduled 

opening of the facility 
4) Prepared informative materials for POD staff, patients, and media 

a) Information regarding the vaccination site (location, hours of operations, etc.) 
b) Detailed information regarding the nature of the event 
c) Signs and symptoms of Hepatitis A 
d) Key phone numbers, websites, hotlines 
e) Answers to frequently asked questions 

5) Provided internal and external security for POD site 
a) Identify and contact on-site security personnel 
b) Obtained equipment to support security function 
c) Performed security checks prior to opening the facility 
d) Established procedures to secure the facility and critical supplies during non-operational 

hours 
e) Credentialed and provided access rosters for all site staff 
f) Provided security escort for vaccine, Ig and other critical supplies 
g) Provided continuous on-site security for critical medications 
h) Provided secure space to store critical medications and supplies 
i) Secured private health information and personal information in accordance with local, 

state, and federal regulations 
j) Ensured dispensing operations were not disrupted by the actions of others 

6) Provide prophylaxis to POD staff, first responders, and critical infrastructure personnel in 
accordance with state/local plans. 
a) Force protection plan executed prior to site opening for public 
b) Pre-existing list of POD staff, first responders, and critical infrastructure personnel and 

family eligible for treatment exists 
7) Establish plans to meet the unanticipated transportation needs for the following: 

a) Sick individuals who cannot get to the facility 
b) Disabled individuals who cannot get to the facility 
c) Healthy individuals without vehicles 
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d) Individuals who cannot reach the site due to inclement weather (i.e. snow) 
 

 
 
Observation 2:  
Strengths 

• Critical Health Department and preparedness staff were notified and convened to 
begin planning process. 

• The need for volunteers to staff the POD was immediately apparent and initial 
contacts were made to SMART volunteers and WNYPHA counties. 

• An existing MOU was in place for POD location and appropriate contacts were made 
immediately to secure use of facility. 

• Pre-packed County POD (non-medical) supply kits were transported from storage 
facility to POD location. 

• Arrangements were made with NYSODH for utilization of State POD assets. 
• NYSDOH Immunization Program provided Hepatitis A vaccine and contact was 

made with Cardinal Health to purchase Immune Globulin. 
• County Health PIO and Epidemiologist were involved in development of initial 

media/public information campaign. 
• All clinic information was posted to multiple websites. 
• Patient education materials (Hep A Vaccine Information Sheet, IG fact sheet, 

Frequently Asked Questions) were produced and replicated for distribution. 
• Erie County Sheriff’s provided on-site security detail for vaccine, IG and POD 

supplies. 
• Through call centers, ECDOH identified individuals with potential transportation 

issues and developed a screening process and a mechanism to provide prophylaxis in 
the home if indicated.  Amherst Emergency Management quickly implemented this 
screening process at their call center and provided the initial triage of the calls. 

 
Areas for Improvement 

• Notification of local health department staff was not initiated until Friday evening at 
2000 hours and continued the next morning. 

• Notification of SMART volunteers and WNYPHA counties was initially performed 
via email only late Friday evening at approximately 2300 hours. 

• Initially, critical staff were not following ICS process or preparing an Incident Action 
Plan. 

• Communication between County Health and NYSDOH Immunization Program to 
ensure that appropriate vaccination supplies (i.e. needles) are identified and/or 
provided.  

• The unknown demand for IG and the County’s inability to commit financial resources 
to purchase IG resulted in depletion of the product. 

• Mass production of educational materials was difficult to accomplish on a Saturday 
morning without access to County Print Shop. 
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• There were some inconsistencies between information and format provided on Hep A 
VIS and IG fact sheet. 

• Security during operational hours could have been increased to include an additional 
10-15 uniformed officers. 

• Initial security checks and walkthroughs were not completed. 
• Staff and volunteers were allowed access to POD without a security roster, credential, 

or check-in procedure. 
• Once the facility reopened for classes on Monday, there was no ability to control or 

restrict access to the POD.   
 

References:  
1. Erie County Department of Health: Strategic National Stockpile Plan – applicable for 

Points of Dispensing, mass prophylaxis 
2. Erie County Department of Health: Smallpox Plan – applicable for mass vaccination 
3. Erie County Department of Health: Health Emergency Operations Plan 2006 

 
Analysis:  
While most critical staff were involved in the initial planning phase of this event, others 
were not notified or included in a timely manner.  Notification of local health department 
staff and volunteer agencies should have been accomplished immediately, following the 
decision to activate a POD on weekend.  Office of the Sheriff and Department of Public 
Works became engaged in the process by accident.  These departments should have 
received formal notification as they were responsible for security and transportation of 
supplies.  In order to obtain the necessary medical supplies (Hep A vaccine and IG) Erie 
County had to collaborate with the NYSDOH Immunization and SNS Programs, Cardinal 
Health and Wegmans.  Consideration must be given to for long-term POD operations 
when selecting a site, scheduling staff, and use of community resources (i.e. school 
buses).  The presence of uniformed officers may have helped contain potential unruliness 
from individuals waiting in long lines.  Early arrivals of individuals created an 
unexpected need for a security detail which was not planned or staffed appropriately. 
 
Recommendations:  
1. Conduct initial notification of potential response staff, volunteers, and partner 

agencies to alert them of situation and potential need for their assistance. 
2. Develop an alert/notification protocol for health department staff. 
3. Develop and/or utilize a POD activation security assessment and plan. 
4. Increase the presence of uniformed security in all areas of the POD. 
5. Once the site is selected, a security detail should be designated and the site secured 

prior to the operational period of the POD.  This would help control individuals that 
arrive early. 

6. Ensure that contingency plans are in place for each POD site that address long-term 
use or operations that extend beyond expected scope. 
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Activity 3:  Conduct Triage for Symptoms  
Conduct initial screening of individuals prior to their entering the POD in order to prevent 
symptomatic individuals from contaminating POD. 
 
Tasks/Observations 
1) In the event of a communicable disease, ensure initial triage is performed either at a staging 

area or in an area separate from mass prophylaxis site to prevent contamination of site. 
(Note: not applicable for this event.) 
a) Clinical personnel available to staff triage station 
b) Public information disseminated 
c) Necessary supplies obtained 

2) Transport symptomatic individuals to appropriate health facility prior to their entering the 
mass prophylaxis site. 
a) Symptomatic individuals transported to health facility 
b) Emergency medical service (EMS) units standing by to transport symptomatic 

individuals 
 

Observation 3:  
Strengths 
• Triage for symptoms occurred at medical screening.  One potential patient was evaluated 

by the physician and transported to the hospital by the EMS unit on standby for 
laboratory testing.  Once the test result was confirmed as negative for Hep A, the 
individual was offered prophylactic treatment. 

 
Areas for Improvement 
• None 

 
References:  

Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 

 
  Analysis:  

The symptom triage protocol that was utilized for this event was sufficient for Hep A 
exposure.  If the disease agent had been more communicable, a formal, stricter procedure 
and a designated triage station would have been required. 
 

 Recommendations:  
 1. Review existing communicable disease plans to identify a procedure for triage. 
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Activity 4:  Conduct Patient Education 
Conduct education of individuals to provide information regarding potential exposure to 
Hepatitis A and recommended treatment options. 
 
Tasks/Observations 
1. Provide information about need for treatment 
2. Provide information about differences in treatment options (IG or Hep A vaccine) available 
 

Observation 4:  
Strengths 
• As the POD operation continued, educators were able to process individuals in larger (up 

to 70 people) groups. 
• Physicians were utilized in education sessions to answer patient questions. 
 
Areas for Improvement 
• The space utilized for patient education was not conducive to large groups: 

– There was no microphone and hearing was difficult for individuals. 
– There was only a single entrance/exit which made changing groups difficult 
– Seating was arranged in long rows and as individuals exited, the order they 

entered was not maintained. 
• The format of the treatment product treatment forms differed. 

 
References:  

Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 

 
  Analysis:  

The ability of physicians to assist with the education sessions allowed them to answer 
common questions associated with potential contraindications up-front and reduced the 
need for referral to medical evaluation.  When IG was unavailable, physicians were more 
qualified to educate individuals on the alternate treatment of Hep A vaccine.  The space 
utilized for patient education was not conducive to large groups.  There was no 
microphone and hearing was difficult for individuals.  There was only a single 
entrance/exit which made changing groups difficult.  Seating was arranged in long rows 
and as individuals exited, the order they entered was not maintained.  The patient 
information forms came from two different sources (Hep A Vaccine Information 
Statement from CDC and IG fact sheet from Erie County) and the format of the 
information was different and often confusing to individuals. 
 

 Recommendations:  
1. Select POD sites that have adequate facilities for patient education (i.e. auditorium). 
2. Provide a portable microphone system. 
3. Format all patient information in a consistent manner. 
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Activity 5:  Conduct Medical Screening 
Review patient screening documentation and available medical history to determine proper 
course of treatment. 
 
Tasks/Observations 
1) Provide information to each individual seeking treatment. 

a) Frequently Asked Questions (FAQ’s) provided to individuals in a printed form that is 
available in multiple languages or an audio format (multiple languages) for the 
functionally illiterate, visually impaired, etc. 

b) Uniform information provided regarding the current situation (i.e. recent exposure and 
cases) 

c) Information provided on the medications to be dispensed. 
2) Identify appropriate prophylaxis based on medical history and exposure 

a) Medical history discussed 
b) Past allergic reactions discussed 
c) Individuals with contraindications or medical conditions referred to clinicians according 

to site plan. 
3) Ensure sufficient staffing at the POD site screening station to prevent initial bottlenecks. 

a) Staff pulled from other stations to assist with screening, as needed/feasible 
b) Information provided to those waiting to be screened 

 
Observation 5:  
Strengths 
• Screening document was created by Epidemiology staff asking all appropriate questions 

for potential illness. 
• Education session was performed by Epidemiology staff, Public Health Educators, and 

physicians when requested. 
• ACIP guidelines were utilized for staff to determine the appropriate prophylaxis for 

individuals. 
• Between 2 to 4 physicians were available on-site for secondary medical 

screening/evaluation and determination of appropriate prophylaxis. 
 
Areas for Improvement 
• Physician level screening was cordoned off from the main POD flow, but not physically 

separated.  Multiple providers were seated at a single table and physician – patient 
interaction was not completely private. 

 
References:  

Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 
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Analysis:  
Medical screening process ran smoothly.  Each primary screening table was assigned a 
mid-level (PA, NP, or MD) provider to ensure appropriate disposition of patient to 
treatment or secondary medical evaluation. 
 

 Recommendations:  
1. Establish Physician level screening in a private location. 

 
 
Activity 6:  Conduct Mass Vaccination/Prophylaxis 
Provide individuals with appropriate vaccination/prophylaxis and maintain inventory control. 
 
Tasks/Observations 
1) Implement vaccination plan in accordance with local plan. 

a) Hepatitis A Vaccine or Immunoglobulin order verified 
b) Patient’s identity verified. 
c) Appropriate vaccination administered. 

2) Implement plan to treat minors in accordance with local plan. 
a) Parent/Guardian informed of treatment 
b) Plan for treating minors without attending parent/guardian implemented 

3) Maintain a system for inventory management to ensure availability of critical 
prophylaxis/vaccine and medical supplies 
a) Redundant systems in place for asset management 
b) Inventory usage forecasted 

4) Submit re-supply orders early enough to prevent running out of vaccine/immunoglobulin 
a) Re-supply of assets made prior to running out 
b) Throughput of POD monitored to prevent supply depletion 

5) Acquire and maintain a supply of ancillary medical supplies to meet public health policies 
and guidance. 
a) Multiple sources of supplies utilized 
b) Usage tracked to ensure supplies are not depleted 

6) Ensure availability and distribution of pre-printed Vaccine Information Sheet and 
Immunoglobulin Fact Sheet 
a) Information made available in all languages spoken in community; or readily translated 
b) Phone number included where public could call for additional information 

 
Observation 6:  
• Administration of IG required that privacy screens be utilized. 
• Large open room resulted in difficulty hearing. 
• As it became dark outside, visibility was reduced in rooms with windows/natural light 

and artificial lighting was limited. 
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Strengths 
• Based on screening process, individuals were directed to either the Hep A vaccination 

area or the IG administration area which were located in two separate, distinct areas. 
• Accommodations were made for families requiring a combination of IG, Hep A, or 

pediatric dose of Hep A. 
• Staff was assigned to maintain inventory of medical supplies and vaccine. 
 
Areas for Improvement 
• A more formal process for staff to replenish medical supplies and vaccine/IG was needed 

to ensure the supplies on the tables were accurately accounted for (i.e. prevent hoarding). 
• All printed information was only provided in English, and no translation services were 

available. 
• Staff used red bags for items not considered medical waste. 

 
References:  

Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 

 
  Analysis:  

The designated family areas worked well and helped keep family units together which 
provided comfort for children and kept the flow moving efficiently.  It was difficult to 
determine re-supply amounts due to nurses hoarding supplies at their workstations and 
the uncertainty of future patient volume. 
 

 Recommendations:  
1. Designate a pharmacist for inventory management of vaccine and immune globulin. 
2. Develop a request protocol and form for re-supply of medication and supplies at 

individual work-stations. 
 

 
Activity 7:  Adverse Events Monitoring 
Through monitoring, identify individuals who have had an adverse reaction to treatment, and 
initiate alternate therapy. 
 
Tasks/Observations 
1) Track outcomes and adverse events following administration of vaccination/prophylaxis. 

a) System in place to track adverse events 
b) Documentation established on each case of adverse reaction 
c) Individuals provided with vaccination/prophylaxis are monitored prior to leaving the 

POD. 
2) Inform patients about follow-up requirements 
3) Adverse events documented and reported to county/state health as required 
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Observation 7:  
• Of the 10,000+ individuals treated, approximately 1,000 experienced as vasovagal 

reaction.   
• Twelve individuals were further assessed; 2 individuals were transported to a local 

hospital.  Their reactions were attributed to the duration of the process and not the 
vaccination. 

• Four accident reports were completed and filed. 
 
Strengths 
• A post-vaccination area was established and individuals were monitored by nurses, 

EMTs, and Medical Office Assistants.  Any patient complaining of or presenting with 
adverse outcomes was directed to the medical first aid station staffed by EMTs or 
paramedics. 

 
Areas for Improvement 
• Number of staff/volunteers at the post-vaccination monitoring area needs to be greater 

and staff need to have an understanding of and experience in emergency medical care. 
 

References:  
Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 

 
  Analysis:  

The plan required for monitoring and reporting of adverse outcomes for a Hepatitis A 
prophylaxis event was limited and worked as required.  The volunteer response from 
EMT agencies during the day was limited, but reflects the true availability of these 
resources. The Town of Amherst Volunteer Fire Departments have a limited number of 
ambulances; private providers (i.e. Rural Metro or Twin City) should be considered for a 
future event. 
 

 Recommendations:  
1. Increase number of staff/volunteers at the post-vaccination monitoring area. 
2. Consider utilization of private ambulance companies in areas where volunteer services 

are limited. 
 
 
Activity 8:  POD Flow 
Maintain safe and efficient flow of patients throughout POD. 
 
Tasks/Observations 

1. Establish efficient POD flow 
2. Monitor POD flow for potential bottle-necks and adjust as needed 
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Observation 8:  
• Initial POD flow was established with a single doorway for entrance and exit. 
• POD flow was determined by the availability of hallways, classrooms, etc. available 

within the facility. 
• 30 wheelchairs were provided from the ECDOH’s supplies and were utilized for 

elderly/disabled individuals unable to stand in line. 
• When classes resumed on Monday (Day 4) there was no mechanism to keep students, 

faculty, and college staff separate from individuals in line. 
 
Strengths 
• POD flow was adjusted as needed based on facility availability and patient volume. 
• POD flow staff performed well with little just-in-time training and were flexible as the 

needs of the incident changed. 
• Throughout the week, wait time decreased from > 3 hours to approximately 37 minutes 
• Individuals were provided with chairs, water, and snacks while they waited. 
• Individuals and children in line were a captive audience for educational materials, 

brochures, coloring books, etc. related to public health preparedness. 
• Canine Therapy Team was activated and circulated throughout the POD. 
• Buses were provided to aid POD flow and keep individuals warm. 
 
Areas for Improvement 
• POD Flow was coordinated through Logistics and should have been managed as a 

function of Operations. 
• Chain of command was unclear for POD flow staff. 
• POD flow staff were not provided with adequate briefings or just-in-time training. 
• Appropriate span of control was not maintained for POD flow operations. 
• A separate entrance and exit was not initially established. 
• POD flow staff were not trained to recognize individuals with special needs. 
• Hallways were crowded and difficult for staff or individuals in wheelchairs to navigate. 
• POD flow staff positioned near doorways were not rotated out of the cold frequently 

enough. 
• Signage in some areas was inadequate or not visible enough. 

 
References:  

Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 

 
  Analysis:  

POD flow was established and adjusted as needed based on the availability of space in 
the facility, patient volume, and weather conditions.   The NYSDOH Western Regional 
Office conducted an informal time study.  Results indicate that the wait time decreased 
throughout the week from greater than 3 hours to approximately 37 minutes.  These 
results are shown in Appendix B.  Once classes resumed on Monday there was much 
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confusion about students, faculty and other college staff walking through hallways and 
utilizing space designated for POD operations and parking areas were significantly 
impacted.  Staff assigned to roles of “Greeter” or “POD Flow” did not receive training to 
identify individuals with special needs who may have required additional assistance (i.e. 
wheelchair, translator, etc.). 
 

 Recommendations:  
1. Select a POD location that provides a separate entrance and exit. 
2. Continually monitor and modify POD flow. 
3. Designate POD flow as an operational sector/branch/group and maintain appropriate 

chain of command and span of control. 
4. Ensure all signage is large, elevated and posted conspicuously. 
5. Work with management of POD facility to ensure that areas designated for POD 

operations are closed to all other persons and functions. 
 
 
Activity 9:  Demobilization 
Upon completion, stand down POD operations, return site to normal operations, and release or 
re-deploy staff. 
 
Tasks/Observations 
1) Debrief mass vaccination/prophylaxis personnel 

a) Initial lessons learned conducted 
b) Issues and accomplishments of mission documented 
c) Plan described to personnel to return to prior readiness state 

2) Reconstitute mass vaccination/prophylaxis personnel and supplies 
a) Inventories completed 
b) Request replacement resources 

3) Complete administrative items following the order to demobilize 
a) Determination of who will take possession of all records pertinent to the 

vaccination/prophylaxis process 
b) Logging of all documentation being turned over 
c) Packing and transfer of records to appropriate local or state official 

4) Provide a staff debriefing 
a) Determine Critical Incident Stress Management (CISM) needs 
b) Transition to normal operations 

 
Observation 9:  
Strengths 
• Clinic area was broken down and returned to its original state in less than 2 hours. 
• Erie County POD assets were returned immediately to storage facility and were 

inventoried and restocked within a week. 
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Areas for Improvement 
• Debriefing for all staff was not conducted.  
• NYSDOH POD assets were not retrieved in a timely fashion from NYS Office of General 

Services. 
• Incident documentation was not secured, transported, or stored in a planned manner and 

resulted in the loss of incident records. 
• There was no procedure in place for removal of regulated medical waste. 

 
References:  

Erie County Department of Health: Strategic National Stockpile Plan – applicable for 
Points of Dispensing, mass prophylaxis 

 
  Analysis:  

Although Command Staff participated in a hot-wash, general staff and volunteers were 
not debriefed following each operational period or the conclusion of the event.  All 
volunteers and health department staff were asked to provide feedback and 
recommendations through their supervisors.  Unfortunately, some of this information was 
not captured in the hot-wash and is not included in this report.  The vaccination records 
were transported and stored in the sub-basement of the Rath Building in error.  As a 
result, approximately 600 vaccination records were lost. 
 

 Recommendations:  
1. Conduct staff/volunteer debriefings after each operational period. 
2. Ensure that all participants have a mechanism to provide feedback, or participate in 

the hot-wash/AAR meeting. 
3. Establish the Documentation Unit Leader under the Planning Section to ensure 

accurate records are maintained. 
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Capability 3:  Volunteer Management 
Volunteer and donations management is the capability to effectively coordinate the registration 
and management of unaffiliated volunteers and unsolicited donations in support of domestic 
incident management.  (Note: this section will refer to the integration of affiliated volunteers 
with paid county staff) 
 
Activity 1: Activate Volunteer Management Emergency Plan 
In response to an incident, mobilize personnel to begin processing offers of assistance 
 
Tasks/Observations 
1. Activate Volunteer Coordination Teams 

a. Rosters are current and available 
b. Team members contacted 
c. Volunteer coordinators deployed 
d. Coordination with Emergency Operations Center 
e. Oversight of volunteer management activities provided 

2. Activate pre-designated call-in numbers 
a. Adequate capacity for answering incoming calls 
b. Pre-trained call-takers to gather appropriate information 

 
Activity 2: Organize Volunteers and Assign Them to Response Operations 
Gather and provide information from volunteers to efficiently assign them to an appropriate 
task/role at the POD. 
 
Tasks/Observations 
1. Coordinate with volunteer agencies 
2. Coordinate solicitation of skilled volunteers with technical capabilities 
 
Activity 3: Integrate Individuals’ Skill Sets with Response Operations 
Once information on an individuals’ skill set is gathered, deploy volunteer to response operations 
 
Tasks/Observations 
1. Match individual volunteers with requests from agencies 

a. Volunteer skill sets effectively used in response operations 
b. Volunteer interests are taken into account when placements are made 

2. Conduct pre-deployment/pre-assignment briefing for volunteers 
3. Develop just-in-time training program for volunteers to perform required tasks 
4. Implement system to check credentialing/accreditation of skilled volunteers if necessary 
5. Support response operations using volunteer resources and volunteered technical capabilities 

a. Volunteers deployed/recalled as appropriate 
b. Volunteers and technical capabilities are deployed effectively without hindering 

response efforts 
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Observation 3:  
Strengths 
• Initial notification of SMART volunteers occurred in a timely fashion by multiple means 

of communication (email distribution and pagers). 
• Telephones were adequately staffed to receive call backs from available volunteers. 
• NYSDOH Western Regional Office was able to supply many “volunteers” for POD 

operations. 
 
Areas for Improvement 
• SMART Volunteer rosters were incomplete and inaccurate for email distribution, and not 

all members had a pager; therefore notification was not ideal.  The second email 
distribution (with the most up to date roster) was not disseminated until Monday morning 
(Day 4). 

• There was no point of contact for volunteers once they arrived at the POD location. 
• Volunteers were not credentialed or evaluated to determine the most appropriate role at 

the POD. 
• Volunteers were not briefed and were not provided with adequate just-in-time training for 

all assigned roles. 
• A Volunteer Coordinator or Agency Liaison was not represented in the Incident 

Command Structure. 
• There was poor acceptance of volunteers (e.g. NYSDOH, SMART, etc.) from some paid 

staff. 
 

References:  
None 

 
  Analysis:  

The Specialized Medical Assistance Response Team (SMART) has been without a 
designated Volunteer Coordinator for some time.  Typically, administrative and program 
staff from the Office of Public Health Emergency Preparedness facilitate SMART 
activities and serve as points of contacts for training and exercise events.  For this event, 
staff were assigned to other roles within the command structure and were not available 
for SMART coordination.  There was no process in place to verify credentials of 
volunteers and determine if they were qualified for roles as vaccinators, medical 
screeners, etc.  Many of the paid staff, particularly public health nurses, were not 
accepting of SMART volunteers filling clinical roles in the POD.  Additionally, several 
comments were made by paid staff to volunteers about the compensation they would be 
receiving from overtime pay. 
 

 Recommendations:  
1. Update and maintain accurate and complete volunteer rosters and emergency contact 

information. 
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2. Ensure all SMART members have or are provided with a 24-7 communication device 
(pager). 

3. Designate a Volunteer Coordination Staff (Point of Contact) for future response 
operations. 

4. Designate Liaison Officers for all participating agencies. 
5. Educate paid staff on value of volunteers and to be more sensitive with their actions 

and comments regarding skills of volunteers and overtime payment. 
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Capability 4:  Miscellaneous Personnel Issues 
Although this section is not a specific HSEEP target capability, the issues regarding personnel 
are significant enough to justify discussion in a separate section. 
 

Observations 
• There was a general unfamiliarity with ICS, particularly the concepts of chain of 

command and unity of command. 
• There is no process in place to recall or notify staff of a potential public health emergency 

and need for their assistance. 
• There is no policy that requires county personnel to respond to an emergency after-hours 

or that penalizes them for failure to respond. 
• Some staff felt entitled to their 1-hour paid lunch and 2 15-minute paid breaks which 

resulted in scheduling difficulties and in-efficient POD flow. 
• Some staff left at their regularly scheduled work time, and did not check in with 

command staff. 
• Some paid staff scheduled to work the weekend shifts failed to report to duty. 
• Several paid staff displayed inappropriate, unprofessional attitudes towards Command 

Staff, volunteers, and staff from other agencies. 
• There were no designated staff areas (sign-in, break, restroom, etc.). 
• Staff were unable to distinguish their day-to-day job title and role with their functional 

role assigned for this event. 
• There was no systematic process in place for staff rest periods, meals, or breaks. 
• Many staff were willing to work long hours and maintained a positive, friendly attitude 

with co-workers, volunteers, and individuals. 
• Most from other departments had never worked in a POD and were unfamiliar with the 

intended operation. 
 

 Discussion 
For the most part, Erie County staff were professional and cooperative participants in this 
operation.  There were some staff whose attitudes and behaviors made it difficult to meet 
the incident objectives without disruption.  The lack of respect for Command Staff, 
volunteers, and participating agency staff was very problematic.  Following the event 
several comments regarding paid staff “bragging” about their “double-time”, leaving 
without permission, or taking excessive breaks was heard from several SMART 
volunteers.  The attitude of “it’s not my job” or “I’m only here for the money” created 
negative feelings toward all county workers.  The unfamiliarity with POD operations and 
Incident Command underscore the need for additional or refresher training in these areas. 
In order to more effectively determine the current level of staff training and to address 
future training needs, a post-event survey was distributed to all Erie County employees, 
other local health department employees, and SMART volunteers.  This evaluation was 
conducted by the University at Albany, Center for Public Health Preparedness as part of 
the WNYPHA Advanced Practice Center project.  The staff and volunteer survey 
evaluation and summary are included with this report at Appendix 3. 
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SECTION 4: CONCLUSION 
 
The Hepatitis A POD was one of the largest public health interventions in western New York 
history and helped to successfully prevent secondary cases of Hepatitis A infection.   
 

 A total of 10,153 individuals received preventative treatment at the POD: IG = 4,716, HAV 
= 5,437 

   
 A small number of individuals received preventative treatment at ECDOH primary care 
clinics on Thursday, February 14th and Friday, February 15th (IG = 19, HAV = 7).  

  
 Home visits of Monday February 11th – Friday, February 15th resulted in administration of 
IG to 11 individuals and HAV to 8 individuals. 

 
This event enabled the ECDOH to test planning feasibility, implement skills learned, identify 
training gaps, and demonstrate capacity to newly elected county officials. Most importantly, the 
Hepatitis A event enabled the ECDOH to enhance existing regional public health partnerships. 
 
This event illustrated several improvement areas for filling gaps in existing public health plans 
through additional training and exercises, such as integrating public health activities into the 
Incident Command System.  Although most of the ECDOH staff are trained in appropriate levels 
of ICS and NIMS, individuals experienced difficulty implementing practical skills in the POD.   
 
Communication was effective between Command and General Staff, but a breakdown occurred 
in communicating information down the chain of command.  Incident Action Plans, 
organizational charts, and briefing summaries were produced, but were rarely shared with staff at 
lower levels of the organizational structure.  Command was focused on operational activities 
with insufficient attention given to planning and logistical functions.  
 
As initially established, sections focused too narrowly on clinical POD operations, and other 
functions such as patient flow, staff accountability and supply staging experienced inefficient 
management.  As the ECDOH recognized the need to expand the Command structure, persons 
who emerged as best qualified to fill these positions were representatives of other county 
departments or other agencies.   
 
Despite training such as ICS, NIMS, working in a POD, and Public Health Core Competencies, 
public health staff struggled to operate in functional roles different from their everyday job titles.  
As a result, ECDOH will revise training plans for department staff and focus on implementing 
knowledge and skills learned through exercises and drills.  In addition, ECDOH will recommend 
and offer an instructor-led version of “Working in a POD” for all non-health department staff 
that may be required to work in a POD in the future. 
 
Another critical issue was related to staffing, particularly with nurses qualified to vaccinate. 
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Notifying and scheduling Erie County staff on a weekend was difficult.  Although leadership 
individuals were notified and activated February 9, nursing and support staff contacts could not 
be completed until February 10.  Weekend scheduling necessitated telephoning staff at home, 
resulting in callers leaving messages and answering return calls.   
 
Contractual issues and the lack of an emergency declaration required voluntary staff participation 
and eligibility for overtime compensation.  With the POD extension through February 13th, the 
ECDOH was forced to close all public health clinics and re-assign staff to the POD.  ECDOH 
nursing staff availability was maximized, but was insufficient for actual volume at the POD.  The 
Hepatitis A event was localized to a single county, and in this case, nursing staff from the 
NYSDOH, surrounding counties, and SMART were available to assist.   In an event affecting a 
larger geographic area such as Pandemic Flu, staff from other jurisdictions and agencies will not 
be available to assist.   
 
As a Cities Readiness Initiative recipient, Erie County must develop a plan to prophylax 950,000 
residents in less than five days.  Based on the calculations of this event, there is a significant 
need to explore alternative methods of mass prophylaxis and vaccination such as drive-thru and 
push-POD models.  Also, this event’s staffing issues underscore the need to identify potential 
waivers that specifically address alternate standards of care and the ability to utilize other 
providers (i.e. pharmacists and EMT’s) to vaccinate.   
 
To capture potential best practices and lessons learned, ECDOH distributed a survey to POD 
staff, conducted multiple after-action meetings, and is developing a follow-up survey for POD 
individuals. ECDOH will utilize these findings to develop training, revise plans and implement a 
follow-up POD planned for September 2008.  The main objectives of this POD will be to 
implement the plan of correction and promote sound public health practices by offering the 
second dose of Hepatitis A vaccine to those who received the first dose in February 2008. 
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Appendix A: Improvement Plan 

This IP has been developed specifically for Erie County, NY as a result of the Hepatitis A POD event conducted 
February 9 – February 15, 2008.  

Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

1. Mass 
Prophylaxis 

1. Direct Mass 
Prophylaxis 
Tactical 
Operations 

1.1 Investigate, plan, 
test alternative 
methods of mass 
vaccination  

1.1.1. Develop alternate 
mass prophylaxis strategy  

1.1.2.Exercise alternative 
strategy 

Planning ECDOH SNS Coord May 
2008 

Sept 2008 

    1.2 Develop internal 
protocol to alert, notify 
and recall staff  

1.2.1.Educate staff on need 
for accurate contact 
information  

1.2.2. Obtain updated 
contact info for all staff  

1.2.3. Enter all contact info 
into HCS Communications 
Directory  

1.2.4. Develop Protocol for 
Staff Notification  

1.2.5 Test protocol for Staff 
Notification 

Training  
 

Equipment & 
Systems  

Equipment & 
systems  
 

Policy 
Development

Training & 
Exercise 

ECDOH BT Coord May 
2008 

May 2009 

    1.3 Engage community 
partners to pre-identify 

1.3.1. Identify County staff Planning ECDOH  Sept 
2008 

May 2009 
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

services to assist with 
translation or 
conversion of materials 
appropriate for 
visually/hearing 
impaired or non-
English speaking  

with multi-lingual ability  

1.3.2. Recruit volunteers 
from outside agencies with 
multi-lingual ability 1.3.3. 
Obtain pictogram templates 
for commonly used signs 
and forms 

 

EC Social 
Services 

    1.4 Instruct staff that all 
supplies/equipment 
must be documented  

1.4.1 Develop inventory 
control system for use of 
supplies and equipment  

1.4.2. Develop 
supply/equipment request 
or replenishment form 

Training ECDOH OPHEP Sept 
2008 

June 2009 

  2. Activate 
Mass 
Prophylaxis 

2.1 Notify all potentially 
involved staff, 
participating agencies, 
and volunteers to alert 
them of situation  

2.1.See 1.2.1-1.2.5  ECDOH BT Coord May 
2008 

May 2009 

    2.2 Develop a POD 
activation and security 
assessment tool 

2.2 Develop an event 
assessment form for POD 
activation, set-up, and 
security 

Planning ECDOH SNS Coord Sept 
2008 

May 2009 

    2.3 Improve security 
measures in POD 

2.3.1 Activate Law 
Enforcement Section as 
soon as POD site is 
selected.  

2.3.2. Request Law 
Enforcement participation 
in POD site security 

Planning ECDOH SNS Coord   
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

assessment prior to POD 
activation 

  3. Conduct 
Triage for 
Symptoms  
  
  

3.1 Review 
communicable disease 
plans to determine 
triage protocol 

3.1.1 Include detailed 
information about disease 
agent, signs, symptoms, 
and triage protocol for 
appropriate staff in 
briefings  

3.1.2. Develop and 
distribute just-in-time 
handouts as needed 

Planning ECDOH    

  4. Conduct 
Patient 
Education 

4.1 Ensure that POD 
site is conducive for 
effective educational 
sessions 

4.1.1. Review existing POD 
sites and re-evaluate space 
designated for education  

4.1.2. Obtain a portable 
microphone/audio system 
for use in POD sites 

Planning  
  
 

Equipment 

ECDOH SNS Coord Sept 
2008 

June 2009 

    4.2 All patient 
educational materials 
should be formatted 
consistently 

4.2 Reformat VIS and other 
patient information sheets 
as appropriate 

Planning ECDOH Nurse 
Manager 

  

  5. Conduct 
Medical 
Screening 

5.1 Establish Physician 
screening in a private 
location 

5.1.1  Review existing POD 
sites and re-evaluate space 
designated for medical 
evaluation  

4.1.2. Obtain privacy 
screens or curtains as 
needed to maintain patient 
privacy 

Planning  
  
  
 

Equipment & 
Systems 

ECDOH SNS Coord   
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

  6. Conduct 
Mass 
Vaccination & 
Prophylaxis 

6.1 Improve Inventory 
management and 
control of vaccine and 
vaccination supplies 

6.1.1. Designate a 
Pharmacist to oversee 
inventory  management of 
all vaccines and 
medications  

 

Planning ECDOH SNS Coord

Nurse 
Manager 

  

  7. Adverse 
Event 
Monitoring 

7.1 Additional 
resources are needed 
in post-vaccination 
monitoring area 

7.1.1. Increase number of 
EMS trained staff in waiting 
area  

7.1.2. Establish 
agreements or 
arrangements with private 
ambulance companies for 
POD sites in areas with 
limited volunteer services 

Personnel  
 

 

Planning 

ECDOH EMS   

  8. POD Flow 8.1 Ensure POD sites 
are selected and 
utilized appropriately 
for scope of operation 

8.1.1. Review established 
POD sites selected and 
verify that they have 
separate entrances and 
exits  

8.1.2. Review POD sites 
selected and verify that 
space utilized will be closed 
off for regular use 

Planning ECDOH SNS Coord Sept 
2008 

May 2009 

    8.2 Ensure POD layout 
and flow is clear to staff 
and clients 

8.2.1 Provide maps or 
diagrams of POD layout 
and flow for staff at 
briefings and Just-in-time-

Training  
  
  
 

ECDOH SNS Coord

Nurse 
Manager 
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

training  

8.2.2. Redesign POD signs 
with large print and that can 
be elevated or hung 

 

Equipment 

    8.3 POD flow should 
be considered an 
operational element 
and staffed 
appropriately 

8.3.1. Restructure POD 
SOG so that POD Flow 
falls within operations  

8.3.2. Designate 
appropriate leadership to 
POD flow and maintain 
span of control 

Planning ECDOH SNS Coord

Nurse 
Manager 

  

  9. 
Demobilization 

9.1 Maintain and 
retrieve all pertinent 
records 

9.1 Designate 
Documentation Unit to 
ensure all incident records 
are collected, transported, 
and stored appropriately 

Planning ECDOH OPHEP   

    9.2 Conduct staff 
debriefings 

9.2 Conduct staff 
debriefings following each 
operational period and 
utilize information gathered 
in evaluation cycle 

Exercises, 
Evaluations, 
and 
Corrective 
Actions 

ECDOH OPHEP   

2. Establish 
On-site IC 

1. Establish 
Incident 
Command 
Structure 

1.1 Command 
Structure should be 
established early in the 
incident and expanded 
as needed 

1.1.1 Planning Section 
should be activated upon 
notification of potential 
response  

1.1.2 Command structure 
should be expanded as the 
determined by the growing 
complexity of the incident 

Planning ECDOH OPHEP   
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

and should include Unit 
Leaders if appropriate 

1.1.3 Utilize staff from other 
departments who have high 
levels of ICS training and 
experience 

 
    1.2  Incident 

Organizational 
structure should be 
more clearly conveyed 
to response personnel 

1.2 Post Incident 
Command Organizational 
Chart in a highly visible 
area 

Planning ECDOH OPHEP   

1.3 Location utilized for 
ICP should be ideal for 
response activities 

2.1 Choose ICP with 
features such as 
telephones, multiple 
internet connections, 
lighting, etc. that is located 
out of the operational flow 
area 

Planning ECDOH OPHEP      

1.4 ICP and other 
incident facilities 
should be clearly 
marked 

2.2 Clearly mark all incident 
facilities on a map or 
diagram and post 
appropriate signage 

Planning ECDOH OPHEP   

 2. Resource 
Management 
2.1. Request 
mutual aid 
through EOC 
ordering 
process 

1.1 Revise and 
approve mutual aid 
contracts between 
WNYPHA counties 

1.1. Revise and approve 
mutual aid contracts 
between WNYPH A 
counties 

Policy 
Development

ECDOH 

WNYPHA 

County 
Health 
Directors 
and 
Attorneys 

May 
2008 

Sept 2008 
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

  2.2. 
Coordinate 
with arriving 
local, state, 
and federal 
responders 

2.1 Participating 
agencies should 
designate agency 
representatives to work 
with the liaison officer 

2.1 Designate an agency 
representative from each 
participating agency and 
ensure they are 
communicating effectively 
with Liaison Officer 

Planning ECDOH OPHEP   

    2.2 Functional roles 
and associated 
credentials should be 
established pre-event 
for likely positions that 
would need to be filled 

2.2. Devise a pre-event list 
of agency representatives 
and credentials that are 
likely to be requested in an 
emergency 

Planning ECDOH 

Partner 
Agencies 

OPHEP Sept 
2008 

May 2009 

 3. Develop 
written IAP to 
establish 
priorities, 
procedures, 
and actions to 
be 
accomplished 
to meet 
objectives for 
each 
operational 
period 

1.1 IAPs should be 
written for the next 
operational period 

1.1.1 Activate Planning 
Section as soon as a 
response is indicated  

1.1.2  Designate a Deputy 
Planning Section Chief or 
additional planning staff to 
ensure planning for next 
operational period is 
occurring 

1.1.3 Provide additional 
Position Specific ICS 
training for staff likely to be 
assigned to Planning 

Planning   
 

 

Planning   
  
  
  
  
 

Training 

ECDOH  
 

 

ECDOH  
  
  
  
  
 

Emergency 
Services 

SEMO 

OPHEP  
 

 

OPHEP 

 
  
  
  
  
  
  
  
  
  
On-going

 

    1.2 IAPs should be 
communicated more 
effectively  

1.2.1 Communicate IAPs to 
all Command and General 
Staff through briefings, 
meetings, and additional 

Planning ECDOH OPHEP   
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

dissemination as needed 
 4. Direct efforts 

to meet 
incident 
objectives 

1.1 Establish personnel 
accountability 

1.1.1 Designate sufficient 
staff in all sections 
(especially Planning) to 
ensure that accurate 
documentation is 
maintained  

1.1.2 Ensure that staff 
check-in location is clearly 
identified and that all staff 
are directed to sign in and 
out 

Planning ECDOH OPHEP   

 5. Evaluate, 
revise, and 
prioritize 
tactics to meet 
incident 
objectives 

1.1 Communicate 
significant changes to 
staff 

1.1 Maintain schedule of 
briefings and planning 
meetings to keep staff 
informed about changes to 
IAP 

Planning ECDOH OPHEP   

3. Volunteer 
Management 

1. Activate 
volunteer 
management 
emergency 
plan 

1.1 SMART Volunteers 
should be notified and 
activated in a more 
timely manner 

1.1.1 Update and maintain 
accurate and complete 
rosters and emergency 
contact info 

1.1.2 Ensure all SMART 
volunteers have or are 
provided with a 24-7 
communication device 
(pager) 

Planning  
  
 

 

Equipment & 
Systems 

ECDOH  
  
 

 

ECDOH 

OPHEP 

SMART  
  
 

OPHEP 

SMART 

  

  2. Organize 
volunteers and 
assign them to 

2.1 Ensure that 
volunteer agencies 
have a point of  contact 

2.1.1 Designate a 
Volunteer Coordination 

Planning ECDOH OPHEP 

SMART 
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Capability Observation 
Title Recommendation Corrective Action 

Description 
Capability 
Element 

Primary 
Responsible 

Agency 
Agency 

POC 
Start 
Date 

Completion 
Date 

response 
operations 

for the incident Staff for future responses  

2.1.2 Designate a Liaison 
Officer to interface with 
participating agencies 

    2.2 Ensure that 
volunteers are briefed 
and receive 
appropriate just in time 
training 

2.2.1 Include volunteers in 
all appropriate incident 
briefings  

2.2.2 Ensure volunteers are 
provided with just-in-time 
training for assigned role 

2.2.3 Ensure SMART 
volunteers have received 
“Working in a POD” training

Planning  

 

Training  

 

Training 

 

 

ECDOH 

 

 

OPHEP 

SMART 

 
  
  

Aug 
2008 

 
  
  
 

Aug 2008 

  3. Integrate 
individuals’ 
skill sets with 
response 
operations 

3.1 Utilize volunteers 
effectively based on 
their credentials and 
qualifications 

3.1.1 Maintain accurate 
credentials of SMART 
volunteers  

3.1.2 Assign volunteers to 
appropriate response roles 
based on their credentials 
and skills 

Planning ECDOH OPHEP 

SMART 
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APPENDIX B 
NYSDOH TIME STUDY RESULTS 

chalmert
Inserted Text





Hepatitis A POD Time Study Results for 2/10/08

Time 
Arrived

Entered 
Education

Left 
Education

Time at 
Forms 
Screening

Entered 
Forms 
Screening

Left Forms 
Screening

Time at 
Forms 
Screening

Entered 
Med Eval

Exit Med 
Eval

Time at 
Med Eval

Entered 
Vacc

Left 
Vacc

Time at 
Vacc

Entered 
IG Left IG

Time at 
IG

Entered 
Waiting 

Left 
Waiting

Total 
wait 
before 
clinic

Total 
time in 
clinic # Screened

Average 
Time to 
Complete 
Clinic

13:18 13:20 13:28 0:08 13:30 13:31 0:01 0:00 0:06 13:33 13:39 0:06 13:39 13:48 0:02 0:30 1 0:30

17:20 17:29 17:36 0:07 17:40 17:44 0:04 0:00 17:45 17:51 0:06 0 17:51 18:07 0:09 0:47 2 0:38

17:20 17:29 17:36 0:07 17:40 17:44 0:04 0:00 17:45 17:51 0:06 0 17:51 18:07 0:09 0:47 3 0:41

17:20 17:29 17:36 0:07 17:40 17:44 0:04 0:00 17:45 17:51 0:06 0 17:51 18:07 0:09 0:47 4 0:42

16:30 16:43 16:54 0:11 16:54 16:55 0:01 0:00 16:56 16:58 0:02 0 16:58 17:06 0:13 0:36 5 0:41

16:30 16:43 16:54 0:11 16:54 16:55 0:01 0:00 16:56 16:58 0:02 0 16:58 17:06 0:13 0:36 6 0:40

11:00 12:26 12:31 0:05 12:32 12:34 0:02 12:37 12:38 0:01 0:00 12:40 12:44 0:04 12:44 12:59 1:26 1:59 7 0:51

11:35 12:50 12:55 0:05 12:56 12:59 0:03 13:00 13:02 0:02 13:03 13:06 0:03 0 13:06 13:16 1:15 1:41 8 0:57

11:00 12:26 12:31 0:05 12:32 12:34 0:02 0:00 0:00 12:40 12:44 0:04 12:59 1:26 1:59 1 9:42

11:35 12:50 12:55 0:05 13:00 13:02 0:02 0:00 13:03 13:06 0:03 0 13:16 1:15 1:41 2 5:41

12:00 14:18 14:24 0:06 14:24 14:30 0:06 0:00 14:46 14:48 0:02 0 15:04 2:18 3:04 3 4:49

12:00 14:18 14:24 0:06 14:24 14:30 0:06 0:00 14:46 14:48 0:02 0 15:04 2:18 3:04 4 4:22

12:00 14:18 14:24 0:06 14:24 14:30 0:06 0:00 14:46 14:48 0:02 0 15:04 2:18 3:04 5 4:07

12:00 14:18 14:24 0:06 14:24 14:30 0:06 0:00 14:46 14:48 0:02 0 15:04 2:18 3:04 6 3:56

12:10 13:47 13:55 0:08 13:55 13:57 0:02 0:00 14:02 14:06 0:04 0 14:16 1:37 2:06 7 3:40

12:30 13:20 13:28 0:08 13:29 13:31 0:02 0:00 13:32 13:35 0:03 0 13:46 0:50 1:16 8 3:22

12:45 14:20 14:25 0:05 14:25 14:29 0:04 0:00 14:30 14:36 0:06 0 14:46 1:35 2:01 9 3:13

13:32 13:47 13:55 0:08 14:01 14:04 0:03 0:00 14:05 14:13 0:08 0 14:23 0:15 0:51 10 2:59

14:00 14:55 15:00 0:05 15:02 15:05 0:03 0:00 15:05 15:16 0:11 0 15:27 0:55 1:27 11 2:50

14:10 15:15 15:24 0:09 15:24 15:25 0:01 0:00 15:26 15:29 0:03 0 15:45 1:05 1:35 12 2:44

14:10 15:15 15:24 0:09 15:24 15:25 0:01 0:00 15:26 15:29 0:03 0 15:45 1:05 1:35 13 2:39

14:25 15:30 15:34 0:04 15:35 15:37 0:02 0:00 15:37 15:45 0:08 0 15:37 1:05 1:12 14 2:33

15:30 16:30 16:34 0:04 16:35 16:36 0:01 0:00 16:53 16:56 0:03 0 17:06 1:00 1:36 15 2:29

15:30 16:30 16:34 0:04 16:35 16:36 0:01 0:00 16:53 16:56 0:03 0 17:06 1:00 1:36 16 2:25

16:00 16:30 16:36 0:06 16:36 16:38 0:02 0:00 16:38 16:44 0:06 0 18:54 0:30 2:54 17 2:27

Clinic did not open  until 11:00 am as scheduled
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Hepatitis A POD Time Study Results for 2/12/08

Time 
Arrived

Entered 
Education

Left 
Education

Time at 
Forms 
Screening

Entered 
Forms 
Screening

Left Forms 
Screening

Time at 
Forms 
Screening

Entered 
Med Eval

Exit 
Med 
Eval

Time at 
Med 
Eval

Entered 
Vacc

Left 
Vacc

Time at 
Vacc

Entered 
IG Left IG

Time at 
IG

Entered 
Waiting 

Left 
Waiting

Total 
wait 
before 
clinic

Total time 
in clinic # Screened

Average 
Time to 
Complete 
Clinic

10:15 10:42 10:47 0:05 10:49 10:49 0:00 0:00 10:49 10:51 0:02 0:00 10:51 10:59 0:27 0:44 1 0:44
10:30 10:50 10:57 0:07 11:03 11:04 0:01 0:00 11:05 11:10 0:05 0:00 11:10 11:15 0:20 0:45 2 0:44
9:50 10:15 10:25 0:10 10:27 10:31 0:04 10:31 10:34 0:03 10:34 10:37 0:03 0:00 10:37 10:50 0:25 1:00 3 0:49

10:40 10:49 10:57 0:08 11:03 11:05 0:02 0:00 11:06 11:08 0:02 0:00 11:08 11:15 0:09 0:35 4 0:46
9:50 10:15 10:23 0:08 10:23 10:24 0:01 0:00 10:24 10:33 0:09 0:00 10:34 10:44 0:25 0:54 5 0:47

11:05 11:10 11:19 0:09 11:21 11:25 0:04 11:25 11:28 0:03 11:28 11:33 0:05 0:00 11:33 11:43 0:05 0:38 6 0:46
9:20 10:05 10:13 0:08 10:14 10:28 0:14 0:00 10:30 10:35 0:05 0:00 10:35 10:45 0:45 1:25 7 0:51

10:05 10:38 10:47 0:09 10:52 10:57 0:05 0:00 10:58 11:00 0:02 0:00 11:00 11:10 0:33 1:05 8 0:53
12:00 12:05 12:15 0:10 12:15 12:16 0:01 0:00 12:16 12:19 0:03 0:00 12:19 12:25 0:05 0:25 9 0:50
11:15 11:21 11:31 0:10 11:33 11:35 0:02 0:00 11:36 11:38 0:02 0:00 11:38 11:52 0:06 0:37 10 0:48
11:40 11:49 12:00 0:11 12:05 12:07 0:02 0:00 12:07 12:10 0:03 0:00 12:10 12:22 0:09 0:42 11 0:48
12:20 12:26 12:35 0:09 12:35 12:37 0:02 0:00 12:37 12:39 0:02 0:00 12:40 12:50 0:06 0:30 12 0:46
11:30 11:49 12:00 0:11 12:01 12:05 0:04 12:05 12:05 0:00 12:06 12:09 0:03 0:00 12:10 12:20 0:19 0:50 13 0:46
10:30 10:50 10:55 0:05 11:04 11:06 0:02 0:00 11:07 11:20 0:13 0:00 11:20 11:30 0:20 1:00 14 0:47
12:08 12:14 12:25 0:11 12:25 12:28 0:03 0:00 12:29 12:30 0:01 0:00 12:32 12:45 0:06 0:37 15 0:47
12:30 12:40 12:46 0:06 12:46 12:50 0:04 0:00 12:55 12:57 0:02 0:00 12:57 13:10 0:10 0:40 16 0:46
12:35 12:37 12:45 0:08 12:46 12:49 0:03 12:51 12:52 0:01 12:55 12:55 0:00 0:00 12:55 13:10 0:02 0:35 17 0:46
11:45 11:50 12:01 0:11 12:02 12:05 0:03 0:00 12:05 12:09 0:04 0:00 12:09 12:30 0:05 0:45 18 0:45
13:00 13:10 13:20 0:10 13:20 0:00 13:24 13:28 0:04 0:00 13:28 13:32 0:10 0:32 19 0:45
13:10 13:25 13:32 0:07 13:32 13:34 0:02 0:00 13:35 13:39 0:04 0:00 13:39 13:46 0:15 0:36 20 0:44
13:00 13:20 13:30 0:10 13:35 13:37 0:02 0:00 13:37 13:39 0:02 0:00 13:40 13:50 0:20 0:50 21 0:45
10:33 10:53 11:00 0:07 11:00 11:07 0:07 0:00 0:00 11:07 11:11 0:04 11:11 11:18 0:20 0:45 22 0:45
9:35 10:15 10:22 0:07 10:27 10:29 0:02 0:00 0:00 10:30 10:33 0:03 10:33 10:45 0:40 1:10 23 0:46
9:55 10:15 10:25 0:10 10:33 10:34 0:01 0:00 0:00 10:36 10:38 0:02 10:38 10:39 0:20 0:44 24 0:46

10:30 10:49 10:57 0:08 11:03 11:03 0:00 0:00 0:00 11:03 11:16 0:13 11:16 11:25 0:19 0:55 25 0:46
10:30 10:49 10:57 0:08 11:05 11:05 0:00 0:00 0:00 11:05 11:12 0:07 11:12 11:25 0:19 0:55 26 0:46
11:15 11:24 11:32 0:08 11:32 11:37 0:05 0:00 0:00 11:37 11:42 0:05 11:42 11:55 0:09 0:40 27 0:46
10:45 11:04 11:10 0:06 11:10 11:12 0:02 11:12 11:13 0:01 0:00 11:14 11:16 0:02 11:16 11:29 0:19 0:44 28 0:46
9:45 10:15 10:20 0:05 10:24 10:26 0:02 0:00 0:00 10:29 10:34 0:05 10:35 10:45 0:30 1:00 29 0:46

11:40 11:50 12:00 0:10 12:00 12:04 0:04 0:00 0:00 12:05 12:10 0:05 12:10 12:45 0:10 1:05 30 0:47
15:00 15:15 15:21 0:06 15:26 15:28 0:02 15:33 15:34 0:01 15:35 15:39 0:04 0:00 15:39 15:50 0:15 0:50 31 0:47
14:30 14:36 14:37 0:01 14:39 14:50 0:11 0:00 14:52 14:56 0:04 0:00 14:57 15:07 0:06 0:37 32 0:47
11:30 11:49 12:01 0:12 12:02 12:04 0:02 0:00 12:05 12:06 0:01 0:00 12:06 12:16 0:19 0:46 33 0:47
13:30 13:57 14:12 0:15 14:13 14:17 0:04 0:00 14:17 14:18 0:01 0:00 14:18 14:28 0:27 0:58 34 0:47
13:45 14:00 14:13 0:13 14:14 14:16 0:02 14:16 14:21 0:05 0:00 14:22 14:26 0:04 14:26 14:45 0:15 1:00 35 0:47
15:08 15:15 15:20 0:05 15:22 15:32 0:10 0:00 15:32 15:37 0:05 0:00 15:37 15:50 0:07 0:42 36 0:47
11:26 11:33 11:45 0:12 11:45 11:46 0:01 11:46 11:49 0:03 11:49 12:01 0:12 0:00 12:03 12:10 0:07 0:44 37 0:47
14:58 15:00 15:11 0:11 15:12 15:14 0:02 0:00 15:14 15:16 0:02 0:00 15:16 15:26 0:02 0:28 38 0:47
13:20 13:24 13:31 0:07 13:38 13:39 0:01 0:00 13:41 13:43 0:02 0:00 13:43 13:53 0:04 0:33 39 0:46
15:00 15:01 15:11 0:10 15:11 15:13 0:02 0:00 15:14 15:18 0:04 0:00 15:19 15:30 0:01 0:30 40 0:46
15:23 15:24 15:33 0:09 15:37 15:39 0:02 0:00 15:40 15:43 0:03 0:00 15:44 15:55 0:01 0:32 41 0:45
14:47 15:00 15:12 0:12 15:12 15:17 0:05 15:17 15:20 0:03 15:20 15:22 0:02 0:00 15:22 15:30 0:13 0:43 42 0:45
15:30 15:38 15:49 0:11 15:49 15:55 0:06 0:00 15:55 16:00 0:05 0:00 16:00 16:10 0:08 0:40 43 0:45
15:32 15:37 15:48 0:11 15:53 15:54 0:01 0:00 15:55 15:58 0:03 0:00 15:58 16:06 0:05 0:34 44 0:45
10:10 10:38 10:45 0:07 10:52 10:53 0:01 0:00 10:53 10:56 0:03 0:00 10:56 10:56 0:28 0:46 45 0:45
9:20 10:05 10:13 0:08 10:14 10:23 0:09 0:00 0:00 10:25 10:28 0:03 10:28 10:38 0:45 1:18 46 0:46

16:05 16:10 16:17 0:07 16:17 16:20 0:03 0:00 16:20 16:22 0:02 0:00 16:22 16:31 0:05 0:26 47 0:45
14:50 15:00 15:12 0:12 15:15 15:17 0:02 0:00 15:17 15:20 0:03 0:00 15:20 15:30 0:10 0:40 48 0:45
11:48 11:50 12:00 0:10 12:00 12:01 0:01 0:00 12:02 12:04 0:02 0:00 12:04 12:04 0:02 0:16 49 0:45
15:20 15:35 15:48 0:13 15:52 15:55 0:03 0:00 15:56 16:00 0:04 0:00 16:00 16:10 0:15 0:50 50 0:45
16:00 16:19 16:29 0:10 16:30 16:31 0:01 0:00 16:31 16:34 0:03 0:00 16:34 16:39 0:19 0:39 51 0:45
15:25 15:35 15:44 0:09 15:52 15:53 0:01 0:00 15:54 15:55 0:01 0:00 15:55 16:06 0:10 0:41 52 0:4455



Hepatitis A POD Time Study Results for 2/12/08

Time 
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Forms 
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Screening

Time at 
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Time at 
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Total time 
in clinic # Screened
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Time to 
Complete 
Clinic

15:45 15:51 16:04 0:13 16:11 16:12 0:01 0:00 16:13 16:15 0:02 0:00 16:15 16:28 0:06 0:43 53 0:44
15:15 15:35 15:50 0:15 15:51 15:54 0:03 0:00 15:54 16:04 0:10 0:00 16:04 16:14 0:20 0:59 54 0:45
16:06 16:16 16:28 0:12 16:35 16:40 0:05 0:00 16:41 16:50 0:09 0:00 16:51 17:01 0:10 0:55 55 0:45
16:44 16:45 16:53 0:08 16:58 16:59 0:01 0:00 17:00 17:01 0:01 0:00 17:01 17:08 0:01 0:24 56 0:44
16:30 16:43 16:54 0:11 16:54 16:55 0:01 0:00 16:56 16:58 0:02 0:00 16:58 17:06 0:13 0:36 57 0:44
16:25 16:43 16:49 0:06 16:49 16:52 0:03 0:00 16:53 17:02 0:09 0:00 17:02 17:13 0:18 0:48 58 0:44
16:10 16:19 16:30 0:11 16:35 16:37 0:02 0:00 16:38 16:40 0:02 0:00 16:40 16:40 0:09 0:30 59 0:44
16:50 16:57 17:05 0:08 17:08 17:10 0:02 0:00 17:10 17:12 0:02 0:00 17:12 17:17 0:07 0:27 60 0:44
16:18 16:32 16:41 0:09 16:42 16:50 0:08 16:50 16:54 0:04 16:54 16:57 0:03 0:00 17:21 17:22 0:14 1:04 61 0:44
16:18 16:32 16:41 0:09 16:42 16:50 0:08 16:50 16:54 0:04 16:54 16:57 0:03 0:00 17:21 17:22 0:14 1:04 62 0:44
16:18 16:32 16:41 0:09 16:42 16:50 0:08 16:50 16:54 0:04 16:54 17:16 0:22 0:00 17:21 17:22 0:14 1:04 63 0:45
16:18 16:32 16:41 0:09 16:42 16:50 0:08 16:50 16:54 0:04 16:54 17:16 0:22 0:00 17:21 17:22 0:14 1:04 64 0:45
19:20 19:34 19:45 0:11 19:45 19:51 0:06 0:00 19:51 19:55 0:04 0:00 19:55 20:05 0:14 0:45 62 0:47
19:00 19:10 19:15 0:05 19:26 19:27 0:01 0:00 19:30 19:32 0:02 0:00 19:32 19:42 0:10 0:42 63 0:47
16:30 16:43 16:53 0:10 16:54 16:55 0:01 0:00 16:57 17:01 0:04 0:00 17:01 17:11 0:13 0:41 64 0:47
16:15 16:19 16:29 0:10 16:30 16:32 0:02 0:00 16:33 16:34 0:01 0:00 16:35 16:40 0:04 0:25 65 0:47
17:28 17:29 17:35 0:06 17:39 17:44 0:05 0:00 17:46 17:47 0:01 0:00 17:48 17:59 0:01 0:31 66 0:46
17:30 17:40 17:45 0:05 17:46 17:47 0:01 17:47 17:50 0:03 17:52 17:53 0:01 17:54 18:06 0:10 0:36 67 0:46
18:50 18:53 19:06 0:13 19:07 19:11 0:04 19:11 19:24 0:13 19:24 17:39 0:00 19:39 19:48 0:03 0:58 68 0:46
18:50 18:55 19:06 0:11 19:06 19:14 0:08 0:00 19:14 19:15 0:00 19:15 19:27 0:05 0:37 69 0:46
18:35 18:40 18:49 0:09 18:52 18:55 0:03 0:00 18:56 18:58 0:00 18:58 19:05 0:05 0:30 70 0:46
18:30 18:30 18:38 0:08 18:42 18:44 0:02 0:00 18:49 18:51 0:00 18:51 19:06 0:00 0:36 71 0:46
2:55 3:01 3:10 0:09 3:14 3:15 0:01 0:00 3:16 3:17 0:00 3:18 3:26 0:06 0:31 72 0:46

17:25 17:29 17:36 0:07 17:37 17:38 0:01 0:00 17:38 17:42 0:00 17:42 17:50 0:04 0:25 73 0:45
17:20 17:31 17:39 0:08 17:39 17:42 0:03 0:00 17:42 17:46 0:00 17:46 17:53 0:11 0:33 74 0:45
19:00 19:10 19:18 0:08 19:26 19:30 0:04 0:00 19:31 19:35 0:00 19:35 19:49 0:10 0:49 75 0:45
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Hepatitis A POD Time Study Results for 2/13/08

Time 
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Entered 
Education

Left 
Education

Time at 
Forms 
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Entered 
Forms 
Screening

Left Forms 
Screening

Time at 
Forms 
Screening

Entered 
Med Eval

Exit 
Med 
Eval

Time at 
Med 
Eval

Entered 
Vacc

Left 
Vacc

Time at 
Vacc

Entered 
IG Left IG

Time at 
IG

Entered 
Waiting 

Left 
Waiting

Total 
wait 
before 
clinic

Total 
time in 
clinic # Screened

Average 
Time in 
Process

12:45 12:54 13:06 0:12 13:06 13:08 0:02 0:00 13:08 13:10 0:02 0:00 13:10 13:15 0:09 0:30 1 0:30
11:35 11:45 11:51 0:06 11:52 11:55 0:03 0:00 0:00 11:56 12:05 0:09 12:05 12:18 0:10 0:43 2 0:36
12:31 12:36 12:42 0:06 12:51 12:54 0:03 0:00 0:00 12:55 13:05 0:10 13:02 13:13 0:05 0:42 3 0:38
11:35 11:45 11:52 0:07 11:52 11:55 0:03 11:55 11:57 0:02 0:00 11:57 12:00 0:03 12:00 12:08 0:10 0:33 4 0:37
12:10 12:20 12:34 0:14 12:34 12:42 0:08 12:42 12:50 0:08 0:00 12:50 12:54 0:04 12:54 13:05 0:10 0:55 5 0:40
12:25 12:36 12:47 0:11 12:47 12:49 0:02 0:00 12:50 12:53 0:03 0:00 12:53 13:06 0:11 0:41 6 0:40
13:10 13:15 13:23 0:08 13:24 13:26 0:02 0:00 0:00 13:27 13:29 0:02 13:29 13:39 0:05 0:29 7 0:39
11:50 11:55 12:00 0:05 12:01 12:04 0:03 0:00 0:00 12:04 12:05 0:01 12:05 12:21 0:05 0:31 8 0:38
12:25 12:35 12:46 0:11 12:47 12:50 0:03 0:00 0:00 12:51 12:53 0:02 12:53 13:00 0:10 0:35 9 0:37
13:05 13:16 13:24 0:08 13:25 13:28 0:03 13:28 13:29 0:01 0:00 13:31 13:34 0:03 13:34 13:43 0:11 0:38 10 0:37
12:30 12:35 12:48 0:13 12:54 12:57 0:03 0:00 12:58 12:59 0:01 0:00 13:00 13:07 0:05 0:37 11 0:37
13:15 13:18 13:25 0:07 13:25 13:27 0:02 0:00 0:00 13:30 13:33 0:03 13:33 13:43 0:03 0:28 12 0:36
11:40 11:45 11:51 0:06 11:55 11:57 0:02 0:00 11:58 12:05 0:07 0:00 12:05 12:15 0:05 0:35 13 0:36
11:40 11:45 11:51 0:06 11:55 11:57 0:02 0:00 11:58 12:05 0:07 0:00 12:05 12:15 0:05 0:35 14 0:36
11:40 11:45 11:51 0:06 11:55 11:57 0:02 0:00 11:58 12:05 0:07 0:00 12:05 12:15 0:05 0:35 15 0:36
11:40 11:45 11:51 0:06 11:55 11:57 0:02 0:00 11:58 12:05 0:07 0:00 12:05 12:15 0:05 0:35 16 0:36
11:40 11:45 11:51 0:06 11:55 11:57 0:02 0:00 11:58 12:05 0:07 0:00 12:05 12:15 0:05 0:35 17 0:36
13:40 13:54 14:00 0:06 14:00 14:03 0:03 0:00 14:03 14:05 0:02 0:00 14:05 14:22 0:14 0:42 18 0:36
14:15 14:24 14:30 0:06 14:30 14:33 0:03 0:00 14:33 14:35 0:02 0:00 14:35 14:47 0:09 0:32 19 0:36
11:40 11:55 12:00 0:05 12:01 12:03 0:02 0:00 0:00 12:05 12:07 0:02 12:07 12:17 0:15 0:37 20 0:36
12:15 12:48 12:56 0:08 13:00 13:02 0:02 0:00 13:02 13:04 0:02 0:00 13:04 13:14 0:33 0:59 21 0:37
14:25 14:35 14:47 0:12 14:48 14:50 0:02 0:00 0:00 14:51 15:52 1:01 14:52 15:03 0:10 0:38 22 0:37
16:10 16:24 16:31 0:07 16:31 16:33 0:02 0:00 0:00 16:33 16:35 0:02 16:35 16:46 0:14 0:36 23 0:37
15:29 15:39 15:47 0:08 15:51 15:57 0:06 0:00 15:58 16:05 0:07 0:00 16:05 16:20 0:10 0:51 24 0:38
14:25 14:37 14:47 0:10 14:48 14:49 0:01 0:00 0:00 14:50 14:53 0:03 14:53 14:55 0:12 0:30 25 0:37
14:54 15:05 15:15 0:10 15:16 15:17 0:01 15:17 15:19 0:02 15:19 15:24 0:05 0:00 15:24 15:36 0:11 0:42 26 0:37
15:45 15:50 16:00 0:10 16:00 16:02 0:02 16:02 16:05 0:03 16:05 16:09 0:04 0:00 16:09 16:19 0:05 0:34 27 0:37
15:17 15:20 15:28 0:08 15:29 15:32 0:03 0:00 15:33 15:37 0:04 0:00 15:37 15:50 0:03 0:33 28 0:37
15:48 15:52 15:59 0:07 15:59 16:03 0:04 0:00 16:04 16:06 0:02 0:00 16:07 16:16 0:04 0:28 29 0:37
15:20 15:38 15:45 0:07 15:45 15:50 0:05 15:50 15:53 0:03 15:53 16:05 0:12 0:00 16:05 16:15 0:18 0:55 30 0:37
14:15 14:25 14:32 0:07 14:33 14:34 0:01 0:00 0:00 14:36 14:38 0:02 14:39 14:49 0:10 0:34 31 0:37
14:45 14:51 14:59 0:08 14:59 15:02 0:03 0:00 15:02 15:05 0:03 0:00 15:05 15:17 0:06 0:32 32 0:37
16:40 16:50 17:02 0:12 17:02 17:08 0:06 0:00 17:08 17:11 0:03 0:00 17:11 17:28 0:10 0:48 33 0:37
14:20 14:25 14:32 0:07 14:32 14:35 0:03 0:00 14:36 14:42 0:06 14:36 14:42 0:06 14:49 14:59 0:05 0:39 34 0:37
14:40 14:51 14:59 0:08 15:03 15:03 0:00 15:03 15:07 0:04 15:08 15:10 0:02 0:00 15:10 15:17 0:11 0:37 35 0:37
16:20 16:24 16:33 0:09 16:36 16:37 0:01 0:00 16:38 16:40 0:02 0:00 9:50 16:52 0:04 0:32 36 0:37
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