Hospital Communications Exercise

FAR ECOMM Simulated Emergency Test

Oct. 4, 2003 – Phase II - After-Action Report

Phase II: 1030-1130:  Districts 1, 2, 3, and 4 - Hospital Communications Test

Mission #: 03-T-530

During the second phase of the fall Simulated Emergency Test (SET), Med-Net Control (WW7MST) and Harborview Medical Center attempted to identify a communication path, and exchange hospital information, with most of the hospitals in Districts 1-4 (all besides King and Pierce Counties). In many cases this was the first attempt at communicating with these hospitals. 

Objectives:

1) Test the communication paths from each hospital in Western Washington, organized by the Bioterrorism Health Districts, using 6M repeaters wherever possible, and 2M/70cm as an optional communication path. 

2) Test our ability to communicate with hospital in Vancouver, BC, and Portland, OR.

3)  Practice the use of the Hospital Capacity Report form and obtaining the bed count information

Participation:
Med-Net or Harborview were able to communicate with twenty-one (21) of the thirty-one (31) possible hospitals in the four districts,(including Vancouver, BC and Portland) either on 6-meter repeaters or the 2-meter repeater commonly used by Med-Net. Those hospitals which did not participate were mostly the smaller ones, and either had no operator assigned to them, or chose not to participate. One DMCC hospital, St. Peter’s Olympia, in District Three, chose not to participate, although radio operators were assigned there, and did operate from vehicles in the parking lot.  OHSU in Portland was not contacted to participate through an oversight; however, one hospital in District 3 reported contacting them. Many of the smaller hospitals had no installed radio equipment or antenna, so it was more complicated to have a radio operator assigned to them and bring their own equipment, although this did occur in several places. A sixty-nine percent (69%) participation rate for a first attempt is excellent. 
Activities:
Each district was encouraged to attempt to communicate with the other hospitals within their district, via amateur radio, during the period prior to the exercise. Each district should have an identified primary hospital, or Disaster Medical Control Hospital (DMCC), which should take the lead in determining hospital capacity for the district, and coordinating distribution of mass casualty patients. The Hospital Capacity Report form for each district should be utilized for this purpose. Some hospitals successfully used the Hospital Capacity Report for their respective district, others did not. 
Beginning at about 1030, Med-Net Control (Tactical: Med-Net; Call-sign: WW7MST) began polling all of the hospitals in each district in turn, beginning with the DMCC hospital for each district. The DMCC or district net control was to report the results of the district hospital net, and then each hospital in that district was polled to determine if Med-Net could contact them. The exercise was terminated at 1130.  One Net Control station polled the hospitals on 2-meter frequency 146.90, and the other Net Control Station polled them on several different pre-determined 6-meter repeaters. Med-Net had a very difficult time with the assigned 6-meter repeater for Districts 3 and 4, and there was a large time delay before Harborview was able to pick up the connection. We do not know if it was a programming problem, or a bad location. 
Lessons Learned: 
1) Med-Net should have programmed the new repeater frequencies into the radios in advance and tested them.  Med-Net was not able to use the Baw-Faw repeater for unknown reasons, and we should have learned that in advance.  We also should have attempted to see if using ONE 6-meter repeater was possible for the entire section.
2) The scheduling for polling stations in the various districts should have been more structured. One station reported that NCS operators on both 2M and 6M were trying to contact them at about the same time which was confusing and undesirable. Several other stations reported trying to check in to the 6M repeater but found no-one there to respond. (This was partly because of the delay in trying to get Baw-Faw repeater programmed correctly, but was also a timing issue.) Since Med-Net started with District One and proceeded through District Four, and two different repeaters were being used, it would have been much better to allocate half the time to Districts One and Two, and the other half to Districts Three and Four. This is not a realistic process for real-world activations, but certainly for a first attempt and a test, better scheduling would have improved things. 
3) Several of the counties communicated with the other hospitals in their county to obtain bed-counts, etc.; however, none of the Districts went to the next step and had a DMCC hospital poll all the hospitals in the district to report up to Med-Net. This is both a training and coordination issue that will need to be addressed. 

4) The use of the Hospital Capacity report form will require additional training for the operators as it is a brand new concept for most. (This is true of additional procedures and forms used by Med-Net) 

5) The lack of installed amateur radio antennas on many hospitals hindered the ability to communicate with hospitals within each district, as well as with Med-Net or Harborview. The use of a roof-top antenna vs. a portable or car-based antenna can make a huge difference in distance and propagation capabilities. 

6) It is imperative that all of the hospitals purchase and install amateur radios and antennas at their facilities, as soon as funds can be allocated. Amateur Radio is still the most likely system that could be used in a real regional disaster for ALL of the hospitals to communicate with each other. 
7) The use of multiple repeaters on the same band is difficult for many locations, because of equipment limitations. Multi-band radios or multiple radios of more than one band are going to be needed to effectively institute both local and regional nets. It is unrealistic to expect every hospital to have 6-M capability, but at the least all the DMCC designated and alternate hospitals should be so equipped. 
8) The future use of packet radio to communicate needs to be standardized and uniformly developed. Some areas use it extensively, and others, including King County do not. An agreed upon standard for software and protocol needs to be determined, and the radio infrastructure (radios, TNC, and computers) should be built into equipment acquisition planning. 

Summary: 
Great strides were made across the entire W. Washington section with this exercise. Increased awareness and enthusiasm from the hospital perspective has resulted, with several hospitals making a commitment to learn more about the program, and several others agreeing to purchase radio equipment. Med-Net and Harborview have identified some steps that must be taken to further develop a communications network. The Amateur Radio teams in all the districts went to great and successful effort to participate and learn what was possible, and where the communication holes are. This exercise provides a platform for all of us to build on for future exercises, and to fulfill a vital role in supporting the healthcare community when our services are needed. 
As a result of the exercise, Harborview was able to communicate directly with Vancouver General Hospital in Vancouver, BC, and with SW Washington Medical Center in Vancouver, WA., which was a FIRST. 

A total of forty ham operators staffed the various hospitals, plus quite a number of others who participated from the local EOCs and other sites within each county. Their hours and miles were reported to their local jurisdictions. An estimated 100+ hours of time was contributed to this effort. Thanks to each and every one of them for their valuable and appreciated contribution. 
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