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Command

Summary of Assignment

On Sunday, August 28, 2005 most of the Team received an alert call to prepare for deployment allowing all members to reconfigure their clothing, kits, and personal supplies for a hurricane assignment. The actual team call out came about 1600 hours the same date. The information on the mission assignment was sketchy and very limited.  Instructions were for Team members to report to Port Allen, LA by 1800 on Monday August 29, 2005.  Due to the storm intensity most of the team members could not reach the destination until Tuesday August 30.  We remained at the Lock and Dam facility, USACE, Tuesday night and moved on Wednesday to the West Baton Rouge Parish 4-H facility (LSU Agricultural Center Research and extension) where we staged awaiting assignment. The Team organized six scouting teams, with FEMA approval, to look for likely base camp locations nearer the New Orleans area. A report was received later that morning indicating the need for logistical and operational support at the Louis Armstrong New Orleans International Airport where a field hospital had been operational for several days with little support. Early on the morning of Thursday September 1, the IMT traveled in two separate convoys to the airport with caterer and shower units in tow. By 1900 food was served, showers were operational and for the first time in several days medical, airport, and other support personnel ate their first cooked meals and showered.
Upon arrival at the Louis Armstrong New Orleans International Airport on September 1, the scene the IMT encountered could best be described as surreal.  Disaster Medical Assistance Teams (DMAT) had hundreds of patients scattered about the main terminal and ticketing area. Over 300 of these were confined to stretchers.  Most were the elderly and infirm, but many had injuries due to accidents related to the hurricane.  Medical personnel were stretched to the breaking point, security was minimal and the evacuation of displaced Americans had begun.  Evacuees were arriving by bus and helicopter; many appeared to come from nursing home environments.  The well and able were being processed with the sick and all co-mingled with each other despite efforts of separation.  On Sept. 2nd the situation grew worse as the evacuation progressed at a speed that did not seem sustainable.  Planes did arrive to start the airlift of evacuees to places unknown.  Sick were transported on military medical C-130’s and C-17’s.  While this certainly helped it did not gain any ground on the incoming numbers.  Peak activity occurred on Sept. 3rd   thru Sept. 4th when over 10,000 evacuees were reported transported on planes leaving the airport on over 60 flights (numbers were reported at meetings, but we have no confirmation, observations would indicated that these are close).

What Went Well

1. The IMT established meeting schedules and integrated all agencies and other entities with a presence at the airport. This was crucial for information exchange and development of the Incident Action Plan (IAP). An IAP was issued the second day after arrival with phone numbers, contact names, agency missions, feeding and showering schedules, and other pertinent information. Meetings were conducted to record issues of concern and find solutions to these and other problems. These meeting were also a source of input for gathering numbers of personnel onsite in order to know how many to feed and shower each shift.

Personnel on site, especially DMAT units, thought that development of the IAP and meeting schedule had a calming effect in the mass chaos that ensued during the first 5-6 (8/30 thru 9/5) days of the incident.

2. Personnel assigned to the DMAT teams on site worked tirelessly in response to the thousands of injured, infirm and elderly that arrived at the airport. Although there were many problems with support, procedures, logistics, etc. the DMAT personnel should be praised as heroes for their work and professionalism. They were surely responsible for saving numerous lives and giving comfort to hundreds more.

3. On site coordination and cooperation with military units (especially the 82nd Airborne) was welcomed and helped with overall organization and command and control. The 82nd Airborne arrived on site and built to over 2,200 personnel, however they were self-supporting and did not impact our feeding and showering of civilian and other military resources on site. The unit under command of Col. Victor Petrenko coordinated the establishment of a Joint Interagency Operations Center (JIOC). After the initial response of 9/1 thru 9/6 the 82nd Airborne brought all agencies onsite together at the JIOC to meet once per day and discuss issues and concerns and find resolutions.
4. Communications throughout the airport complex was disjointed at best. Some agencies had their own radios but few could talk outside of their networks. One agency needed to take the lead in providing standardized radio communications capability for all agencies. For this operation the Southern Red Team provided that leadership role. The communication role of the IMT was also important in establishing the JIOC. The Team COML supplied both voice and data including radio systems and distributed over 300 radios to over 10 agencies. On this incident it was more important to have handheld radios used in a tactical (radio to radio) environment.

5. Ordering of a dedicated Type 2 helicopter to carry internal loads and ferry personnel played a vital role in relieving critical orders throughout the incident. Due to poor communications, questionable road conditions, and heavy traffic, over-the-road deliveries often took 2-3 times the normal driving time. While this resource would not be needed for Mob Center/OSA and receiving and distribution missions, it should be considered anytime base camps or support camps are located in the affected zone.
6. The Buying Team and the IMT’s Ordering Manager were left at the 4-H facility in Port Allen that the team continued to lease. This was the closest location for getting immediate access to supplies.  Orders were placed from the airport to the ORDM and Buying Team who were then in position to fill orders quickly from their location. Ordering a helicopter to deliver supplies was a great success. This facilitated and greatly simplified the process for obtaining needed supplies.  

7. The health and safety record of the IMT was outstanding. The conditions that were first encountered certainly could have led to illness and injury. Constant vigilance of hygiene including waterless hand cleaners, wipes and hand washing surely allowed no “camp crud” to occur. There were no reports of gastro-intestinal problems, colds, etc. The only injury reported was one stubbed toe.

8. Damage should be expected at sites that are chosen near hurricane disasters. Our team and crews lived and set up ICP in Concourse B, gates B7 through B15.  The IMT’s Safety Officers had to be proactive and reasonable in their approach to mitigation. Simply saying “we can’t do that” would not have worked.  The areas used were inspected for hazards and mitigated thru creative means. Posting glow sticks at extinguisher locations, unlocking doors and closing certain areas to pedestrian traffic are just a few examples. Posting round the clock security, having a fire evacuation plan as well as riot plan and meeting locations were also done.  
9. The Operations Section took control of a hazardous and unsupervised helicopter evacuation effort. Potential was high for an aircraft accident to happen on the ground as dozens of helicopters jockeyed for position at the off loading ramp. Often off loading of evacuees was no more than a helicopter crewman pointing in which direction to leave the ship. Evacuees wandered about amid dozens of helicopter, all with rotors turning. The IMT’s Operations Section Chief quickly took control of the landing area and off loading of evacuees. Helicopters were organized into two rows, waited their turn to off load and DIVS guided evacuees to exits or baggage carts for transport to medical.
Areas of Concern and Recommendations 

1. One major point of disconnect was the impact of running the evacuation of displaced Americans through the Louis Armstrong New Orleans International Airport without regard for the ongoing DMAT field hospital operations. At all levels, within all agencies, no one was able to find who was in charge of the evacuation effort or how many evacuees would arrive at the airport site. Medical staff could not plan or schedule for the number of evacuees or the seriousness of the ill and injured.

Evacuees spent long hours, often overnight, with little or no food and no accommodations other than the spot of ground they occupied. The ill and injured overloaded the DMAT ability to treat them. In addition, the well and able were exposed to the ill because of overcrowding within the airport facility. The smell of body waste permeated the air as the huge numbers taxed the restroom facilities and persons often relieved themselves in place.

Recommendations: Although the situation was dire in New Orleans and evacuations were needed, communications is still the key to any successful operation. Proper planning, starting with a briefing of those at the airport, would have enabled those of us involved to assist with the evacuation, feeding, and comfort of evacuees. IMTs are ready at a moment’s notice to make adjustment, recommendations, and supply personnel to assist. These abilities have been developed through responses to the ever-changing fire environment that we are used to operating in.

2. The pending arrival of the President of the United States at the airport on Sept. 1st presented another challenge for the IMT. With no notice, the IMT was asked to leave the ICP in Concourse B and was not allowed back in for over 3 hours. The IMT was not allowed to take any personal possessions or Team equipment and forced to wait on the tarmac while federal police searched the area with dogs and jammed cell phone communications. In effect the IMT was not functioning while this occurred. 

Recommendations: We are sure that the President would not want to affect the work of responders in this situation. We are unable to recommend a solution, other than to make others aware of the situation.

3. The IMT received numerous disturbing phone calls and phone messages on the evening of Sept. 4 from an individual who said they were a Washington D.C. employee and spoke as if they had the highest authority. The individual informed the IC (by message) and the Logistics Section Chief (by personal call) that there was a riot in progress at the airport and that the IMT should escape the situation. No riot occurred and the IMT was well protected by our security personnel as well as many other security agencies within the facility.

Recommendations: Unconfirmed rumors can cause panic. Situational awareness is best left to those on the ground. IMTs need to come prepared to handle security concerns during any emergency, especially those that are non-fire and involve evacuations.

4. Possible exposure to body fluids, bacteria, and contagious disease.

Recommendations: IMT members stayed healthy and accident free during this assignment despite some health care type exposures. Crews and personnel were vigilant in their personal hygiene, wore gloves, and avoided as much exposure as possible. Training by professional health care workers and doctors was provided for all who were involved with patient transport. IMT members, especially those involved with operations and logistics, should be immunized for contagious diseases such as hepatitis, tetanus, and other communicable diseases.

5. Military support and interaction during declared national emergencies.

Recommendations: Disasters of this magnitude will surely require the support and use of regular military units as well as National Guard assets. Integration and definition of roles is not always clear. Often both civilian assets and military are tasked with identical missions. Supporting twice the assets at one location can become a logistical concern. Military assets should be self-supporting but often are not. Asking the military to not eat, shower, or use other facilities is uncomfortable and seems unfair when others have better arrangements. Using IMTs in support of the military if practical, but is this the role that IMT’s should play? Thought at the higher levels of disaster response should be given to this.

6. Denial of resource orders during surge through SACC.

Recommendation: Once the team had assembled at the assigned location and began to assess the situation it began the process of ordering needed personnel. Attempts were made but the IMT’s ordering manager was denied all orders and told that we could not place orders as the team was already filled. The IC made personal contact with an individual and they were able to solve the problem. Coordination Center personnel should be aware that their job is to support IMTs and if unclear on the ordering process should consult with their supervisors.

7. Ongoing and continuing work of procurement and contracting personnel after the incident.

Recommendation: It should be noted that procurement and contracting personnel will continue to work on FEMA related items well into the next fiscal year. Personnel should work in an overtime capacity and not impact their normal duties to close out these items. A means of reimbursement for time should be established and used by these personnel.

8. Appropriate funding for Southern Area IMTs to have the tools, supplies, and vehicles to respond to hurricanes and other disasters.

Recommendation: While this recommendation is not meant to exclude any other IMTs from funding for federal responses, it needs to be recognized that the Southern Area IMTs have been tasked almost every year since 1990 to respond to hurricanes and other FEMA declared disasters. The IMTs, both Red and Blue, have responded to over 30 hurricane assignments, the Shuttle recovery effort, the Oklahoma City bombing, and several USDA disease outbreaks. With the large amount of funds appropriated to other agencies, it only seems fair that the IMTs be able to procure such items as command trailers, generators, communication equipment, etc. We continue to see agency after agency arrive at these assignments with motor homes, trailers and other equipment, yet their part of the response is generally much more narrowly focused than ours. If we are to share in the burden, we should share in the financing.

9. Non-fire supplies stored at the Southern Area Cache or other caches.

Recommendation: Certain supplies that are non-fire in nature should be allowed to be stored at local or regional caches. It seems apparent that IMTs will continue to support and respond to FEMA assignments. Stocking of generators, light kits, safety/reflective vests, traffic cones, glow sticks, hand sanitizer, etc., could greatly aid IMTs during the initial stages of disasters.

10. Critical Incident Stress Debriefing Teams were available and used; however, the original concept was to have crews and teams travel outside of their normal return route and “require” that they attend a critical incident stress debriefing. 
Recommendations: Although CISD can help individuals with those needs, requiring individuals or crews to attend debriefings will surely not achieve the desired outcome. The idea of having these teams available is to be commended; however these teams need to be mobile and able to travel to the crews’ location or site of need. The IMT’s HRSP may be the best contact and representative for communications with CISD teams.
11. The Operations Section of the Southern Area Incident Management Team noticed that there was a need for the ICS system in the air operations arena.  Military aircraft were flying into the airport landing and off loading evacuees.  There was no coordination as to how to move evacuees from the flight line safely.  The evacuees were walking behind aircraft with rotors turning.  There were few to no trained helicopter personnel on the deck to off load and direct aircraft, plan missions for reconnaissance or law enforcement into the affected area, or marshaling of aircraft for an entire 24-hour period.

Recommendations: Under ICS, the Air Operations Branch Director (AOBD) needs to be in place to facilitate safe air operations along with an individual for Air Support.  A central point of contact for military helicopter operations is needed to provide for a safe and effective operation.  The use of trained and carded helicopter crewmembers (HECM) for managing the deck operations of unloading/ transport/marshaling of aircraft by all agencies involved was identified.  A need for a daily shift change briefing with air resources in order to capture any changes in the frequencies, priorities, and safety concerns.  A detailed daily-unified Air Operations Plan is needed to cover the safety issues, identify key contacts from all cooperating agencies; and develop a clear operations plan based on missions planned.  The staffing of the tower (military/FAA) for flight operations for incoming and out-going aircraft was essential but we need the ability to monitor and communicate with them.  Coordination on the location of law enforcement, military, and medical staff to specific areas will result in less congestion on the flight deck.  Include safety items such as high visible vests, nightglow sticks, and landing batons for both night/day operations in list of equipment to bring by team operations personnel.

12. There was no dedicated security resources located at the helicopter landing area.  Numerous agencies were seen at the landing, triage, and staging areas but no agency ever dedicated resources to this function despite requests from the IMT.  This initial contact for the evacuees into the airport property was a point where numerous weapons and ammunition were voluntarily surrendered.

Recommendations: The agency that had law enforcement responsibility for the evacuation should have provided security for response personnel.  Numerous law enforcement agencies were present but none would step forward, brave the outside heat and take on this role. IMTs should be aware of this problem when any evacuation is in progress, even if the IMT is not in charge of the evacuation effort. 
13. Lack of Unified Leadership:

a. There was an apparent and real lack of common leadership until the IMT arrived on scene at the New Orleans International Airport, Thursday, September 1, 2005.  Upon arriving, the IMT made contact with Disaster Medical Assistance Team (DMAT) leaders and looked for FEMA leadership.  The Mission Support Team (MST) coordinator dressed in FEMA embroidered polo shirt claimed to be the lead FEMA medical official at the airport.  The IMT learned that the FEMA individual was actually NDMS, and spoke only for medical personnel. Interaction between the groups was very limited, resulting in each group enthusiastically pursuing their mission independent of other groups.

b. The IMT established a meeting schedule and issue solving process at the initial meeting, responsive to DMAT concerns.  The PSC was requested to facilitate a DMAT meeting the following day after the morning leadership huddle.

Recommendation: Encourage additional training to embrace ICS and a Unified Command structure for disasters. The IMT tried to enact a unified organization concept and this worked to a degree; however the Unified Command concept was foreign to most agencies and others resisted sharing in command. 
14. Resources arrived at the New Orleans ICP that were never ordered by our IMT.  One possibility is that other entities with access to the ordering system appeared to be ordering resources without consulting the IC.  Also, the numbers of personnel assigned to the IMT never exceed 225, but a HRSP arrived unannounced and unexpectedly.  Early on several forklift operators were ordered under the IMT’s O numbers, but not by the team, and were not needed for a base camp operation. Several team personnel had orders to report to Denton TX. Where only ESF 4 personnel would have been.
Recommendations: SACC should review their ordering process and determine how these snafus occurred. It appears that in several cases it was as simple as not changing the reporting location with the ROSS order before sending the order. 
15. A letter dated September 20, 2005 indicated that personal cell phones used during FEMA incidents would not be reimbursed for use. The letter further defined the need to use FEMA cell phones or order FEMA phones thru their (FEMA’s) system.

Recommendations: The lack of cell phone coverage and hard line phones in the first couple of days did delay the ordering process and impeded the ability of the IMT to communicate important information up the line. At no time during this incident was there a FEMA person on site with any ability to order FEMA phones. Often the only working cell phone was a personal phone. A system to identify whose cell phones should be reimbursed needs to be determined (IC letter, no personal call, etc.). Key IMT personnel such as the Ordering Manger, Facilities Unit Leader, Finance and some others incurred charges in excess of $400 on their personal cell phones. These individuals used their phones for incident business and should be reimbursed. The IMT does have a Team cell phone kit, but mailing or delivery of the kit into a disaster area was not possible early in the incident.
Recommendation: We should pursue integrating FEMA into ISUITE as soon as possible so FEMA can extract daily cost summary information without the Team being required to print hard copies of reports.  Reports are requested in numerous formats, already available in ICARS.
16. The various emergency responders were acting as separate entities and were not responding to the emergency under a unified command structure. Although the Red Team has overcome the lack of ICS involvement of other agencies we still encountered some problems that could have been avoided if all agencies practiced ICS. Examples of these include: no in-briefing, inconsistent shift schedules, confusion over authority and roles, lack of organization, and duplication of processes.

Recommendations: FINAL AND PERHAPS THE MOST IMPORTANT…....Organize under NIMS (National Incident Management System) and use ICS for overall command and control (Incident Command System). In a memorandum dated March 1, 2004 Tom Ridge, former Secretary for Homeland Security, directs all federal and state agencies in support of a declared federal disaster to adopt the National Incident Management System for disaster response and preparedness. Once again this year it is clear that state and federal agencies need to urgently work to accomplish this Presidential Directive (HSPD-5). Key agencies such as FEMA and other state and federal agencies need to complete the Presidential Directive (HSPD-5). Train together with National Incident Management Teams and/or develop courses that facilitate this need. 
Conclusions
This assignment was one of the most challenging incidents the Southern Area “Red Team” IMT has ever encountered. Once again it shows the versatility of wildland fire IMTs. It leads one to wonder what would happen in the event of terrorism or other man-made disaster. Our conclusion is that the United States is not prepared and that the National Response Plan (NRP) has not been adopted by many of the key agencies in the response arena. Unified organizations are what the IMT strives for mainly because unified command is a foreign concept to other agencies. The end product should be a unified command structure as presented in the NRP.  

George Custer

Incident Commander

Southern Area Red Team
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