Operation Good Neighbor
Shelter Operations, AZ State Fairgrounds

Phoenix, Arizona

Lessons Learned

John Philbin’s CWZ IMT, Southwest Area GACC

September 3-23, 2005

This mission was so different than most, the team felt it was important to document the lessons learned in detailed form, so that others who are cast into this role may build on the lessons learned from this event.  Each function submitted a detailed report and all information will be captured in this document.
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1. What was the most notable success at the incident that others may learn from?

· Incident Commander

A. The most notable success of Operation Good Neighbor was the cooperative effort by more than 83 agencies and organizations to safely shelter almost 600 evacuees and to effectively transition the shelter evacuees and more than 1000 self-evacuees to long term personal recovery.
B. Another important success was the organization of the faith-based groups with able guidance from a special assistant to the Governor.  They were able to provide assistance that was structured and contributed in many positive ways to the mission.

· Operations Section

A. Organizing the incident into Branches; Shelter, Medical, Transportation, Donation, and Transition.  The Branches were designed to coordinate and facilitate the work with 83+ agencies and organizations involved in this operation.   

B. Having Chuck McHugh, Arizona Division of Emergency Management (ADEM), assigned as a Liaison to the Incident Management Team (IMT) was invaluable. His contributions to the success are too numerous to list.

C. Incident Command System (ICS/NIMS) works.  The shelter provided exceptional customer services to the evacuees.

D. Worked hard to develop relationships with the agencies and organizations to help people learn what the IMT role is and what the IMT could provide for them.  Rather than having the “We are in Charge” attitude, the IMT facilitated, coordinated and cooperated with all to make this a successful operation.

· Shelter Branch 

a. The organization of the incident.


b. The evacuee’s comments as to the hospitality, kindness and compassion showed to them by the IMT, volunteers and workers. 

· Medical Branch
a. The organization and coordination that the IMT brought to the incident.

b. The medical function was taken out of Logistics and placed in Operations due to the scope of the mission and the significant # of patients and medical personnel staffing the Branch.

· Transportation Branch
a. More drivers doesn’t mean things will run smoother.

b. Adjusting to the differences between a fire assignment and all risk. 

c. The satisfaction of helping the evacuees.

d. RADO’s keeping an open mind and adapting to a totally different situation than the normal fire. 

· Donation Branch
a. Vital part of any disaster operation to get a handle on the public wanting to help. 

· Transition Branch
a. Interagency cooperation of the federal, state, local, private and volunteer agencies.

b. A One-Stop-Shop for “social services” that transitioned the evacuee’s out from the shelter and into the community.  This model could be used for day-to-day business. 

· Logistics Section

A. The IMT played the essential role of getting 83+ different agencies and organizations to work together, eliminating redundancy and duplication of efforts in accomplishing the mission.  

B. Using NIMS as the managing system, all agencies could see where they fit into the overall organization.  NIMS is the only current way to manage large scale incidents is the only way to go.

· Supply, the NIMS system works! It takes a while for all to understand but it works.

· Ordering, when all agencies involved finally met and resolved how the ordering process was going to take place things worked smoother than in the beginning with multiple agencies doing their own thing, the ordering process was speeded up at this point.

· Finance Section

· Capturing costs were extremely difficult due to the lack of understanding of the Finance Section.  Major resistance was presented by many participants due to “turf wars” about who was in charge.

· Information Section

A. Providing detailed information to the evacuees rather than the normal “public information and media role”.

B. Providing rumor control for evacuees.  Being an information clearing house for the shelter.

· Plans

· Holding structured briefing/coordination meetings twice daily was key to maintaining and enhancing communications between all of the various agencies and groups involved in the shelter operations.  Many of the 83 organizations had not worked in an interagency environment and daily meetings helped foster working relationships and joint problem solving.

· Safety

A. The ability of a Type 2 Team to take the leadership role in a multi-agency endeavor, while at the same time allowing other agencies and private organizations the opportunity to have viable roles.

B. Bringing in a USFS Occupational Safety Officer was a great decision that saved time, energy, and provided a margin of cleanliness and safety that could not have been achieved without his expertise.

· AZ Division of Emergency Management

· Effective integration of the IMT into a complex multi-agency environment.

· Department of Corrections

· The interaction between the various agencies was outstanding.  Agencies and people that had never worked together on any incident much less this type or magnitude did not allow bureaucracy to interfere with the overall mission.

· Salvation Army

· The cooperation and willingness to be helpful by all the agencies.  Everyone wanted to help.  

· Law Enforcement

· Complete integration of the numerous Law Enforcement agencies into NIMS with one point of contact for a very coordinated and secure incident for the workers and the evacuees.

· City of Phoenix

· The number of service brought together was incredible.  The IMT did a spectacular job of coordination and communication.  

· Red Cross

A. Coordination of evacuee transportation and movement.

B. Safety, security and sanitation of facility.

C. Medical care of emergent issues.

D. Coordination between agencies.

E. Issues between agencies remained transparent to evacuees.

· Faith Based Group

· The greatest success was so many agencies and organizations working together to provide comprehensive services to Katrina evacuees.

· Coliseum

A. Operation of an emergency shelter within a public entertainment building without incident.

B. Training of all government and non-profit organizations in the use, function and purpose of NIMS.

C. Cooperative attitude of 83+ agencies.

2. What were some of the most difficult challenges faced and how were     they overcome?

· Incident Commander

A. 83 agencies and organizations.  Every agency and organization understands their mission and how to accomplish it.  What they don’t know is the mission of the “other 82” and how they can integrate with each other while preventing duplication and filling gaps in services.

B. Badges, yes we need stinkin’ badges.  One squirrel we never got in the cage was the issue of badges and control of access to the shelter.  Despite the Herculean efforts of many dedicated, hard working people, we continually struggled to find a system that would let the right folks in and keep out the folks that were not needed.

C. The overwhelming generosity of the citizens of Arizona.  Arizona has about 10,000 citizens for every evacuee that was housed at the shelter.  For many days it seemed like they all wanted to come to the Coliseum or send stuff or just take people home with them.  Without them realizing it, we were on the verge of failing as a shelter operation because of the storm surge of goodwill.  

· Operations Section

A. Shelter Branch
a) Coordination among the multitude of agencies and organization was a considerable challenge.  Many organizations simply went their own way without coordination.

b) Multiple points of contact within organizations that changed daily without coordination within their organizations.  Consistency from shift to shift lacked within organizations

c) The level of trust must be developed so all organizations see that we are all here for the same purpose, to help the evacuee’s

d) All significant players from all participating agencies should attend an ICS course, either I-100 or I-200, to gain a basic understanding of the system

e) The bottom line is that it’s really not who is in charge, but how we can most effectively provide the services that are needed in a cost effective manner, 

f) Location of evacuees in the shelter was an issue.   Give evacuees a physical location and address within the shelter.  Develop and post a set of “house rules” for evacuees and workers.

g) Department of Administration must be a daily part of the planning process.  DOA must understand that the decision they make without communication severely affect and at times undermine shelter operations.  

h) Keeping on top of the communicable disease problem is paramount.  Involvement of CDC, and State Health professionals is vital before evacuees are brought in. 

B. Medical Branch
i) Having State agencies acting as independent agents and making decisions without planning or discussions with the IMT

j) The lack of NIMS understanding within State agencies.

C. Transportation Branch
k) Lack of communications until cell phones was issued to drivers

l) Access problems at the airport getting the evacuee’s

m) Coordination of some agencies into NIMS.

n) The volume of transportation needs for the evacuee’s.  This incident had a huge “social services” component.

D. Donations Branch
o) Large amounts of donations that just “showed up”.  Many donations were not appropriate for the shelter.

p) Traffic problems on site.

q) Lack of coordination with the disaster area for shipping excess donations to them.

E. Transition Branch
r) Getting to the point of a “One-Stop-Shop” center was most difficult.  There was no model or template to utilize.  This Branch learned as they went, adding services as needed. 

s) Many organizations wanted to help,but few stuck out the event and made the commitment to stay with it.

t) As the days went on, all agencies realized the importance of attending briefings and meetings to share information.

· Logistics Section

A. Getting all agencies to “buy into” NIMS. Gently bringing folks along and teaching as we went seemed to work in this environment.

B. Too many people represented themselves as representatives of the Governors Office.  A breakdown of the ICS ordering process early on due to everyone doing their own thing.

a) Supply Unit, communications with so many agencies, face to face contact was a must.

b) Ordering, Agencies were doing their own ordering without going through the ordering desk and no one knew who items belonged to.

· Finance Section

· Getting all the different agencies to provide approximate costs so that a total cost for the assigned mission could be calculated.  Persistence with providing the importance of costs to the mission.  Helping agencies understand we are not looking at salaries of individuals but overall costs.

· Plans Section

· Information

· Multiple State agencies and the Red Cross were the primary contacts for the media during the incident.  Unfamiliar with NIMS, they would not provide fact sheets or talking points, nor would they permit IMT IOF’s to speak to the media.  The State PIO’s conveyed distrust and total exclusion of IMT IOF’s.  State PIO’s did not understand NIMS and what it could do for them.  During the course of 15 days the relationships did improve.

· Safety

· Working with multilayered bureaucracies.  Politizing the operation.  Media operations by the State and private organizations not coordinating information.

· ADEM

· The overwhelming pressure of “good will”.  This included players who self deployed to the Coliseum, donated goods, and high level policy actions that were not well coordinated or integrated with the actions of the IMT.

· DOC

· Supplies were initially ordered without the IMT being involved which caused lots of confusion on delivery and distribution.

· Salvation Army

· Volunteers should be screened to determine their fitness both mentally and physically for the mission.  Some volunteers felt they should be in charge rather than just workers.

· Law Enforcement

· The most difficult task was who to allow inside the shelter.  This was solved by ADOT/Red Cross credentialing system that provided picture name tags for all workers and evacuees.

· City of Phoenix

A. Need to have a way to balance needs and donations.

B. Need a better handle on evacuee status in social services system.

C. Lack of federal ID tracking of evacuees, to eliminate fraud.

· Coliseum

A. Combining 83 agencies not familiar with NIMS, the IMT did a good job of simplifying the system and educating all parties. (The fair is considering utilizing NIMS for management of the State Fair).

B. Recognizing the fairgrounds equipment, labor and staff resources available and utilizing them.

C. Relinquishing control of the building.

D. Contacting maintenance staff on a holiday weekend.

· Red Cross

A. Design a stable worker and resident ID system.

B. Control non-essential personnel in the early stages of the operation.  Each agency should have responsibility for identifying and controlling access of personnel.

C. Tighter control of materials/belongings residents obtain and bring into the shelter.

· Faith Based Group

· The credentialing and badge process was the most difficult challenge.  This challenge resulted in the loss of significant volunteer and paid staff time.  Another difficulty was when it was determined to stop allowing worship services on-site and transitioned to off-site services.

3. What changes, additions or deletions are recommended to various training curriculums?

· Incident Commander
· Operations
A. All players, cooperators and participants must have an understanding of NIMS.  Many say they know of it, but very few really have a working knowledge of it or even try to apply it. All participants in emergency preparedness need to be well versed in NIMS.
B. Volunteer organizations knew and applied NIMS better than many State agencies.
· Medical Branch
· All agencies that expect to participate in disasters must be trained and practice NIMS.
· Donation Branch
· All Risk incidents need to have personnel familiar with donation management.  There is a class at EMI and this should be a part of the NRP.
· Transition Branch,
· All lead administrators of core agencies should attend ICS I-200 class.
· Logistics
a) NIMS should be mandated for all agencies.
b) A basic NIMS handout would be nice to give agencies not aware of NIMS.
· Finance
· All agencies at the State and Federal level that are or may be involved in disasters need to be trained in the use of tracking data base, i.e., I-Suites
· Plans
· Information
· The task book of IOF3 trainee includes some tasks which are not pertinent to the function, i.e., supervision of other IOF’s.
· Law Enforcement
· Safety
· Introduction to industrial and personal hygiene principles.
· ADEM
· Discussion of the roles of policy leaders, EOC’s, and IMT’s.  Need clarification and practice on the roles.
· DOC
· Salvation Army
· Red Cross
· City of Phoenix
· Coliseum
· Statewide NIMS training.
4. 
What issues were not resolved to your satisfaction and need further review?  Based on what was learned, what is your recommendation for resolution?  

· Incident Commander

· We were able to observe the myriad of programs that were available to people in a bewildering array.  Anyone unfamiliar with all of these programs took days to get through them, even when they were collocated.  It looks like there are some database issues that could help the whole process if they were resolved.  Does anyone know how many times the evacuees had to provide duplicate information while going to all the transition services?  Certainly there are database sharing that need to address from a legal aspect, but the opportunity for improved services and operational efficiencies should be a big incentive to pursue this project.

· Operations

A. Shelter Branch
a) There needs to be a clear understanding of NIMS by all agencies involved in emergency response.

b) There is a chain of command; there is one IC and a single point of ordering up front.

B. Medical Branch
a) ADHS still doesn’t understand NIMS or its importance.

b) Major breakdown in the latter stages of the incident due to their lack of communication and understanding of the incident chain of command.

C. Donation Branch
a) No receiving or distribution points near the disaster to ship over collection of commodities.  There was total disconnect between what was perceived to be needed by government and actual.  Several calls to AC in LA stated no need for commodities.  Calls to contacts in the communities stated otherwise. There is no plan to get donated items from donation sites to where they are needed.

D. Transition Branch
a) Confusion between Operations and the Red Cross at time of transition out of the shelter.  Numbers, locations and names of evacuees within the shelter were inaccurate.  A comprehensive check-in and demob procedure would resolve many of the issues.

· Logistics

· The use of contract showers was difficult for evacuees.  They are not familiar with the units and were reluctant to use them.  Significant education must be considered when having civilians use shower units.

· Plans

· The IMT only maintained the status of OH, Camp crews and base camp related equipment.  The Red Cross registered incoming evacuees.  There needs to be a central clearinghouse of check-in.  

· Finance

· Information

· Safety

· Failure of some agencies to communicate their intentions to the I/C such as ADHS pulling out without notification and collaboration of IMT.

· Law Enforcement

· ADEM

A. Success is a function of practice.  The IMT is good at multi-day, multi-agency responses. This expertise applies to All-Risk emergencies.

B. The SEOC role needs to be clarified as primarily Governor’s Policy support to the IMT(s), information exchange, scarce resource allocation, big picture problem solving and analysis.  IMT’s are responsible for command and control.

C. Nationally IMT’s need to expand the staffing capacity.  LE, Emergency Management needs to contribute to team composition. 

D. The principles of NIMS need to be implemented from the top down in government through front line operations.

· DOC

· Salvation Army

· Red Cross

· Faith Based Groups

· We should give further review to the allowance of public worship services for victims to come together as a group.

· City of Phoenix

· There were many times that I witnessed lack of follow through on the part of the Red Cross when they committed to certain actions.  Conflict/complaint resolution should be clear on how to raise concerns on lack of commitment to action.

· Coliseum

A. Confusion over purchasing and reimbursement procedures. Too many entities involved in purchasing.

B. Lack of upfront information and conflicting information on authorized expenditures associated with the incident.  To resolve this better communications and 1 consistent message must be sent to all involved by the IMT, FEMA and ADEM.

Executive Summary

The Central West Zone Incident Management Team considers it a privilege to have worked with 83+ cooperators on this mission.  The team considered this mission more than a job.  Everyone involved put their heart and sole into making this a good experience for our guests.  

The overall impression of the assignment was very positive from every agency involved.  There is a lot of work ahead for everyone.  First and foremost is incorporation of all participants into NIMS.  Some have still not heard about it.  This incident proved to be a learning experience for all.  Many opportunities were taken to conduct informal training sessions on NIMS.  This incident also served as a “training exercise” for a more significant incident in Arizona.  It will be important for everyone involved not to walk away from this mission and pat ourselves on the back; we must take a look at the lessons learned and develop a plan for improvement in the key areas.  

Close to 1700 guest will have been processed by the incident on September 22, 2005.  564 guests were sheltered and placed, 26,000 + meals were served, and 1264 medical patient contacts were made with 100 emergency hospital transports were made.   
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