AFTER ACTION REVIEW

QUESTION #1

What was the most notable success at the incident that others may learn from?

     TEAM/GROUP       MISSION             COMMENTS

	AREA COMMAND TEAM (ACT)

	Williams-Rhodes

(1st assignment)
	ESF-4
	· Provided a needed interface with FEMA

· Managed all teams with missions

	Ribar 
	
	

	Zimmerman
	
	

	Rounsaville
	
	

	Williams-Rhodes

(2nd assignment)
	
	

	INCIDENT MANAGEMENT TEAM TYPE 1 (IMT1)

	Blue Team
	Staging

 Area
	· Resource distribution was accomplished

· Enhanced interagency teamwork compared to last year

· Better utilization of IMT this year

· FEMA comptrollers excellent to work with

	CIIMT3
	Staging 

Area/

Base 

Camp
	· Developed and consolidated Logistics and Operation 

· Staging Area



· Established major air operations base

· Developed a better understanding of IMT capabilities

	Quesinberry

	Staging 

Area
	· No supply shortages hindered mission

· Expanded and SACC processes worked well

	CIIMT4
	Base 

Camp/

FEMA 

Support
	· 72 hr. kits invaluable at onset

· Interaction with NY IMAT very good

· Having a FEMA comptroller attached to each incident 

worked well

· ICS worked well when agencies understood it

	Wilcock
	Trailer Staging Areas/Wildfire Assessment
	· Prepared pocket card to reflect current NFDRS conditions

· Identified hazards and actions necessary to mitigate

· 

	GB IMT1 Sexton
	Base Camp/Regional Support Area
	· National Guard and IMT worked well together to make the right things happen despite duplication of mission assignment

	NR IMT Bennett
	Base Camp
	· The IMT carries a Liaison Officer skilled in local level emergency management.  This increased IMTs effectiveness and greatly improved mission achievement.  It is recommended that this position be carried on all Type 1 and 2 IMTs

· FEMA assigned a stress management counselor to the incident.  Individual worked well with incident HRSP

	Custer Southern Area Red IMT
	Louisiana
	· IMT established meeting schedules and integrated all agencies and other entities at airport

· Personnel on site, especially DMATs, felt IAP and meetings had a claming effect on all.  DMAT members performed extremely well

· On site coordination and cooperation with military helped with command and control.  Military established a Joint Interagency Operations Center

· IMT took lead in establishing communications for all agencies.  This greatly helped with JIOC.  Tactical radio to radio communications worked best

· Dedicated Type 2 helicopter helped quickly move supplies when roads and communications were poor

· Buying team was located apart from IMT as to be in a position to have better access to supplies

· Health and safety record was excellent even though the potential for health issues was very high

· Damaged buildings were the norm.  Safety Officers were proactive in mitigating hazards allowing team to work in less than desirable locations

· operations where evacuees were moved by helicopters were hazardous until Operations Section took charge



	Sandman NR IMT
	San Antonio
	· IMT demonstrated how ICS could be used to the advantage of all

· Overhead and crews worked well beyond their typical assignment duties in order to support evacuees

· Having a Liaison Officer to coordinate efforts of volunteer organizations with IMT worked well

· A daily newsletter was produced in one center to provide current information to evacuees

· Allowing escorted media into evacuee centers were conducive for positive media stories

	INCIDENT MANAGEMENT TEAM TYPE 2 (IMT2)

	Mullinex
	Base

Camp
	· ICS works!

· All risk incidents are more mission sensitive than time sensitive

· Early establishment of Unified Command

· TX Disaster Medical Assistance Team invaluable

	NC#2

	Base

Camp
	· Safety objectives met

· Base Camp functional on time with suitability

· Excellent transition to IMT1

· Maintained daily contact w/local government and emergency response agencies

	Great Basin IMT#2
	
	· Good people did what was needed without delegation or instruction

	CCIIMT7
	Receiving & Distribution
	· Several added missions by FEMA successfully managed

· Managed widely fluctuating levels of support and evacuees

· Liaison group established to facilitate relationships between IMT and cooperators

	NC IM III Jenkins
	Base Camp
	· Use of Liaison Officer between IMT cooperators and key stakeholders worked very well

· A unified coordination system was implemented rather than a unified command through the use of a Joint Interagency Operations Center

· Ability to contact an IBA was a big asset as was having a buying team attached to the incident and having a FEMA Comptroller present

	
	
	

	INCIDENT MANAGEMENT TEAM TYPE 3 (IMT3)
	
	

	
	
	

	
	
	

	EMERGENCY SUPPORT FUNCTION 4 (ESF4)

	
	
	

	
	
	

	
	
	

	SAFETY ASSISTANCE TEAM (SAT)

	Team #1
	LA
	· Adequate locations for mission operations were selected by IMTs

· IMT flexibility and ability led to effective work

· IMT contingency planning is excellent

· Meetings included cooperators

· Aviation operations were successful

	Team #3
	MS, LA
	· FDNY had one operational device that combined all participating agencies communications into one common network

· In complex operations Security was moved to Command Staff

· LCES was used as the guiding principle in developing and evacuation plan

	Team #2
	TX
	· Low incidence of accidents is a reflection of the effectiveness of the overall safety program 

	Team #4
	MS
	

	CRITICAL INCIDENT STRESS MANAGEMENT (CISM)

	CISM National Team
	Areawide
	· Region made “debriefings” optional rather than mandatory

· A centralized debriefing center is critical to widespread access to debriefing services

· The most appreciated CISM service were “walkabouts” where 2 person teams traveled to base camps who engaged in dialogue and provided service when requested

· Utilization of the NPS team and subsequent use of ISICF and NOVA resources was based on protocols established by ICISF

· Inbriefing and debriefings from central locations are preferable to those conducted onsite  

	SOUTHERN AREA COORDINATION CENTER (SACC)

	SACC Coordinator
	Region 8
	· Having State Coordinators at SACC was a big success and help

	WILDLAND FIRE ASSESSMENT TEAM (WFAT)

	Florida Type II Red Team
	LA

	· Assessed fire potential; mitigation recommendations

	
	
	

	
	
	

	REGIONAL RESPONSE COORDINATION CENTER (RRCC)


	
	
	

	R-8 OPERATIONS CENTER

	Operations/Plans
	Multiple Individuals
	· R-8 successfully balanced hurricane recovery efforts with needed hazard fuel assessments, fire severity conditions

· 

	Aviation
	
	

	Safety
	Multiple Individuals
	· Deployed 4 Safety Assistance Teams; Health and Safety Manager assigned to each team which paid great dividends

· This was an interagency response; USFS was the lead agency not the only agency

	Incident Business Management
	Kenny
	· WO incident business support huge and very helpful

· Bringing in a Buying Team Coordinator very helpful

	Information
	
	

	MOB CENTER

	
	
	

	
	
	

	NATIONAL RESPONSE COORDINATION CENTER (NRCC)

	
	
	

	LOGISTICS MANAGEMENT TEAM (LMT)

	Prevey

	Staging 

Area
	· LMT worked and mission accomplished

· Unified approach (not command) successfully used

· Truck staging area will probably be used again.  Team left written information and maps to be used on next incident

	
	
	

	
	
	


AFTER ACTION REVIEW

QUESTION #2

What were the most difficult challenges faced and how were they overcome?

     TEAM/GROUP       MISSION            COMMENTS

	AREA COMMAND TEAM (ACT)

	Williams-Rhodes

(1st assignment)
	ESF-4
	· Operating without partners having a clear understanding

of NIMS/ICS

· Poor communications infrastructure between agencies

	Ribar 
	
	

	Zimmerman
	
	

	Rounsaville
	
	

	Williams-Rhodes

(2nd assignment)
	
	

	INCIDENT MANAGEMENT TEAM TYPE 1 (IMT1)

	Blue Team
	Staging

 Area
	· Very slow paper work processes

· IT communication problems hampered operations

· Lack of clear delegation of authority

· Clearly define the role of AC/ESF 4

· Commodity ordering system needs improvement

· Lack of integration of IMT, FEMA, AC

	CIIMT3
	Staging 

Area/

Base 

Camp
	· Developing a unified command

· Establish basic communications

· POD operations planning

· Large scale air operations in a poor location

· IBA/procurement processes

	Quesinberry

	Staging 

Area
	· Process incompatibility with FEMA high maintenance

· Security issues on a military base solved by cooperation

· Communications initially nonexistent, satellite phones were essential

	CIIMT4
	Base 

Camp/

FEMA 

Support
	· Mixed and varied messages from FEMA sometimes had to be worked around procedures instead of resolving them

· Med Unit helped team avoid illnesses to members

· Aircraft controlled by FEMA.  Conflicting regulations

 and qualifications required extra management

· Joint Information Center is necessary in order to have a common voice

	Wilcock
	Trailer Staging Areas/Wildfire Assessment
	

	GB IMT1 Sexton
	Base Camp/Regional Support Area
	· Duplicate tasking made to several agencies probably due to inadequate communication and decision making at JFO level.

· The team was capable of managing more responsibilities than it was charged with

	NR IMT Bennett
	Base Camp
	· Working with county EOCs concerning ordering procedures.  Good neighbor concept not utilized.  IMT inserted right people in the right places and they were able to solve many of the problems

· Trying to manage base safety with agencies where there was no coordination or liaison.  Tact and direct contact worked as the best remedy

· Lack of clear and concise direction made mission achievement equally difficult.  Personal relationships again were the best remedy

· Trained disaster counselors should be brought into evacuee centers as soon as possible.

· Two IMS collocated posed obvious difficulties overcome by cooperation and understanding between the teams

· Lack of communications and Buying Team located apart from team created problems

· Limited communications between agencies slowed response to needs of evacuees

	Custer Southern Area Red IMT
	Louisiana
	· Running evacuations concurrent with DMAT operations was confusing.  Impossible to find out who was in charge and what daily evacuation plans were

· Evacuees received poor logistical support and DMAT were overworked.  Healthy individuals exposed to unhealthy conditions due to crowding and unsanitary conditions.  Good communications and planning would have mitigated many of these problems

· Presidential visit to airport caused a 3 hour total cessation of IMT operations

· Exposure to bodily fluids, bacteria and contagious disease.  Appropriate vaccinations and appropriate training are needed prior to mobilization

· Military and IMT often given identical missions.  Military is supposed to be self supporting but sometimes isn’t and shared IMT facilities (shower, food). Should IMTs support military?

· Denial of resource orders by SACC.  Problem finally solved, but SACC needs to better understand their role to support IMT

· Continuing procurement and contracting work for FEMA into next year. A means of overtime reimbursement needs to be worked out 

· Appropriate funding for Southern Area IMTs to purchase equipment necessary to respond to hurricanes and other disasters if teams are going to continue to respond

· Non fire supplies (lighting kits, generators, etc) need to be stored at Southern Area Cache and other caches to enhance effectiveness especially in initial phases

· CISM team available and used, but plan was for all crews and team alter travel and make attendance manditory.  CISM should travel to incident and mandatory attendance is not recommended

· No coordination between units with aviation assets.  Safety was often compromised.  AOBD need to be in place when aircraft are used

	Sandman NR IMT
	San Antonio
	· IMT resources became emotionally involved with evacuees and cooperating agencies, which allowed for mission creep.  this was overcome by instruction to refocus on mission assignment and constant reminders.

· Lack of command structure made communications and coordination difficult between agencies.  This was overcome by being flexible, going slow, and having contingency plans

·  Multiple tracking systems for evacuees made accurate counts difficult.  Having a common database on a website or a “toolbox” would be beneficial

· IMT unfamiliarity various cooperators missions and operating guidelines resulted in a steep learning curve for IMT.  Comprehensive inbriefing about involved agencies would greatly help

· Meals served did not meet needs of people with vegetarian or special needs.  Some areas ran out of food because some individuals took 4-5 meals.  Additional food unit leader was hired to help this.  Recommend that 2 national caters be used in the future

· Mission of IMAT was not to “do” things, but rather to support, coordinate and provide structure rather than command.

· Use of cellular phones worked well in the urban environment, VHF radio signals did not penetrate building walls and were less useful

· Dealing with organizations that have never worked together and some reluctant to engage in cooperative efforts was difficult.  While not full successful, the IMT was able to bring many organizations together in a unified cooperative effort



	INCIDENT MANAGEMENT TEAM TYPE 2 (IMT2)

	Mullinex
	Base

Camp
	· Broad FEMA Mission assignments necessitate extensive communications for interpretation

· Establishment of Executive Group overcame most 

problems hampering a coordinated effort

	NC#2

	Base

Camp
	· Multiple resource tracking processes

· Need a clear relationship with Area Command

· Develop payment process for states

	Great Basin IMT#2
	
	· No delegation, ESF not coordinating effort resulting in days of confusion and time poorly spent

· Multiple command authorities hampered operations

	CCIIMT7
	Receiving & Distribution
	· Some resource orders UTF due to FEMA depleting supply through their own ordering system.  Slowed fill time

· System slow in filling facilities orders due to lack of existing EERAs.  Vendors should initially be name requested

· Buying team filled orders quicker that cache orders 

· Personnel, equipment and other resources paid from different agency accounts increased complexities and resulted in extra work 

	NCIMT III Jenkins
	Base Camp
	· Infectious disease was perceived as a possible threat to incident workers.  This perception caused “avoidance” of situations.  Health briefing and vaccination policy would help protect individuals and increase productivity

· Helicopter dispatch was unorganized.  “Voodoo Dispatch” was established to help organize, but its scope was limited and communications poor.  A comprehensive communications plan and dispatch procedure for all aircraft needs to be established

· Difficulty in establishing numbers of people on incident for meals served.  Poor communications accounted for this and were never satisfactorily resolved

	
	
	

	INCIDENT MANAGEMENT TEAM TYPE 3 (IMT3)
	
	

	
	
	

	
	
	

	EMERGENCY SUPPORT FUNCTION 4 (ESF4)

	
	
	

	
	
	

	SAFETY ASSISTANCE TEAM (SAT)

	Team #1
	LA
	· Environmental safety issues (hazmat, mold, insects, etc.) were atypical and needed constant monitoring

· Incident stress and fatigue management were sometimes significant.  ICs need to closely monitor 

· Lack of available occupational health and safety personnel

· Security at some camps inadequate

· Lack of needed immunizations in some arriving at incident

· Incident safety information is sporadically available

· State medical rules interfere w/medial personnel use

· IMT configuration not good

· No communications system in place to all participants

· Lack of clear authority definition

· Lack of aviation coordination prior to event

· Tasking does not always match IMT qualifications

· Forklift and vehicle rules by agencies create problems

	Team #3
	MS, LA
	· Some IMTs not familiar with FEMA operations and policies.  Most FEMA not familiar with IMT operations and policies.  Result was confusion and extra work for all

· Industrial hygienist could be used on some assignments or available to answer questions from a central location

· Long assignments and poor sleeping conditions can increase need for additional rest periods

· USFS requirements concerning driver’s license and forklift operations are different than other agencies.  Additional time and effort were required to resolve these issues.

	Team #2
	TX
	· IMTs communicates daily with ACT, but ACT is not essential to this type of incident.  IMT is self sufficient

· Security personnel were not available in a timely manner.  Need to work with law enforcement early on (Geographic Issue)

· Health and safety PPE items were ordered but Buying Team did not purchase these items.  IMT should prepare JHA stating PPE is required and submit with order (Local Issue)

· Local emergency management agencies should pre-identify PODs for emergency operations. POD documents prepared by Corps of Engineers should be provided to local EMO agencies (Local Issue)

· Aviation safety concerns were numerous and serious.  Some were mitigated through cooperative efforts and others were not

· Evacuee center pose different health and safety issues (disease, mental health, security, drugs, weapons) than other field operations.  Non-ICS professional are needed to help manage these conditions

	Team #4
	MS
	

	CRITICAL INCIDENT STRESS MANAGEMENT (CISM)

	National CISM Team
	Areawide
	· Debriefings are most effective 4-6 weeks after leaving an incident.  No mechanism is in place to accomplish this

· Future CISM charters should reflect a full range of services rather than just “debriefings”

· No clear policy and inconsistent expectations between RO, Area Command, IMTs, Coordination Centers and the CISM team

· CISM services common throughout impacted areas, but resources not coordinated between agencies.  Responders to FEMA mission did not include USFS personnel

	SOUTHERN AREA COORDINATION CENTER (SACC)

	SACC Coordinator
	Region 8
	· Presently no way to check on status of orders (filled or not) at SACC.  Additional time and effort was required to accomplish this

· Separate NPS dispatch system (Shenandoah) complicated knowing current resource status, tracking and is duplicative of NICC system

· Payment of base 8 is an issue in resource availability on all risk assignments.  Lack of available resources adds to time and effort in filling orders

· Relief from agency specific requirements (driving, forklift, etc) for declared emergencies.  Extra time and effort required to train or get waivers

	WILDLAND FIRE ASSESSMENT TEAM (WFAT)

	Florida Type II Red Team
	LA
	

	
	
	

	
	
	

	REGIONAL RESPONSE COORDINATION CENTER (RRCC)


	
	
	

	R-8 OPERATIONS CENTER

	Operations/Plans
	Multiple Individuals
	· 

	Aviation
	
	

	Safety
	Multiple Individuals
	· Implement “Incident Sign Installation Guide” to comply with Federal Law.  This was not done on any incident in 2005

	Incident Business

Management
	Kenny
	· Need to develop a strong R-8 IBM team. More inclusive of in-house R-8 individuals.  Presently spread too thin to cover inbriefings and outbriefings

· FEMA uses seasonal ex USFS employees which confuses who is in charge

· Buying teams support USFS mission, but when asked to support additional missions responsibility is uncertain

· LMT didn’t work well from IBM perspective.  Need to stay as IA and relieved by Type II team ASAP

· With ready-to-go phones there is no way to add minutes

	Information
	
	

	MOB CENTER

	
	
	

	
	
	

	NATIONAL RESPONSE COORDINATION CENTER (NRCC)

	
	
	

	LOGISTICS MANAGEMENT TEAM (LMT)

	Prevey

	Staging 

Area
	· Job descriptions of actual all risk work vs ICS

· Need for better forms process

· Need for communications system and equipment

· Duplication of tracking a problem

	
	
	

	
	
	


AFTER ACTION REVIEW

QUESTION #3

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

     TEAM/GROUP       MISSION         COMMENTS

	AREA COMMAND TEAM (ACT)

	Williams-Rhodes

(1st assignment)
	ESF-4
	· Better NIMS/ICS use by cooperators

· Mentoring/shadowing for NIMS/ICS agencies

· Better plans training for FEMA

	Ribar 
	
	

	Zimmerman
	
	

	Rounsaville
	
	

	Williams-Rhodes

(2nd assignment)
	
	

	INCIDENT MANAGEMENT TEAM TYPE 1 (IMT1)

	Blue Team
	Staging

 Area
	

	CIIMT3
	Staging 

Area/

Base 

Camp
	· Joint information center training

· Warehouse operations

· Contingency planning

	Quesinberry

	Staging 

Area
	

	CIIMT4
	Base 

Camp/

FEMA 

Support
	

	Wilcock
	Trailer Staging Areas/Wildfire Assessment
	

	GBIMT1 Sexton
	Base Camp/Regional Support Area
	

	NR IMT Bennett
	Base Camp
	· Greater emphasis on National Response Plan and all risk training at single resource level and above, especially I-400 and S-400

· Training curriculums for all risk need to be developed

· More training and information on the role and responsibilities of participating partners

· FEMA ,DOD, DOT and other agencies attend ICS training

	
	
	

	
	
	

	Sandman NR IMT
	San Antonio
	· Needs to be equivalent training between NWCG, IFSTA and NFPA.  Direction is there, but training has not followed

· All risk assignments need to be included in appropriate curriculums such as S-420 or S-520 as different methods are often needed

· IMTs need training on FEMA process and procedures regarding property management and cost.  This would result in better supporting documentation as well.

· Given present trend to organize the Medical Unit under Safety, Safety Officers should be provided training and direction supporting management of the Medical Unit

	INCIDENT MANAGEMENT TEAM TYPE 2 (IMT2)

	Mullinex
	Base

Camp
	· Additional training in CDC, military, volunteer groups, state and local emergency operations

· Configuration, case studies, new positions of shelter 

manager and food services, include volunteer

organizations

· ICS training should include All Risk situations

	NC#2

	Base

Camp
	· Training needed for All-Risk AC/ESF-4 relationships

	Great Basin IMT#2
	
	

	CCIIMT7
	Receiving

& Distribution
	

	NC IMT III Jenkins
	Base Camp
	

	
	
	

	INCIDENT MANAGEMENT TEAM TYPE 3 (IMT3)
	
	

	
	
	

	
	
	

	EMERGENCY SUPPORT FUNCTION 4 (ESF4)

	
	
	

	
	
	

	SAFETY ASSISTANCE TEAM (SAT)

	Team #1
	LA
	· Change All-Risk Training to modify team structure

· Familiarize individuals w/CISD process and to situations they might encounter on all risk assignments

· Develop and teach complexity level analysis for all risk incidents

· Change forklift and vehicle certifications process


	Team  #3
	MS, LA
	

	Team #2
	TX
	

	Team #4
	MS
	

	
	
	

	CRITICAL INCIDENT STRESS MANAGEMENT (CISM)

	National CISM 

Team
	Areawide
	· If we are to develop a CISM program it should meet national ICISF standards and be reciprocal

	SOUTHERN AREA COORDINATION CENTER (SACC)

	SACC Coordinator
	Region 8
	· 

	
	
	

	WILDLAND FIRE ASSESSMENT TEAM (WFAT)

	Florida Type II 

Red Team
	LA

	

	
	
	

	
	
	

	REGIONAL RESPONSE COORDINATION CENTER (RRCC)


	
	
	

	
	
	

	R-8 OPERATIONS CENTER

	Operations/Plans
	Multiple Individuals
	· Management ICS personnel need training in FEMA procedures, regulations, mission, etc

	Aviation
	
	

	Safety
	Multiple Individuals
	· Include a risk preparedness in our annual refresher training

	Incident Business 

Management
	Kenny
	

	Information
	
	

	MOB CENTER

	
	
	

	
	
	

	
	
	

	NATIONAL RESPONSE COORDINATION CENTER (NRCC)

	
	
	

	
	
	

	LOGISTICS MANAGEMENT TEAM (LMT)

	Prevey

	Staging 

Area
	· ICS vs All- Risk job description needs to be reconciled 

· A LMT team process needs to be developed

	
	
	

	
	
	


AFTER ACTION REVIEW

QUESTION #4

What issues were not resolved to your satisfaction and further need review?  Based on what was learned, what is your recommendation for resolution?

    TEAM/GROUP     MISSION            COMMENTS

	AREA COMMAND TEAM (ACT)

	Williams-Rhodes (1st assignment)
	ESF-4
	· Need one resource ordering system

· IT incompatibility

· Consolidate product tracking procedures

· Develop aviation coordination procedures

· ESF-4 roles and responsibilities unclear

	Ribar 
	
	

	Zimmerman
	
	

	Rounsaville
	
	

	Williams-Rhodes (2nd assignment)
	
	

	INCIDENT MANAGEMENT TEAM TYPE 1 (IMT1)

	Blue Team
	Staging

 Area
	· Communications were patchwork. Need a system

· Delegations needed to the team for PTR, orders

· Need for air ops authority

· Redundancy of agencies mission and authority

	CIIMT3
	Staging 

Area/

Base 

Camp
	· Single point ordering

· Team deployment configuration

· Mobile communication systems

· Single resource tracking system

· Joint command and communications

	Quesinberry

	Staging 

Area
	· Need hurricane cache trailers in region

	CIIMT4
	Base 

Camp/

FEMA 

Support
	· Incident organization excessively complicated and 

difficult to operate under

· Team under utilized by FEMA

FEMA operating under different procedures and organization. Complexity and uncertainty hampered efficiency in many areas

	Wilcock
	Trailer Staging Areas/Wildfire Assessment
	· Resistance or inability of FEMA to hire locals

· Contractors could not use facilities set up while waiting for task orders

· Downsizing of FEMA organization has caused a lack of organizational knowledge.

· Communications between FEMA managers and OSA sites and IMT resources

· Efficient operations were hampered by FEMA personnel leaving site to obtain meals

· FEMA inspectors were not logistically supported by their own agency

· FEMA and IMT personnel need to be integrated and standard operating procedures with FEMA

· Access to the internet was a requirement

· FEMA receiving, distribution and tracking procedures for government (trailers) was antiquated, labor insensitive and nonfunctional

· Lack of a FEMA single point resource ordering system

· Lack of FEMA’s responsibility for logistical support for contractors

· Consolidation of resource ordering system to help simplify financial tracking

· Public information function must coordinate with all levels of government

· Lack of contractor representatives at the OSAs

	GBIMT1 Sexton
	Base Camp/Regional Support Area 
	

	NR IMT Bennett
	Base Camp
	· FEMA cell phone memo hampered communications and needs to be readdressed

· After many years of hurricanes there is still a lack of centralized leadership and standard protocols.  Each incident seems to be managed as if this were the first time this has happened.  Frustrating!

· Should be a standard code of conduct that is agreed upon by all partners.  IMT has no authority concerning contractors or cooperating agencies

· GACCs should provide cell phones to IMTs prior to dispatch.  This would greatly improve initial communications

· Lack of check in system similar to that used by fire makes it difficult to know where individuals and equipment are located.  This can be a serious safety issue.

· Caterers are required to meet national contract specs regarding food.  Government may relax standards for regional emergency or pay the full freight cost

	Custer Southern Area Red IMT
	Louisiana
	· No dedicated security in helicopter landing areas (weapons, ammunition, etc). Multiple agencies involved, but none took responsibility for security. Responsibility needs to be determined pre-incident

· Lack of unified leadership.  Cooperative efforts prevailed, but often efforts were uncoordinated and independent of each other.  ICS and Unified command need to be understood and implemented

· Personal cell phone charges can not be reimbursed.  Initially these were the only communications available.  Either more phones should be purchased or means to make payment for personal cell phones established

· FEMA should be integrated into ICARS as soon as possible to eliminate duplication of reporting.

· Responders acted as separate entities resulting in inefficient and effective efforts.  NIMS and ICS need to be taught, practiced and used by all participants

	Sandman NR IMT
	San Antonio
	· Continual poor communications primarily caused by lack of single command structure.  National Response Plan needs to determine if ICS might be more effective at the incident level

· Standardize purchasing and procurement guidelines for all risk incidents that applies to all agencies.   This would greatly reduce confusion as to responsibility for funding and responsibility

· Develop a National Strategic Logistics Emergency Response Team to define roles and responsibilities for all agencies

· Reliability of information in shelters was highly variable due to numbers of agencies, lack of coordination.  A clear understanding of ICS and a defined command structure would mitigate this situation.  ICS training and practice for all participating agencies would be beneficial

· Inability of IMT to assure command/control of critical volunteer infrastructure compromised medical operations.  IMT medical personnel were to support IMT personnel, but lack of medical support to evacuees necessitated additional support. A more appropriate response may be an ESF Medical IMT.

· While there were huge numbers of available volunteers, there was no plan to access these resources. Volunteers could not be relied upon for long term staffing beyond 1-3 weeks as motivation diminishes dramatically

	INCIDENT MANAGEMENT TEAM TYPE 2 (IMT2)

	Mullinex
	Base

Camp
	· Highly political processes evolve without an Executive Board to work with

· Need an expedient way to deal with reciprocity of EMT

· Need a GSA/FEMA streamlined ordering process

· Need early development of a joint information center

· Communities need an inventory of existing and useable shelter sites

· Need temporary hiring authorities

· Team size and configuration need to be revisited

· Streamline ordering process between IMTs and FEMA

· Conduct training with all agencies potentially involved 

	NC#2

	Base

Camp
	· The handling of resource tracking needs to be identified

· There needs to be a 24 hour communication system and IT equipment for all participating agencies

	Great Basin IMT#2
	
	· One tracking system for all needs to be developed

· Need to develop All Risk complexity analysis to determine appropriate management response 

· MREs not digestively suitable for small children

	CCIIMT7
	Receiving

& Distribution
	· Span of control with other agencies a safety issue for all involved.  Needs to be looked at by FEMA and IMTs

· Agencies R&D inventory procedures different

· FEMA would not authorize ordering of training assignments 

· Military instillations security concerns can pose problems with incoming communications needs

	NCIMT III Jenkins
	Base Camp
	

	
	
	

	
	
	

	INCIDENT MANAGEMENT TEAM TYPE 3 (IMT3)
	
	

	
	
	

	
	
	

	EMERGENCY SUPPORT FUNCTION 4 (ESF4)

	
	
	

	
	
	

	SAFETY ASSISTANCE TEAM (SAT)

	Team #1
	LA
	· All-risk cache van needed

· Establish a law enforcement position on teams

· Diphtheria and Tetanus shots needed for prior to dispatch

· Communications system and procedures need to be available prior to incident

· Medical personnel coverage for events

· Change IMT configuration

· Lines of authority need clarification

· Aviation protocols need to be developed

	Team #3
	MS, LA
	· Team configuration needs to be determined by needs and complexity, not an arbitrary number

· No oversight for FEMA contractors

· Ability for teams to purchase locally would be beneficial

· Major safety issues identified in 2004 and prior years remain unaddressed

· Lack of organizational consistency.  Duplication and lack of coordination between agencies

· Vaccination policy unclear.  Health concerns and rumors not uncommon.  

· Prepare inbriefing, similar to Alaska addressing all risk issues.  Briefing could be posted on internet for use prior to departure to incident

	Team #2
	TX
	· All risk operational and safety information (PPE, clothing equipment) needs to be available to IMTs before departing their home base.  This information should be posted on a national web site and linked to Lessons Learned or GACC site (National Level)

· Hazardous materials training should be required and added to annual refresher training for everyone (National Level)

· Immunizations should be finalized in advance of the next operational season.  This is an interagency issue that needs to be addressed (National Level)

· Sign kits should be available through the cache system.  Adequate signing is both a safety and efficiency issue. Should be included in the 72 hour kit (National Issue)

· FEMA has failed to adopt ICS as directed and is a very dysfunctional organization.  Continued effort needs to be made to remedy this situation (National Issue)

· Need required team in-briefing through a mob center where they receive a delegation of authority.  Both acceptable and non- acceptable assignments should be noted (Geographic Issue)

	Team #4
	MS
	

	CRITICAL INCIDENT STRESS MANAGEMENT (CISM)

	National CISM Team
	Areawide
	· Integrate CISM into operational norms through agreements, preplanning with all potentially involved agencies

· Next mobilization of CISM resources should include on-site risk and needs assessment.  CISM resources not effectively used (too much or too little) in many cases

· Integrate CISM into IMT maintenance and training

· Preseason IMT meetings can be used to inform about CISM resources, abilities and limitations

· Fire community cannot deliver a CISM program, presently NPS has only significant resources.  Need to develop partners through contractors and agreements

· CISM resources are not listed in ROSS

	SOUTHERN AREA COORDINATION CENTER (SACC)

	SACC Coordinator
	Region 8
	· Development of mission assignment procedures needs be formalized (WO, ROC, ONPS, Finance)

· Mission analysis needs to be done before ordering resources 

· ESF 4 role and qualifications need to be developed and put in place

	WILDLAND FIRE ASSESSMENT TEAM (WFAT)

	Florida Type II

 Red Team
	LA

	

	
	
	

	
	
	

	REGIONAL RESPONSE COORDINATION CENTER (RRCC)


	
	
	

	R-8 OPERATIONS CENTER

	Operations/Plans
	Multiple Individuals
	· Length of assignment (14, 21, 30 day) needs to be clearly understood for different resources prior to departure

· The objective of disengagement needs to be strongly conveyed to all IMTs along with their mission assignment

· Needs to more “young people” brought into ACTs through training assignments and placement on teams

· Multiple hurricane (all risk) kits/trailers need to be available for propositioning across the region

· R8 Operations all risk structure should include Operations, Plans, Air Operations, Information and Safety.  The role of each of these positions should be strategic, at the agency level as well as coordinating efforts of and between IMTs

· A skilled briefer(s) should be brought in to provide in-briefings to ALL incoming resources at a central location

· ESF 4s should be incorporated into ACTs to better decide use and appropriate responses to incoming requests

· ACTs are assigned on the basis of FEMA organizational lines rather than span of control.  This precludes most efficient use of resources

· Develop qualifications and training standards for all ESF 4 positions

· Develop a position checklist of critical duties/responsibilities for each ESF 4 position level

· ESF 4s need an Operations Guide, R8 inbriefing and delegation of authority for JFO level

· USFS and FEMA need to develop a procedure for the transfer of contracts to facilitate demobilization

· FEMA representative needs to be attached to each IMT/LMT

· Interaction between FEMA and USFS needs to be closely defined and understood by both parties prior to incident

· ESF 4 orders resources (ie: FEMA Division Supervisor) for FEMA through the Interagency Coordination System. No qualifications or fitness requirements exist for these positions.  Needed positions should be identified along w/training, fitness, experience requirements 

	Aviation
	
	

	Safety
	Multiple Individuals
	· Critical incident stress debriefing should be made mandatory

· Management Assistance Teams, like SAT, should be considered.  These would include a Line Officer on the team

· Formally establish a Safety Officer on each Area Command Team and define job responsibility

· Implement an Unified Area Command to include FEMA in order to improve management efficiency

· All risk staffing and fire staffing needs are different.  These differences need to be identified 

· An Occupational Health Safety Manager (018) needs to be assigned to each IMT and SAT on all risk incidents

· Qualifications for non-fire positions are nonexistent as are training and fitness requirements

· Needed non-fire positions need to be described and placed into the ICS organization 

· A Medical Officer should be attached to each IMT assigned to an all risk incident

· Medical readiness issues need to be addressed. Needed vaccinations should be identified, individuals identified and responsibility for payment established

	Incident Business

Management
	Kenny
	· Tasking directly from FEMA worked well.  Subtasking didn’t work well, need to be fewer Mission Assignments

· Received different direction on same issues from different FEMA regions

	Information
	
	

	MOB CENTER

	
	
	

	
	
	

	NATIONAL RESPONSE COORDINATION CENTER (NRCC)

	
	
	

	LOGISTICS MANAGEMENT TEAM (LMT)

	Prevey

	Staging 

Area
	· Team adjusted well, but need LMT process and forms to be developed

· Incidents involving multiple agencies should minimally have a daily meeting with all agencies participating

	
	
	

	
	
	


