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Death Care Professionals

Mass Fatality Plan

Template for

State Associations

{insert state name}

(INSERT STATE ASSOCIATION LOGO HERE)
Using This Mass Fatality Plan Template
The National Funeral Directors Association developed this plan as an aid and service to funeral professionals throughout the United States.  Our family of professionals has already responded and supported communities across the country in diverse incidents ranging from tornadoes to train accidents, shootings, Ebola and more.  This template serves as a general best-practice guideline to aid states in developing a specific death care “plug-in” to state mass fatality plans mandated by the federal government.
In evaluating state-level mass fatality plans, the development team for this template noted that most state plans lacked sufficient detail specific to funeral service.  If mentioned at all, funeral professionals were included at the end of the planning cycle, or final disposition stage.  Very little integration was noted earlier in the process.  Several states submitted plans to NFDA; some common best-practice suggestions were noted from the set and were used as appropriate in this template.  Two state plans, utilizing different strategies, were pulled as representative examples of mass fatality total integration from incident to final disposition, and integrated with their individual states as well.  These two are briefly discussed in alphabetical order, below.

· The Georgia plan, initiated and developed by Georgia Funeral Directors Association (GFDA) is a specific adjunct or “plug-in” to the state’s overall mass fatality plan developed by Georgia Public Health.  It covers detailed instructions to funeral directors who might be called upon to volunteer or serve as mass fatality responders, and also alerts state planners about the extensive capabilities available from the funeral profession.  Utilizing the National Incident Management System, the document covers all the possible response phases where funeral expertise could potentially be used.  This plan utilizes GFDA as a call center to mobilize funeral service, acting under the direction of the local Incident Command System (ICS) Command and Control (C&C).  This plan focuses on highly specific activities and information for death care professionals working within a mass fatality incident, particularly information that is not contained elsewhere in any detailed form. 
· The Michigan plan, initiated and developed by Michigan Funeral Directors Association (MFDA) utilizes a state-wide multidisciplinary team called “MI-MORT,” or “Michigan Mortuary Response Team.”  This plan mirrors the federal D-MORT mortuary plan and includes both budget and operational integration at the state level.  In order to participate, individuals must first be MI-MORT trained and certified, with on-going continuing education and drills.  Responders are included in the state liability and workers compensation programs if mobilized.  It utilizes the National Incident Management System with all participants acting under the direction of the local Incident Command System (ICS).  This plan focuses on a multidisciplinary team of which funeral directors are a part.  
Both plans are available in their entirely for interested state association planners.  Both represent full integration from incident to final disposition.  The key point of the death care planning effort is to include funeral service as an integral part of mass fatality plans, drills and response so that relationships and protocols are in place prior to an incident.
This template provides specific recommendations and information for death care professionals.  It is not intended to be the overall mass fatality plan for your state.  Your state Public Health agency can provide you a copy of your state’s official mass fatality plan. In the very rare instance where a state has not completed its plan, you may use the two states referenced above to learn what a full plan could resemble.   
Note: Considerable attention has been given to the overall framework of mass fatality operations; please review carefully.  Death care professionals are not first responders and have not historically participated in mass fatality planning or exercises.  This information is critical in understanding how all mass fatality responses are managed in the United States and how this profession fits into that continuum of response and care.
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Introduction and Overview 

of Mass Fatality Operations and Response 

in the United States
(Critical Background Information for Funeral / Death Care Professionals)

Mass Fatality Definition

A mass fatality (MF) incident, by definition, is any situation where more deaths occur than can be handled by the local (INSERT YOUR STATE’S AUTHORITY GRANTED BY STATE LAW: MEDICAL EXAMINER, CORONER OR A COMBINATION OF BOTH).  
Note:  Planners must identify the medical/legal death investigation system in your jurisdiction as a critical first step in initiating death care professional mass fatality planning.

· Medical examiners/coroners make up the investigation system in the United States and are the lead in MF management.  

· Both medical examiners and coroners are public officials who investigate any death not due to natural causes.  

· Medical examiners are qualified physicians who often have advanced training in forensic pathology (the application of medical knowledge to questions of the law).  

· The medical/legal death investigation system in the United States has coroner-only systems; medical examiner systems; mixed systems (some counties are served by coroners; others by medical examiners); and referral systems, in which a coroner refers cases to a state crime lab.  

· There is no minimum number of deaths for an incident to be considered a MF incident because communities vary in size and resources.  
· Mortuary capacity may be significantly exceeded and in many communities, there is no mortuary capacity.  
· Regardless of the size of the MF incident, the local (INSERT YOUR STATE’S INFORMATION, TYPICALLY MEDICAL EXAMINER, CORONER, OR COMBINATION OF BOTH) is the legal authority to conduct victim identification, determine the cause and manner of death, and manage death certification. 
·  The (INSERT YOUR STATE’S AUTHORITY) is also responsible for other medical/legal activities, such as notification of next of kin.  Under the direction of the federal Emergency Support Function 8 (ESF-8), Public Health and Medical Services, the state-level response to a mass fatality event would primarily involve coordination of the response and resources among the Public Health regions and arranging for support from state and federal assets as requested.
· An MF incident may be caused by natural hazards (e.g., fires, tornadoes, earthquakes, floods and hurricanes) or man-made hazards (e.g., motor vehicle crashes, airline accidents, bridge or tunnel collapses, and terrorist acts).  
· This Plan specifically adds:

· any situation in which there are remains contaminated by CBRNE agents (Chemical, Biological, Radiological, Nuclear and/or Explosive), 

· any incident requiring a multi-agency response to support the ME/Coroner, and

· any incident involving protected/complex remains and recovery operations of such, and

· any situation that overwhelms the facility or staff capability of the local funeral establishment or cemetery (includes Mutual Aid which could be outside of a MFI).

· Any infectious agent (pandemic influenza, Ebola) has the potential to rapidly spread among the population, last for many weeks and cause fatalities in such large numbers that the current capacity of medical and coroner infrastructures could be overwhelmed.  Should that occur, state, district and possibly federal officials would work closely with the medical examiner/coroner and/or other response partners to coordinate response.  
Authorities
State

(INSERT YOUR STATE AUTHORITY, TYPICALLY THE ESF-8 ENTITY PUBLIC HEALTH OR YOUR STATE NAME FOR SAID AUTHORITY) is responsible for protecting public health, including the disposition of mass fatalities.  This is codified in both (STATE NAME) and federal law.  The legal authority at the local level for processing of mass fatalities rests with the (INSERT:  MEDICAL EXAMINER, CORONER, OR BOTH) in accordance with (INSERT STATE LAW CODE SECTION REFERENCE NUMBER).  
Federal

This plan is consistent with:

· The U.S. Department of Homeland Security’s National Response Framework, which states that the primary management of an incident should occur at the lowest possible geographic, organizational, and jurisdictional level.

· The National Incident Management System (NIMS)

· The Emergency Management Assistance Compact

· Homeland Security Presidential Directive 5

· O.C.G.A. 38-3-57

· US Department of Health and Human Services

· Pandemic and All-Hazards Preparedness Reauthorization Act (PAHPRA) Public Law 113-5 of 2013
Confidentiality of Medical/Dental Records.  Health Insurance Portability and Accountability Act (HIPAA) of 1996 (Public Law 104-191) covers the requirement to maintain confidentiality of all missing person/victim records in mass fatality response.  Medical and dental providers of suspected victims are relieved of confidentiality restraints by the HIPAA Exemption for Medical Examiners (CFR 164.512).

Mutual Aid.  The Emergency Management Assistance Compact (EMAC) is the mutual aid agreement and partnership between member states (Public Law 104-32, 1996) and (ADD YOUR STATE IF APPLICABLE).
Public Health Responsibilities.  Public Health is a first responder in medical disasters (Presidential Directive HSPD 8) and is charged with providing leadership and coordination with regard to biological-chemical-radiological incidents as outlined under ESF-8 and (INSERT YOUR STATE INFORMATION).

Note:  This Plan does not presume to give legal advice for any particular incident and all participants should seek advice from appropriate authorities in any MFI.  Further, it is recognized that state law may change over time; this Plan includes information that is correct as of its date of publication, individuals will wish to update the plan as laws evolve.
The federal Emergency Support Function (ESF) #8 provides the mechanism for coordinated Federal assistance to supplement State, tribal, and local resources in response to a public health and medical disaster, potential or actual incidents requiring a coordinated Federal response, and/or during a developing potential health and medical emergency. The phrase “medical needs” is used throughout this annex. Public Health and Medical Services include responding to medical needs associated with mental health, behavioral health, and substance abuse considerations of incident victims and response workers. Services also cover the medical needs of members of the “at risk” or “special needs” population described in the Pandemic and All-Hazards Preparedness Act and in the National Response Framework (NRF) Glossary, respectively. It includes a population whose members may have medical and other functional needs before, during, and after an incident.

Under ESF-8, the coordinating agency for ESF-8 in (YOUR STATE NAME) is the (YOUR STATE NAME) (LIST AGENCY), and mortuary services via the (MEDICAL EXAMINER /CORONER/ BOTH), all of which have a role in MF management.  (INSERT YOUR STATE AGENCY) has key roles in mass-fatality management that include plan coordination, allocation of medical resources, health surveillance; worker health/safety; radiological/chemical/biological hazards consultation; burial requirement consultation; public health information; vital records and vector control.  

Purpose of This Plan
The overall purpose of this support plan is to define, for the death care profession in (INSERT YOUR STATE NAME), the specific responsibilities of licensed funeral professionals in a MFI.  The purpose is also to help professionals understand the overall mass fatality response structure and where/how they fit into that structure.

Specifically, this plan will: 

· Establish guidelines for the death care profession for an effective / appropriate response to a catastrophic incident where the number of fatalities exceeds local and regional capabilities for body recovery, transportation, temporary storage, identification, examination, processing, family assistance, central collection sites and/or temporary interment. 

· Describe the coordination and support relationships among the many multidisciplinary responders to a mass fatality.

· Provide a framework to facilitate an organized and effective response to MF incidents that treats the dead and their loved ones with dignity and respect.  
Note:  No attempt has been made to create a one-size-fits-all set of procedures for MF management.  Rather, this template attempts to list the major categories individual states should attempt to address in their local planning efforts
Plan Objectives
· To delineate the overall command and control structure for death care professionals and the criteria for levels of activation, utilizing the Incident Command System (ICS)

· To provide guidance, definitions, and relevant laws and delineation of organizational responsibilities pertaining to a response to a MF incident, with specific focus on the available expertise, skills and manpower of death care professionals.  

· To create a centralized point for mobilization from within the death care profession, as support for the Public Health plan and any local versions.
· Create a bank of volunteers from within the death care profession able to quickly mobilize in support of a mass fatality incident, including a geographic response and triage component.

· Allow death care profession volunteers to self-select their preferences for volunteer service, with each individual working within their experience and any applicable licensure. (example:  some volunteers may wish to embalm only; others may wish only work with families)

· Set response standards and considerations within death care and set forth generally accepted operational guidelines well in advance of a mass fatality situation.  The goal is to create seamless, professional, timely response from the profession.

· Educate ICS leadership and first responders about the various tasks that death care responders are prepared to provide and are capable of providing in a mass fatality situation; ensure adequate bank of volunteers for stated tasks. 

· To coordinate with the statutory authorities to determine a means for obtaining the following, with scalability:  supplies and equipment; facility requirements, staffing requirements; support services.

· To coordinate with statutory authorities to provide information regarding health and safety threats when handling decedents, infectious diseases, environmental concerns, security requirements; family, cultural and religious considerations, and staff and volunteer management.

· To ascertain and communicate to licensed funeral professionals the process for obtaining death certificates and permits for disposition of remains in a mass fatality
NOTE:  It is expressly understood and stated to all participants that the death care professionals mass fatality team is not a first responder to a MF, but serves as support and volunteer power for local Command and Control, including working under the statutory authority of the medical examiners/coroners (ME/C) or other authorized agency (Public Health, Governor’s Office, etc.).
Planning Assumptions 
· The ultimate purpose in a mass fatality response is to recover, identify and effect final disposition of the remains in a timely, safe, and respectful manner while reasonably accommodating religious, cultural and societal expectations.  
· A mass fatality event will be challenging and require support and leadership from all levels of government and may include private resources at regional, state and federal levels.  Private resources include funeral professionals and establishments which are the only private entity in the “formal” response plans.

· Advice and assistance should be sought from religious and community leaders to improve understanding and acceptance of the recovery, identification, and management of the deceased. 

· Public morale will be greatly impacted by the effectiveness of the overall response, including the disposition of remains. Family members, the general public, government officials, and the media have high expectations concerning the identification and of victims and morgue services, along with compassion and caring for both victims and families.
· Mass fatality response takes place at the most local jurisdiction and expands as needs become greater than local capacity.  

· The Medical Examiner/Coroner (ME/C) is responsible for managing mass fatalities; however, there are many other agencies/organizations that are involved in a mass fatality response.

· A mass fatality is frequently accompanied by mass casualties.  Accordingly, a mass fatality plan can be activated in concert with a mass casualty plan (care for survivors), and in concert with jurisdictional emergency operations center(s) (EOC) and the Public Health department emergency operations center.  Coordination of Emergency Management Services (EMS) or other healthcare assets will be handled by the local EOC ESF-8 section with support from District and/or State Public Health.
· The National Incident Management System (NIMS) will be used in a mass fatality response.
· Unless caused by a natural disaster, i.e., tornado, the incident site will be treated like a crime scene until authorities having jurisdiction over the incident have determined otherwise.  
· Death care professionals are not first responders working at the scene.
· Incident site operations will be performed according to professional first-responder and law enforcement protocols to ensure accurate identification of human remains and, depending on the nature of the event (e.g., commercial airline accident and criminal or terrorist act), to preserve the scene and collect evidence.

· Contaminated deceased victims may require decontamination or special handling.  Local assistance or mutual aid from the fire department, hazardous materials (hazmat) unit, Disaster Mortuary Operational Response Team (DMORT), military, or other non-ME/C discipline may be needed.  Death care volunteers will be fully apprised of any specific considerations relating to the condition of bodies, the location of deceased individuals, or other information that will affect the handling of deceased remains.  Examples:  body affected by lake water, seawater, burns, decomposition, etc.
· The collection, inventory, and return of personal effects to the decedent’s family must be accomplished with personal effects eventually returned to next of kin.  This is important not only for proper identification, but also for emotional support and closure for families.
· Both professional and co-worker support is essential to managing the short- and long-term emotional impact of a mass fatality situation on death care responders.

Capabilities of Death Care Professionals in a Mass Fatality Incident

The unique skills of funeral professionals are obvious in relation to a mass fatality’s end stage: final disposition.  However, state-level planners frequently overlook the significant support capabilities that can be utilized in much earlier response stages.  Most states have a fairly large pool of licensed death care professionals.  That manpower can be invaluable in a mass fatality situation by adding additional capability and work capacity to an overwhelming situation.  
The following chart outlines the processing flow of remains leading to Stage 8, Final Disposition, which many states mistakenly believe is the only stage where a funeral professional can be used.  Death care workers are not first responders and do not typically respond to a scene (unless also a coroner); however, they can provide valuable support in much earlier stages of a mass fatality than final disposition alone.  Those skills and capabilities will be discussed in detail throughout this document.
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The Processing Flow of ME/C Management of Remains 

Death care professionals can provide services, support and volunteers in steps 3, 4, 5, 6, 7, and 8 in the chart above (gray boxes) under the request and direction of the ME/C or Public Health/Governor’s Office.  The plan also anticipates that in certain defined situations, the federal D-MORT team would be mobilized.  Should that occur, the state death care team would supply support as needed on a stand-by basis.
Note:  The exact order of the stages in this chart may vary depending on the nature of the mass fatality incident.

Overview of Roles and Responsibilities—All Professions
Below is a list of agencies/organizations that are typically involved in mass fatalities and mass fatality planning along with the federal Emergency Support Function (ESF) designation for the Plan section.

	Mass Fatality Plan Section
	EMERGENCY 
SUPPORT FUNCTION
	assisting organizations
(not an all-inclusive list)

	Command and Control
	ESF-5
	ME/C, local EMA, Public Health, fire and emergency services, law enforcement

	Human Remains Recovery
	ESF-13
	Law enforcement agencies

	Morgue Services
	ESF-8
	ME/C Office

	Family Assistance
	ESF-6
	American Red Cross, mental health representatives; funeral directors

	Public Communications
	ESF-15
	ME/C Office, Public Health, local EMA (Joint Information Center)

	Vital Records System
	ESF-8
	ME/C, death care services, Public Health

	Mortuary Industry
	ESF-8
	Local funeral directors, funeral homes, cemeteries, cremation services, state funeral association

	Mass Fatality Plan Maintenance
	ESF-5
	Local EMA, ME/C, Public Health; death care

	Security
	ESF-13
	Local law enforcement agencies

	Staff/Volunteer Processing Center
	ESF-5
	Local EMA

	Family Concerns and Religious/Cultural Considerations
	ESF-6
	ME/C Office with assistance from local spiritual care community; funeral professionals

	Infection and Other Health and Safety Threats
	ESF-8
	Public Health, local hospitals

	Infectious Disease Considerations
	ESF-8
	Public Health, local hospitals; death care


The following highlights the roles and responsibilities of those who may be involved in a mass fatality incident:

Medical Examiner/Coroner (ME/C) is the legal authority to conduct victim identification, determine cause and manner of death, coordinate transportation of bodies, and manage death certification process. Also typically responsible for other medical/legal activities, such as notification of next of kin.  The ME/C is responsible for developing the best approach to managing personnel, equipment, and resources to affect recovery, identification and disposition of mass fatality victims.  In small incidents, the EOC is not typically activated, and the Coroner will likely be the Incident Commander.  In large scale events, the EOC is activated to manage the various agencies and multiple missions that are involved.  In these events, the Coroner may be assigned as the Director of the Coroner’s Service Branch.

Local Law Enforcement is responsible for assisting the Coroner with scene security, investigation, and search and recovery.   

Local County Emergency Management Agency is responsible for protecting the lives and property from the threat of all types of major emergencies and disasters, both natural and man-made.  This is accomplished by providing community-wide leadership, guidance, and support and coordination in the areas of mitigation, preparedness, response and recovery. 

State Emergency Management Agency is the lead state agency in your state for statewide coordination of emergency mitigation, preparedness, and response and recovery activities.  The agency accomplishes this through statewide multi-agency coordination in support of local emergency management agencies.
Public Health is the lead agency for coordination of ESF-8, Public Health and Medical Services activities.  At a minimum, key roles in mass-fatality management include:  MF plan coordination; medical resources allocations; health surveillance; worker health/safety; radiological/chemical/
biological hazards consultation; burial requirement consultation; public health information; vital records; vector control; and coordination of medical assets, such as post-mortem kits and mobile morgues.  Should the mass fatality event be the result of an infectious disease, such as pandemic influenza, Public Health is the statutory federal authority under ESF-8 to authority and communicate public health directives concerning all aspects of response in conjunction with state, county and city/town leaders, county emergency managers, local boards of health and other health care partners regarding pandemic preparedness and response.  This includes social distancing strategies (direct isolation and quarantine) and other protective actions to elected/appointed leaders, the business community, schools, and Healthcare Coalition partners.

Note:  Social distancing may directly affect funeral and memorial efforts in the short-term.

American Red Cross (ARC) disaster relief focuses on meeting immediate emergency disaster‐caused needs. When a disaster threatens or strikes, Red Cross provides shelter, food, and health/mental health services to address basic human needs. In addition, Red Cross disaster relief provides assistance to individuals/families affected by disaster to enable them to resume normal daily activities independently.  
Death Care Services provides products and services for the burial or cremation of the deceased.  This profession is important in planning efforts to ensure the disposition of human remains is handled in an efficient and dignified manner.  Additional roles during a mass fatality incident may include: 

· Transportation of bodies

· Morgue Operations (Support)

· Off-site Mortuary services 

· Consultation and expertise 

· Family Assistance Center Support.  FAC will be provided separately, but at the same time as and coincident with the processing of human remains.

(INSERT YOUR STATE NAME OR DEPARTMENT) Behavioral Health and Developmental Disabilities (DBHDD) is the lead agency for coordination of mental health services in the state.  If local mental health capacity is exceeded during a mass fatality event, Public Health or local EMA can contact DBHDD for coordination of additional mental health responders from other areas within that state region.
LOCAL JURISDICTION / COMMAND AND CONTROL IN A MF

Per federal law, all jurisdictions will utilize the National Incident Management System (NIMS) in managing response and recovery of all emergency incidents, including multi-agency and multi-jurisdiction emergencies.  NIMS utilizes the Incident Command System (ICS).  NIMS improves mobilization, deployment, utilization, tracking and demobilization of resources, thereby reducing the incident of poor coordination, communications, and resource duplication.

How Death Care Fits Into Unified Command 
The local Unified Command structure utilizes a single integrated incident organization, shared facilities (command post and EOC, or Emergency Operations Center), single planning process and incident action plan.  It also includes shared operations, planning, logistics, finance/administration and coordinated resource ordering.  This system optimizes all agencies’ efforts.  
Unified Command is the means for identifying support functions with scalability for:  supplies and equipment; staffing, facility requirements; other support services.  Unified Command will also:

· Provide information about health and safety threats when handling decedents, infectious diseases, security requirements, family, cultural and religious consideration and personnel management.

· Describe method by which human remains will be recovered and identified.

· Provide method for preservation and storage of human remains on a temporary basis when normal capacity is exceeded

· Detail morgue capacity and operations and average death rate

· Delineate the method of family assistance

· Outline the process for death certificate, disposition permits and transportation

· DEATH CARE PROFESSIONALS MAY BE REQUESTED TO PROVIDE PROFESSIONAL INPUT AS TO BEST PRACTICE, EQUIPMENT REQUIREMENTS, CONCERNS, CULTURAL AND RELIGIOUS CONSIDERATIONS, BURIAL ISSUES, CAPACITY, OR OTHER PERTINENT INFORMATION WITHIN THEIR AREA OF EXPERTISE.

· Family Assistance will be provided in separate locations from morgue, site and incident command, but at the same time as the processing of human remains.  

Pandemic Flu, Ebola or Other Infectious Agents

· In instances of Pandemic Flu, death is considered to be by natural causes.  Funeral directors may receive bodies directly from health care providers, homes or other locations that are not necessarily from a “mass fatality” scene.  See Pandemic Flu section of this plan for additional information.  Ebola response has separately state-mandated plans in all states with oversight from a variety of federal authorities.  

General Considerations

This particular plan supports the (INSERT YOUR STATE INFORMATION) Public Health Mass Fatality Plan template and its localized versions and outlines the various capabilities that the death care profession can offer and fulfill if and as needed.  

· UNLESS CAUSED BY A NATURAL DISASTER, THE INCIDENT SITE WILL BE TREATED LIKE A CRIME SCENE UNTIL AUTHORITIES HAVE DETERMINED OTHERWISE. 
· Death care personnel will receive instructions from the local coroner/medical examiner who are totally in charge of deceased until release to next of kin.  
· Death care personnel may provide a variety of services within a MFI:  morgue support, transportation, support for Family Assistance Centers, next-of-kin notification in conjunction with coroner/medical examiner or law enforcement, and other duties as requested.  

· Next of Kin (outlined in (YOUR STATE’S) Final Disposition law, APPENDIX (ADD YOUR STATE LAW) will direct funeral/cemetery services for identified deceased per the order of right of final disposition outlined by (YOUR STATE) law.  The deceased will be released for final disposition by the appropriate agency corner/ME/hospital, etc. only after positive identification OR until a determination has been made that no identification is possible.

· Bodies that cannot be identified, or bodies unclaimed by next of kin, may receive final disposition instructions from the coroner or medical examiner, or the political entity (city/county) per (YOUR STATE) Code.  (YOUR STATE) law allows (INSERT YOUR STATE’S CORRECT AUTHRORITY OF ME/C) burial, embalming and burial, or cremation as final disposition methods selected by the corner/ME/political entity.

· Collection, inventory and return of personal effects to the family are critical aspects of investigation and evidence, and ultimately are part of legal/ethical treatment of survivors regarding deceased’s personal property.  

· Note that deceased may be located at the scene of the incident; at patient staging areas; at medical facilities; at a personal residence; in a place of business; or on private property.  Death care personnel must be aware of the various considerations of each location (Legal to enter? Infectious survivors present?  Coroner/ME case? Pandemic/biological-chemical/radiological incident? Other conditions affecting body—water, decomposition level, trauma?)

Social Distancing

(YOUR STATE’S) Public Health is the lead agency for coordination of ESF-8 with key roles in mass fatality management and has statutory authority to authorize and communicate recommendations and / or directives regarding protective actions. This could include:

· Quarantine

· Direct isolation of infected or potentially infected individuals

· Limitations on public gatherings INCLUDING FUNERALS, CREMATIONS AND BURIAL/INTERMENT CEREMONIES WITNESSED BY THE PUBLIC

· NOTE:  Embalming: The ME/coroner will make the decision as to whether the remains will be embalmed prior to release.  At a minimum, the remains will be in a sealed disaster pouch.  Remains shall not be comingled. Religious and cultural preferences will be included in the decision process; however, it should be noted that conditions may make it impractical to respect all wishes in this regard.  Further, transportation to other states or countries may require embalming.  
Specific Death Care Services in a Mass Fatality
Overview

Death Care is the profession that provides products and services for the burial or cremation of the deceased.  Services are divided into three main segments:  ceremony and tribute (funeral or memorial service); disposition of remains through cremation or burial (internment); and, memorialization in the form of monuments, marker inscriptions or memorial art.
Funeral directors oversee all burial logistics, such as transporting the deceased, preparing the remains, performing a ceremony consistent with the grieving family’s religious and cultural beliefs, filing the death certificate with the local registrar within (INSERT YOUR STATE STATUTORY FILING DEADLINE) of death, and working with families and legal authorities to implement final disposition of the deceased.  

Note:  Funeral homes are licensed businesses that are privately owned.  Thus, they have the right to refuse assistance or limit their level of assistance during a mass fatality.  YOUR STATE SHOULD ASCERTAIN AMONG ITS FUNERAL PROFESSIONALS HOW THEY AND/OR YOUR STATE ASSOCIATION(S) PLAN TO RESPOND AND PARTICIPATE.

Note:  It is helpful for you to provide to your state Public Health mass fatality planner as much geographic funeral capacity information as possible, including name of funeral homes by county, body refrigeration capacity at each, prep room space, embalming capacity in 24 hours, crematory capacity in a 24-hour period and similar information.  If your state association will provide centralized support, it is helpful to provide 24-hour contact telephone numbers and mobilization details.
When the local capacity of the services is surpassed, or when an MFI is anticipated, the County Emergency Operations Center (EOC) may be activated.  The EOC Planning Section Chief may establish a Death Care Situation Unit in ESF-8 to coordinate with the various cooperating Funeral Directors and the Morgue Services Unit.

The role of the Death Care Situation Unit Leader is to:

· Alert funeral homes, cemeteries, and cremation services in the event of a developing mass fatality event.  If your state has a centralized Command and Control Center for death care works, this Center can perform these functions.
· Ensure that logistical needs and information flow is efficiently handled.

· Request death care professional assistance in search and recovery at the incident site, in morgue operations, and at the Family Assistance Center.

· As victims are identified, coordinate with the funeral home or cremation service requested by each victim’s family to arrange for final disposition.

Note:   In some states, these functions are being coordinated by the state association.  If your state association is participating, it should develop and provide a centralized 24/7 contact number for the EOC.

General Considerations for Handling Deceased Human Bodies

· It is agreed and understood that the term "body" may include both full and partial human remains, no matter how small the remains may be.  At all times, all deceased individuals shall be treated with dignity and respect, and handled as individual people.

· Human remains and/or partial human remains shall not be co-mingled.  Every attempt shall be made to handle, identify, and transport remains separately per deceased individual.  Death care professionals should expect that remains will not be comingled by scene investigators in order to maintain chain of evidence for scene reconstruction and identification.   It is recognized that in a disaster situation, inadvertent co-mingling could occur by nature of the disaster itself.  Final identification of remains shall make every attempt to separate different individuals for final disposition.  

· Human remains and/or partial human remains shall not be co-mingled and cremated together.  Further, human remains and/or partial human remains shall not be co-mingled and buried together, except in the case where the individual with right of final disposition should so request.  As an example only, families sometimes request that deceased infants be buried with their parent(s).

Each body or partial remain shall then be placed into an individual container.

· Disaster pouch body bag (heavy duty, handles), or

· Body Bag (white, medical grade, lighter weight plastic than a disaster pouch.)

· A casket can also serve as an individual container if the ME/C has released the body for final disposition.  It will be generally assumed that this person has already been identified and released to next of kin.

· Once the body or partial remain is placed inside the individual container outlined above, the deceased’s name or matching identification number shall be affixed to the outside of the disaster pouch.  This is a critical step in that it eliminates repeated opening of the body bag which can degrade the body or destroy evidence.

· State laws vary regarding the requirement for embalming.  (INSERT YOUR STATE’S REQUIREMENT). However, other U.S. states and common carriers may have conflicting laws.  The ME/C in charge (or federal authority if applicable) shall determine the need for embalming and has the final authority.  Every attempt will be made to respect the family’s wishes regarding cultural or religious preferences; however, investigative and preservation needs may take precedence.  Funeral professionals should be prepared to support this decision both publicly and privately, on a permanent basis, and console/educate families accordingly.  
Note:  EBOLA victims, per CDC guidelines, are not to be embalmed.
· The ME/C (or federal authority if applicable) will ensure that the funeral director (or Public Health official authorized to complete death certificates in the event of a Governor-designated disaster) gets full information required to complete a final death certificate.

Cultural and religious considerations are typically the decision of the individual or individuals with the right of final disposition. 

In a mass fatality situation, the ME/C shall have decision authority over embalming; recognizing that preservation of the body may take precedence over the cultural or religious preference of the individual(s) with final disposition. 
Note:  A mass fatality could overwhelm the capabilities of morgue space, embalming capacity, refrigeration and cremation capacity.  Weather, nature of mass fatality incident, and numbers of deceased are examples of issues affecting timely disposition.  Death care professionals, as part of a state planning effort, can assist by:

· Examining the capacity, continuity of operations planning, and surge capacity of cemeteries and crematories in your jurisdiction.

· Identifying sources of supplementary workers (grave preparation, embalming, transportation, refrigeration).

· Consider temporary burials whereby bodies will be temporarily buried in body bags at a designated location until they are exhumed at a later time for individual final disposition. Scientific evidence supports the fact that burying a body (dirt) is an acceptable alternate form of storage if rapid refrigeration or embalming is not readily available.  If enacted, graves should be individual and clearly identified, 5-feet deep and 1 foot apart.  Mass graves should not be considered or implemented.

Note:  Death care professionals should refer all questions to the Public Information Officer for the mass fatality.  That individual is the sole source for public or private statements regarding storage solutions, particularly the employment of long-term temporary interment.
Transportation of Deceased Human Bodies

Certain requirements must be met when transporting bodies outside the state.  (INSERT YOUR STATE REQUIREMENT).  The ME or Public Health must provide written approval, indicating that no infectious disease is present when transporting bodies across state lines or internationally. This protects the general public, response personnel and funeral professionals.

The funeral director must get consulate approval to ship bodies internationally.  Special considerations may apply in a mass fatality incident.  
Bodies exposed to biohazards or infectious diseases must be transported by non-commercial carriers, while non-infectious bodies can be transported via commercial carriers.  
Federal law does not classify human remains as hazardous materials for interstate or intrastate transportation; therefore, the ME, coroner or Public Health official shall be the governing authority.

Note:  Ebola victims present special considerations from both a state and federal level, particularly with an eye toward preventing infection in a population with no immunity to the disease.  At the time of this document, funeral professionals should expect cremation as the preferred method of final disposition (with no embalming, viewing or contact with the deceased by family or the public) and for an Ebola victim to be transported directly to the crematory.  At this time, the viability of the virus in deceased human remains is unknown; therefore, the body could be infectious for an unknown period, perhaps a quite lengthy timeframe.  This makes burial a risky proposition.  Death care professionals should expect to advocate for cremation as the preferred final disposition method within their state to protect both the public and their staffs...
· Examine the capacity, continuity of operations planning, and surge capacity of cemeteries in your jurisdiction.

· Identify sources of supplementary workers.

· Consider temporary mass burials where bodies will be temporarily buried in body bags in common graves in cemeteries or at a designated location until they are exhumed at a later time. ( Only as a last resort)

Be prepared to make public statements regarding storage solutions, particularly the employment of long-term temporary interment.
HOW TO MOBILIZE THE DEATH CARE MASS FATALITY TEAM

General Information

Any county’s Emergency Operations Center (EOC) may be activated in response to a MFI.  That EOC will provide overall coordination of ALL resources including the Death Care Team.  The Death Care Team may or may not be mobilized, depending on the number of deceased, the nature of the incident and the likelihood of additional deaths.  The local EOC will make the determination.  Certain conditions will trigger the mobilization of the federal DMORT team; the Death Care Team will be available on standby as needed.  Even when DMORT is mobilized, the final disposition phase would typically involve families working with their local funeral homes/cemeteries; therefore, concerns such as staffing and extra professionals would be vital from local/state resources.

Note:  In some instances, a funeral establishment or cemetery may be seeking Mutual Aid versus a full MFI.  Example:  fire in an establishment and establishment needs help temporarily.  You may call your local professionals directly for Mutual Aid or call the Dispatch Center; the Center can save you time and make those contacts for you.  In a MFI, alert the Dispatch Center so as to avoid duplication of effort.

· Example:  rural area, 5 deaths, traffic accident.  

· While that may overwhelm certain aspects of the local response capability, 5 deaths would not necessarily require additional support beyond the capabilities of local funeral homes/cemeteries.

· Example:  rural area, tornado, 5 deaths, infrastructure disrupted (power, transportation, buildings gone).  

· This may require additional support from the death care profession.

· Example:  Pandemic influenza.  Definite mobilization.

· Example:  Factory explosion, 200 deaths, any state area.  Definite mobilization.

EOC Command and Control makes the determination to mobilize volunteers from the death care profession.  Note:  depending on size of MFI, there could be a full deployment (Newtown) or partial (securing local volunteers, monitor from afar, stand down).

Procedure

If mobilized at the request of a local Emergency Operations Center, the Death Care EOC will mobilize based on the geographic areas of (insert the emergency response areas in YOUR STATE). Note:  (for example, does your state utilize a Regional Coordinating Hospital System?  Some other geographic system?)
The Death Care EOC will determine capacity requirements (triage) with input from the EOC and reach out first to death care professionals within the geographic area of the MFI.  At the same time, appropriate notification will be sent to all death care professionals in the Plan system to update and put them on stand-by notice.  

Base Station / Triage-Dispatch Center for THIS Team: INSERT HOW YOU WILL MOBILIZE:  Examples:  utilize your state’s 24/7/365 public health emergency number and that call center in turn contacts pre-selected death care contact numbers; or, provide a 24/7 call number within the profession?
· Once alerted: The professionals will operate as a total, seamless team without regard for geographic or competitive considerations, membership or non-membership in any particular association.
· Depending on the nature of the Mass Fatality, notify NFDA to mobilize support and resources.

· Even if national support is unlikely to be needed, NFDA should be notified as a professional courtesy in order to monitor the situation.  NFDA will refer any media calls to the Public Information Officer in charge at the event, but will need that referral information.
· It will be necessary when a MFI occurs that there is a contact and coverage available 24 hours a day. Requests for Mutual Aid (which could occur without a MFI) will be handled on a case-by-case determination as to the required coverage of the Center.
· Consideration should be given for several scenarios for the Base Station location, availability of personnel to staff it and assuring not to impact a Funeral Establishment’s (funeral home or crematory) or cemetery’s place of business in its daily operation. In particular, funeral homes/crematories/cemeteries within an area where a MFI occurred could be quickly overwhelmed with bodies, news media, families and on-lookers, making an off-site Center desirable. 
NOTE:  The Death Care EOC is separate from and responsive to the local jurisdiction’s Unified Command and Control EOC.  Volunteers will take their instructions from the Unified Command and Control up through final disposition and stand-down.  Specifically, the CORONER/MEDICAL EXAMINER has total authority over release of bodies for final disposition, including timing and special instructions (if any) for final disposition.

MOBILIZATION—(INSERT YOUR STATE PROCEDURE) 
· NOTE:  Death Care Team deployment will not be instantaneous—local response (EMS, law enforcement) are the First Responders in any situation, followed by ME/coroner/ Recovery Team.  This Death Care Team will likely be on alert/standby for a number of hours or days.

· First-reached team member initiates the following as needed:  

a. Determine exact nature of incident

b. Is this a DMORT situation, a request for mutual aid or is this Team the appropriate level?

i. Is this an event with mostly local fatalities?  Is this an event with fatalities from widespread geographic areas?  Widespread will be more difficult due to bodies being transported to diverse locations and being handed off to multiple funeral homes.  Local deceased will likely be handled by their known local funeral home(s).  

c. Determine potential # of volunteers required, where they are needed and/or when.   On standby basis at this stage until request from Coroner/Medical examiner.
d. If the MFI requires deployment and not Mutual Aid, notify all participating Associations. The Team will operate as a total, seamless profession without regard for membership or non-membership in any particular group.
e. DO NOT show up at the scene of a MFI; it will be a secure location and no one will be admitted except law enforcement/first responders. Stay where you are and await volunteer location and task instructions.

· Pull this Plan manual, locate geographic location of MFI.  

· Determine abilities of local funeral homes—were they affected by incident or are they in full operation?

· Secure volunteers, communicate with local jurisdiction Emergency Operations Center (EOC) Command and Control (C&C), provide volunteer names to C&C at appropriate time.  Volunteers will need credentials as proof of identity at time of actual response. 

· Inform volunteers of their general duties, where to deploy or to stand by.

· A complete check-list of tasks will be available. 

· Direct contact between volunteers and the local jurisdiction Command and Control at this point, reporting back to Death Care Team.  Team will track volunteers, secure additional manpower as needed.
· Death Care Dispatch Center monitors and responds to incident through final disposition of all fatalities.

· Determine need for on-going support.  Large incident, full mobilization likely results in staging the Death Care Command Center for multiple shifts, food requirements, sleeping needs, etc.

· Emails / calls to appropriate volunteers within geographic area.

· Secure feedback from local jurisdiction Command and Control as situation evolves in order to respond to needs.

· Death care professionals have historically demonstrated overwhelming response and concern in emergencies.  A coordinated approach to local jurisdiction needs and control has been shown to be the most effective throughout the country—particularly when a MFI is of an extended duration.    

RECOVERY AND BODY TRANSPORTATION AT THE SCENE:

Specific Information for Death Care Professionals
General Information about Procedures

· The medical examiner/coroner will be in total control of the body recovery.  It is a part of law enforcement and the site will be either a crime scene, scene of a natural disaster, accident, infectious agent or epidemic.  Death care volunteers will not be involved in this recovery process unless they are a coroner, DMORT, or part of a specially trained team.    Access to the site will be severely restricted to necessary personnel, with standard crime scene and evidentiary procedures in place.  

· Note:  If a MFI is a crime scene, in most cases a warrant must be issued by a local judge before anyone can enter the scene.  Law enforcement will be in control.  

· Families can be expected to be anxious, upset and even angry at what they may perceive to be delays in identifying, rescuing or releasing their deceased or possibly deceased loved ones.

· Death care personnel should be extremely sensitive to the procedures and time-frames of law enforcement/emergency management personnel and HELP SET EXPECTATIONS/ communicate those timeframes to family members in a caring and sensitive way.  

· No family members will be allowed into the scene.  
· A Family Assistance Center (FAC) location will be identified and publicly communicated by the EOC C&C and its Public Information Officer.  Death care personnel may refer family members to the FAC once that location has been made public.

· All recovered remains (intact or fragmented) will be catalogued.  All non-human remains and personal effects will be catalogued, including photographs.  Personal effects will only be released to family members after positive identification of the item is made.  Anything considered evidence will remain property of the investigation until released by legal authority.

· Standard means of identification will be used:  fingerprints/footprints; dental records; DNA; unique features using x-rays or medical records (examples—prosthetics, pins in bones).  Personal effects, clothing, scars, tattoos and visual appearance are typically not used as the sole means of positive identification.

· In some situations, it is possible that death care volunteers will be asked to aid with family questionnaires which cover detailed information about loved ones who are potential deceased. (Ante-Mortem Interviews).  Should this occur, you will identify yourself as “Name,” a “counselor” or “volunteer” with “County.”  You will not identify yourself as someone within the death care profession.  Your skills in dealing with distraught individuals are invaluable; however, your particular “job title” of funeral director or cemeterian could be upsetting to a family member.

· No remains will be released for final disposition until the identification process is complete. At that time, the medical examiner or coroner will authorize the release or remains.

· Release will ONLY be made to a licensed funeral director from an active state-licensed funeral home.  If remains will be removed from the state, arrangements must be made through a state licensed facility.  International transportation will require assistance and permissions through the State Department.
· The medical examiner/ coroner will decide if remains will be embalmed. He/she will also decide as to casketing; at a minimum, the remains will be in a sealed disaster pouch (body bag).  Religious and cultural preferences will be considered, if identity is known; however, professionals should understand that preservation for identification or other considerations may take precedence.  This is NOT your decision; it will be the decision of the ME/C.

· Death care professionals may be asked to transport remains from a temporary morgue to a more stable facility or from that facility to a funeral home for final disposition, or other location as directed by the medical examiner/coroner.  

· DEATH CERTIFICATE:  (INSERT YOUR STATE INFORMATION ABOUT HOW DEATH CERTIFICATES WILL BE HANDLED.)  
Note:  If you are a funeral director volunteering in a transportation capacity only and are NOT representing the establishment responsible for final disposition, then you are NOT the person responsible for the death certificate.  
Risk Management for Transportation During Recovery and Identification Stage

· Please remove insignia from your vehicle and clothing.  At this stage, you are working on behalf of the profession, the local jurisdiction and State—not your individual business.  Identifying marks in other disasters around the country have led to public scrutiny, media stake-outs and other interference with respectful and safe final disposition.  

· Some consideration should be given to removing the license plate so that you and your staff are secure, depending on the nature of the MFI.

· You are also responsible for the safety and well-being of your staff.  In some MFIs, you will have to weigh the potential risks to your staff against the environment and circumstances of the MFI.  

· You should maintain permanent confidentiality of information you are given, you hear or even accidentally gain access to during a response.  Failure to do so could result in civil liability or criminal charges.

Recovery

· (INSERT WHO IS RESPONSIBLE IN YOUR STATE PER STATE LAW), is responsible for the recovery and identification of human remains in the incident of a natural or man-made disaster.

· Recovery operations include Investigation; Search and Recovery; Transportation (to include post-mortem remains, property, and evidence)

Operations

· A single numbering system within the mass fatality will typically be used to record fatalities/human remains.  In some cases the Veri-chip numbering system will be used (digital chip/computerized system).  This system is widely recognized within the US for this purpose.  Other systems may also be utilized.  (INSERT WHAT YOUR STATE PLANS TO USE, FROM YOUR STATE’S MASS FATALITY PLAN)
· NOTE:  VERICHIP BODY TRACKING SYSTEM

· The Veri-chip system is a digital body tracking system used to track a deceased body and/or body parts from recovery through final disposition. The Veri-Chip system can be used as part of the Global Emergency Response Patient Tracking System.  This human-implantable microchip can be scanned by hand-held scanners used by law enforcement, health care workers, or others in the MF response system to track a body/body parts as it/they move through a MF from recovery through final disposition.  The Veri-chip provides a unique number which is linked to information about a body and ultimately about the identity of the body or body parts.  Users can make notes within the computerized/hand-held system about injuries, location of body when found, where it is in the identification process, and so forth.  

· THE VERI-CHIP has no impact whatsoever as to final disposition.  It is inserted under the skin and is invisible to observers of a deceased body. It can remain in the body for embalming, burial and/or interment. It has no impact in cremations, has no emissions and does not have to be removed from a body or body part in order for the body to be cremated.

· All remains will be located, collected, marked and packaged.  A chain of custody will follow all remains with security provided for the site and for the remains.

· Site access will be restricted to personnel necessary for operations

· All operations will be conducted in accordance with standard crime scene and evidentiary procedures.

Victims

· All victims will be treated with reverence and respect.

· No family members will be allowed into the scene during Recovery.

· Whether intact or fragmented, all recovered remains will be catalogued for future consolidation.

Release of Remains:  Helping Families Understand the Process

Remains shall not be released by the ME/coroner until the formal identification process has been completed.  At times, this may cause frustration for families or the general public who want quick answers—not always possible.  

Note:  Death care professionals can serve as a valuable public resource within their communities in supporting the care, dignity and respect that is being given to each potential victim of the MFI.  Your compassionate support of families and description of the process is vital to supporting the overall MFI response.

Talking Points with Families Relating to Schedule / Constraints of Recovery/Identification

· The care, dignity and respect given to each potential victim require time and thorough examination.  It is much better to be certain of identification than cause a family needless heartache.  

· Identification of unknown human remains is based on a comparison of various records of a person (fingerprints, dental records, x-rays, DNA) and requires significant time.

· Personal effects (jewelry, pocket contents), clothing, scars, tattoos and visual appearance of the body are not a reliable means of identification and are not used as the sole means of a positive identification.  Standard and accepted scientific techniques are being used.  

· In rare instances, the complexity of the situation may preclude identification of usual scientific methods.  In that case, the ME/coroner may authorize ID by any reasonable means.

· Release will only be made to a licensed funeral director from an active state-licensed funeral establishment.  If remains are to be removed from the state, arrangements must be made through a state-licensed facility.

· A decision will be made as to whether the remains will be embalmed prior to release.  The ME/coroner will make this decision in addition to deciding as to casketing of the remains.  At a minimum, the remains will be in a sealed disaster pouch.  Remains will not be comingled.  Religious and cultural preferences will be included in the decision process; however, it should be noted that conditions may make it impractical to respect all wishes in this regard.  Further, transportation to other states or countries may require embalming.

· A complete record of all releases will be maintained in the recovery report.  

Death care professionals may be involved in TRANSPORTATION of the deceased at this stage, based on the request of local authorities.  Please see the Transportation section for full information.

Morgue Services

Local authorities will coordinate search and recovery efforts.  Morgue Services are organized to support morgue operations, decedent identification and data management.  This is critical to ensuring efficient, accurate and timely identification regarding the deceased.  Morgue services will be scaled to fit the situation.

Identification of every victim is essential to surviving family members.  This must be performed carefully and accurately, most importantly for reasons of human dignity, but also to prevent insurance fraud and to document evidence leading to criminal prosecution and evidence in wrongful death cases or homicide.  There are two major areas within Morgue Services.

· Morgue Operations:  Administration, Information Resource Center, Receiving State, Screening/Triage Station, Admitting Station, Documentation Station, Print Station, Final Holding, Release of Human Remains and After Care Station.

· Morgue Examination:  radiology, dental ID, pathology, anthropology/morphology, DNA retrieval, identification confirmation meetings.

Note:  Death care volunteers will likely be involved in transportation of human remains (Morgue Operations) or in transportation when the Morgue Examination portion is completed.  Key aspects of this include:

· You are there as a volunteer and not to promote your individual business which may or may not be local.  There may be news media and on-lookers from all over the world there.  Further, there may be security considerations for you and/or your staff depending on the circumstances of the MFI.  Confidentiality, preservation and respect for the deceased should be of primary consideration, along with the safety and security of you and your staff. .  FULL DETAILS ARE OUTLINED UNDER “DECEDENT TRANSPORTATION”.

· REMOVE all insignia and identifying marks from vehicles and clothing.  This is for your protection and your staff’s protection, as well as for the deceased.  You do not want media following you to your business location.  You also do not want irate “protagonists” seeking retaliation against you or your staff.

· Do not discuss the location where a body is going.  Families do not have any public notice requirement as to plans for final disposition. Disclosing a location (whether another morgue or a funeral home or crematory) will violate their privacy and open you to liability.

· Do not speculate, repeat overheard remarks from law enforcement, or provide any information.  This would be an on-going investigation and could subject you to liability and even prosecution.

· Total, permanent confidentiality.  Remember that many family members will not have information about their loved ones at this point.  Anything you see should be confidential from everyone, permanently—news media, fellow employees, other death care professionals not involved in the MFI response.  In a mass fatality, you cannot know who might be a friend or family member of a deceased.  You also do not know who might be a family member of a perpetrator or a member of an affiliated group who may act/react.

· Note:  Educate your staff (full-time, part-time, employees or 1099, and all subcontractors) NOW, real-time prior to an incident, about confidentially requirements, both routine and in a MFI. 
· Note:  NFDA suggests that all staff and subcontracts sign confidentiality agreements NOW.  Copies of suggested forms are located in APPENDIX (ADD #).  You will likely be too busy at the time of a MFI to secure these Agreements.  These Agreements protect you from liability should your staff or subcontractor share inappropriate information.  Remember, in a MFI, news media and others PAY large sums for information and the temptation may be too great.  You will want to be able to prove you have educated your staff and subcontracts on this important topic.

· Remember that in a mass fatality, the deceased may not have immediate access to embalming, refrigeration or other methods of preservation.  This too should be confidential, permanently.

· Respect for the deceased and his or her family.  Treat the deceased with respect.  No discussion of the condition of a body or body part; no descriptions of the “temporary morgue” or other professionals working there.  

· Paperwork

· Each MFI will have specific requirements for appropriate release forms and paperwork.  Protect yourself by ensuring you have the correct releases before you transport a body.  In some locales, this may be an electronic tracking system which follows a “chip” on the body.  

· If you are transporting a body to a funeral home, ensure that the family has signed the appropriate release form and designated a funeral home.  In a mass fatality, do not rely on verbal representations.  The atmosphere will be chaotic with multiple families and family members.  It will be practically impossible to determine next of kin on a verbal basis.

Body Storage

Each county should have identified local/regional capabilities for storage of victims.  Some mass fatalities will overload the capacity; therefore, sequentially:

1. Use surge capability (hospitals, funeral homes, refrigerated trucks)

a. Mutual Aid:  (DESCRIBE WHAT IS AVAILABLE IN YOUR STATE) Could be refrigerated trailers, hospital morgues, funeral home holding areas, etc.
b. Specific considerations about body storage and transportation: these are well known to death care professionals, but may not be known widely among non-professional volunteers depending on their background.  You can help in this regard by suggesting the following:
i. Remains will not be stacked.  

ii. No weight or significant contact should occur between deceased bodies to prevent marring the features, disturbing the clothing, tissue or other aspect that re important to dignity, possible identification and final disposition.

iii. Bodies should be placed face-up, head slightly elevated if possible, arms and hands on top of the abdominal cavity. 

iv. Remains will be offered on-going security.  
2. The primary goal is to store remains until examination and identification is complete.  Remains should be stored in a dignified and respectful manner, no matter the size or portion of the remains or condition.  You will be a valuable resource in ensuring this goal is met.  Identification is normally the responsibility of the medical examiner/coroner and local law enforcement.  

You will not be a part of this identification process working directly with remains; however, in some situations, you may be volunteering to complete family questionnaires with family members, due to your extensive experience in working with grieving individuals.
Public Health may be consulted on issues related to infection control.  In general, those procedures indicate that measures should be taken to reduce the risk of transmission of disease or Hazardous Materials association with handling human remains.  YOU WILL BE ADVISED of these protocols at the time.  Generally, deceased human bodies pose little risk of infectious agents; however, CBRNE considerations may require additional protection.  SEE FACT SHEET ON HEALTH RISK FROM DEAD BODIES IN THE APPENDIX.

TRANSPORTATION OF DECEDENT—NEXT PHASE AFTER POSITIVE IDENTIFICATION

Transportation could include a diverse range of locations:  to cold storage, mortuary holding location, burial site, from hospitals to morgues, funeral homes or other locations, or within a refrigerated truck to a morgue, funeral home, crematory or other location.

· Death care providers are well experienced in the pick-up and transportation of deceased.  With a MFI, the local coroner/ME will control the movement of the deceased until released to next of kin or to the county/city for final disposition.

· In a MFI, security will be tightened; personnel different than usual may be at an incident scene, so don’t assume you “will know the people there.”

· You should have photo identification when transporting deceased individuals.  You will also need to have this for the documentation sheet which lists personal effects you received.  In secure areas, you may be required to provide proof of your professional affiliation (funeral establishment, cemetery, etc.)

· In order to provide security, Command and Control will be securing individual volunteer names from the Death Care Call Center.  Once on an assignment, you should expect to be challenged and to provide proof of identity.
Instructions 

· You are there as a volunteer and not to promote your individual business which may or may not be local.  There may be news media, possible perpetrators, and on-lookers from all over the world there.  Confidentiality, preservation and respect for the deceased should be of primary consideration.  

· REMOVE all insignia and identifying marks from vehicles and clothing.  This is for your protection as well as for the deceased.  You do not want media or protagonists following you to your business location.

· Some consideration should be given to removing the license plate so that you and your staff are secure, depending on the nature of the MFI.

· You are also responsible for the safety and well-being of your staff.  In some MFIs, you will have to weigh the potential risks to your staff against the environment and circumstances of the MFI.  

· Cover the windows so people and press cannot see into the vehicle.

· Bodies shall not be stacked under any circumstances. 

· No weight or significant contact should occur between deceased bodies to prevent marring the features, disturbing the clothing, tissue or other aspect that re important to dignity, possible identification and final disposition.
· Bodies should be placed face-up, head slightly elevated if possible, arms and hands on top of the abdominal cavity. 
· Remains will be offered on-going security
· Loading and unloading of the vehicle shall be accomplished discreetly.  If necessary, tarps or other ways of blocking the view may be used.  The top must also be covered to prevent observance from the air.

· It is anticipated that un-marked refrigerated trailers or even non-state-owned vehicles (i.e., vans, etc.) will be used for transportation.  Typically, bodies will be placed in a disaster body bag prior to being placed in these vehicles.  Hearses are not the preferred vehicle as they are easily identified and followed by news media. 
· The interior used to transport bodies should have a removable plastic lining or should have a non-porous interior for decontamination purposes.  After use, or if the plastic lining is grossly contaminated, disposal must be in accordance with OSHA’s Blood Borne Pathogen Standard.

· If alternative vehicles are used, any shelving should not be made of wood or materials where bodily fluids may be absorbed.  Metal or plastic shelving that can be cleaned is acceptable.  A method of securing the body on any shelving must be provided.  Note that body bags offer the best form of protection, but they still may seep (lake/ocean water, body fluids and the like).

· Transportation coordinators should set up a schedule with hospitals for remains transfer, preferably on a 24-hour operational ability.  State and federal transportation requirements must be satisfied.

· Death certificates and burial transit permits will most likely be required for transportation across state lines.  Transportation across international lines require US Department of State approval and the receiving nation’s approval.

· Quarantine measures may affect the movement of human remains.  If movement is prohibited, temporary storage must be provided.  

· Do not discuss the location where a body is going.  Families do not have any public notice requirement as to plans for final disposition. Disclosing a location (whether another morgue or a funeral home or crematory) will violate their privacy and open you to liability.

· Do not speculate, repeat overheard remarks from law enforcement, or provide any information.  This would be an on-going investigation and could subject you to liability and even prosecution.

· Total, permanent confidentiality.  Remember that many family members will not have information about their loved ones at this point.  Anything you see should be confidential from everyone, permanently—news media, fellow employees, other death care professionals not involved in the MFI response.  In a mass fatality, you cannot know who might be a friend or family member of a deceased or, in some MFIs, an affiliate of a protagonist.  

· NOTE:  Educate your staff (full-time, part-time, employees or 1099, and all subcontractors) NOW about confidentially requirements, both routine and in a MFI. NFDA suggests that all staff and subcontracts sign confidentiality agreements NOW.  Copies of suggested forms are located in APPENDIX (ADD #).  You will likely be too busy at the time of a MFI to secure these Agreements.  These Agreements protect you from liability should your staff or subcontractor share inappropriate information.  Remember, in a MFI, news media and others PAY large sums for information and the temptation may be too great.  You will want to be able to prove you have educated your staff and subcontracts on this important topic.

· Remember that in a mass fatality, the deceased may not have immediate access to embalming, refrigeration or other methods of preservation.  This too should be confidential, permanently.

· Respect for the deceased and his or her family.  Treat the deceased with respect.  No discussion of the condition of a body or body part; no descriptions of the “temporary morgue” or other professionals working there.  

· Paperwork

· Each MFI will have specific requirements for appropriate release forms and paperwork.  Protect yourself by ensuring you have the correct releases before you transport a body.  In some locales, this may be an electronic tracking system which follows a “chip” on the body.  

· If you are transporting a body to a funeral home, ensure that the family has signed the appropriate release form and designated a funeral home.  In a mass fatality, do not rely on verbal representations.  The atmosphere will be chaotic with multiple families and family members.  It will be practically impossible to determine next of kin on a verbal basis.

· Before Accepting Body:

· Ensure respectful removal

· Document/double-check all remains and personal effects and field paperwork.

· Do you have proof of next of kin?

· Check toe tag on remains and items of personal effects.  (Unless directed not to open the body bag by authorities due to infection or contamination)

· Clear understanding of destination and task must be verified.  What paperwork will they need on the receiving end?  Do you have it?

· While at this location, verify/request update on existing supplies.  Are they adequate?  How will death care supply those if requested?  Make your team aware.

· How is your fuel level?  General condition of vehicle ok?

· Have you rested?  Eaten?  Been relieved at the appropriate time?  Do you have a set schedule with relief personnel?

Bodies Found in Homes, Businesses, Other Private Property

· Search must be performed by an authorized agent, normally law enforcement.  If entered, the location must be secured or turned over to a legally authorized agent of the victim.

· The remains must be examined initially to ensure there are no apparent injuries.  If found, the police should be notified immediately (if not already present) and the scene protected from further disruption.

Deaths in Hospital or Other Medical Facility

· In a hospital or medical facility, the decedent will normally have a confirmed identification before they are released to a funeral establishment.  You should NOT take custody of a body without positive identification, unless the ME/coroner and/or court of appropriate jurisdiction has deemed the individual a “John/Jane Doe.”

· Death Certificates:  Treating physicians should sign the death certificate and RELEASE THE DEATH CERTIFICATE WITH THE REMAINS in a MFI.  (INSERT WHAT SIGNATURES YOUR STATE ALLOWS IN A MASS FATALITY).
· The death certificate filing remains the responsibility of the funeral director who takes possession of the body for final disposition—whether that is for final disposition or shipping. NOTE:  If you are a funeral director serving as a volunteer in a transportation schedule and are NOT the funeral home selected for final disposition, then you are not the director responsible for the death certificate.  If not signed by the appropriate physician or coroner, (INSERT HOW YOUR STATE WILL HANDLE).

· (INSERT ANY SPECIFIC CONSIDERATIONS FOR WHAT CONSTITUTES A CORONERS CASE—in some states, individuals admitted to a hospital who expire within 24 hours is a coroner/ME case.)
Equipment

· Radios, cell phones, tablets.  (How will you communicate? Determine this before you leave for a response assignment)
· Heavy work gloves (leather)

· Latex or Nitrile gloves

· PPE (Level D) including eye protection available?

· Re-hydration supplies in the vehicle—drinking water, light food.

· Heavy boots (steel toe, water resistant)

· Clipboards, pens, paper, correct forms

· Human remains pouches (typically supplied by local jurisdiction.  Consider having heavy-duty pouches or BioSeal available for limited numbers in case local jurisdiction level of pouch is insufficient)
· Duct tape or surgical tape. (Seals zippers on human remains pouches if necessary)

· Toe tags or EMS triage tags

· Motor vehicle appropriate for transport (van, station wagon, refrigerated truck, etc.)

· Waterless hand sanitizer

· Permanent markers

· Church carts or litters for body removal.

Other Considerations especially in regard to final disposition:

· clergy, cultural considerations

· casket, urn, vault availability

· Supplies:  embalming fluid, PPE, other

· Staff availability for transport and body prep

· Coordination between funeral establishment and cemetery

· Social limitations—no funerals or graveside services witnessed by the public in pandemic?

· Home death—protection from possibly infected survivors? Vehicle available?  Cleaning the vehicles?

· Crematory—capacity of retort in 24 hours?

· Storage capacity, including prep room space?

· Burial:  grave diggers/equipment?  Burial requires funeral director to be present?  Cemetery space? Vault availability?  Temporary interment mandated by state?  If so, where in cemetery?  Availability of clergy?  Disinterment concerns?  GPS/marking graves?

Family and Transportation of the Deceased

A mass fatality incident will be chaotic and confusing.  Extreme care and cautious coordination should be implemented to insure appropriate, respectful, seamless care for families.  After the body has been released by the ME/coroner, and before transporting a body for final disposition, consider the following:

· Has the family identified which funeral home they wish to hire for services?  Has a family member signed a release?

· At the same time, is there an on-going transportation schedule in effect for all fatalities, perhaps with security and law enforcement involved?  ?  If so, who will transport the body?  You will want to ensure that there are not duplicate transportation efforts for the same body.  The transportation team can certainly transport to the selected facility, or the selected funeral home can transport.  

· If you are getting multiple bodies from the MFI, what are your staff capabilities? You will want to carefully balance operational considerations; depending on the incident and number of bodies and select the action that makes the most sense in terms of security, efficiency and respect for families and your staff.

DEATH CARE SERVICES / FINAL DISPOSITION SERVICES

The process and operations of death care services are well-understood by professionals and are therefore not repeated here.  This section outlines the unique considerations and possible actions within a MFI.

Note: Funeral homes, crematories and cemeteries will conduct business as usual until they notify designated authorities and the Death Care Mass Fatality Team that they lack capacity to accept new remains either temporarily or for the duration of the MFI.  

Mutual Aid is another way the death care team can help families and each other.  You may call for volunteers should your local funeral home need help for any reason—fire, flood, storm, sickness.  It does not have to be a MFI.

Note:  
1. The medical examiner/ coroner will decide if remains will be embalmed. He/she will also decide as to casketing; at a minimum, the remains will be in a sealed disaster pouch (body bag).  
a. Religious and cultural preferences will be considered, if identity is known; however, professionals should understand that preservation for identification or other considerations may take precedence.  This is NOT your decision; it will be the decision of the ME/C.

2. (INSERT YOUR STATE LAW REGARDING DISPOSITION OF bodies which become the responsibility of the city/county or other political jurisdiction.) Remember that mechanical implants (pacemakers, radioactive implants, etc.) have to be removed (except for Ebola) in order to cremate.  In mass fatality situations where X-rays have not been performed on the body or when family cannot attest to any implants, cremation may not be the best option due to the risk of explosion or radioactive contamination risk to staff.

Capacity:

· Please evaluate the capacity of the funeral homes and crematories within your community.  Specifically, how many bodies can each facility embalm within a set number of hours?  How many bodies could you cremate?  Could you operate on a 24-hour schedule if necessary to meet demand?  What are your staffing levels and what could they support?

· Cemeteries should evaluate the potential number of grave spaces and how many burials they could perform within a set period.  Could you operate on a 24-hour schedule if necessary? No “mass graves” would ever be allowed; however, individual graves interred consecutively, are anticipated by the MFI plans of many states. including the remote possibility of a pan flu mass interment (individual graves, 1 foot apart, identification of each person permanently preserved).  What are your staffing levels and what could they support?

· Funeral Vendors/Suppliers:  your funeral establishment/cemetery should coordinate with your vendors to establish expedited delivery and emergency supply plans.  How would you deliver supplies?  What if there is quarantine?

· For funeral establishments:  what level of temporary storage do you have available?

· Would the community handle a mass memorial service due to extenuating circumstances?  

· What about abbreviated services?  Or no services if Public Health imposes quarantine to prevent disease spread?

· Depending on the nature of the MFI, cold storage may be the preferred option versus immediate burial or cremation in order to accommodate the family wishes.  This should be available on a limited basis through Mutual Aid among death care providers.
Religious and Cultural Considerations

· These cannot be implemented without positive identification of the deceased.

· All deceased shall be treated with dignity and respect and handled as individual people.  

· It is understood that the term “body” may include both full and partial human remains, no matter how small partial remains may be.

· Remains will not be stacked.  
· No weight or significant contact should occur between deceased bodies to prevent marring the features, disturbing the clothing, tissue or other aspect that re important to dignity, possible identification and final disposition.
· Bodies should be placed face-up, head slightly elevated if possible, arms and hands on top of the abdominal cavity. 
· Remains will be offered on-going security.  
· Once identified, the deceased will be released by the authority in charge to the individual(s) who has/have the right of final disposition under state law.  All cultural and religious considerations are at the sold discretion of the individual with right of disposition.  

NOTE:  The medical examiner/ coroner will decide if remains will be embalmed. He/she will also decide as to casketing; at a minimum, the remains will be in a sealed disaster pouch (body bag).  Religious and cultural preferences will be considered, if identity is known; however, professionals should understand that preservation for identification or other considerations may take precedence.  This is NOT your decision s a death care professional; it will be the decision of the ME/C.  You should be prepared to support and explain this should a family be affected.
A Word about Preneed

Some deceased individuals will have existing preneed contracts with funeral establishments and cemeteries.  It is understood that a MFI may disrupt the ability of ME/coroners or law enforcement to discover whether a preneed contract exists.  Family members should make officials aware of any preneed considerations of which they are aware for the deceased. Funeral establishments receiving individuals in a MFI should ASK the next of kin whether there are preneed arrangements/contracts in place.  A funeral establishment/cemetery with preneed arrangements should step forward with that information if and when public identification of a victim becomes available, if said establishment or cemetery has not been notified separately by the family or authorities.  Depending on the circumstance of the mass fatality, a preneed arrangement could potentially be modified based on input from the ME/C
No Risk from Handling Bodies

Well-intentioned, but uninformed, decision-makers often fear an outbreak of disease from human remains.  A natural aversion to the physical unpleasantness of decomposing remains fuels the fear.

Death care professionals are well aware that the risk of disease transmission from remains is negligible and that a catastrophic event cannot create such a situation.  

· Typical pathogens normally die when the host dies, though not immediately.  Risk of transmission in a MFI is no greater than for routine handling of remains.

· Water supplies contaminated with decaying human remains can serve as a transmission method of some illness, particularly gastroenteritis, but a non-breathing body itself presents minimal transmissibility.

· With the use of universal precautions for bloodborne pathogens (OSHA), responders so equipped do not present a susceptible population to infect.  

· Responders may experience an increased risk of infection due to contact with survivors (family members, health care workers and others in close contact with an infected individual).  Particularly in the case of infectious conditions (pan flu, Ebola), death care responders should exercise caution when working in close proximity to live individuals who cared for the deceased.  Those individuals may be contagious, whether or not symptoms are present.

· NOTE:  CBRNE Any situation in which there are remains contaminated by CBRNE agents (Chemical, Biological, Radiological, Nuclear and/or Explosive) will require special handling.  The ME/coroner will advise responders as to special handling requirements, if any. EBOLA has a separate response team and state-approved plan.  

The Newtown Model

In Newtown, Connecticut, one local funeral home received 11 deceased, which also represented a large percentage of the 24 children who died.  The location was a small town and the funeral home was well-known and well-regarded.  The number of deceased exceeded the prep room capacity of the home and the short-term funeral capability.  The owner/director elected to do the following:

· Funeral directors from throughout that state volunteered for various hands-on assistance—from embalming, to transportation, to sweeping the floor and feeding volunteers.  Upon release from the medical examiner, at the request of the funeral home owner, all 11 bodies went to a separate funeral home for embalming and restoration only.  The owner then scheduled the 11 funerals at his location over a period of time, accommodating the wishes of all families while avoiding the crush of media, mourners, friends and family all at one time within his location.  This collaboration was completely transparent to the outside world.  The owner maintained 100% control of the funerals and transportation, but support was provided by other directors acting in another location.  This showed the highest level of concern for the families, respect for the deceased, and attention to the important aspects of final disposition in a logical, caring way.

· All directors involved in the process removed their individual funeral home name badges, removed all insignia from their vehicles, and acted as a profession.  The named funeral home providing the funerals was the only name seen in public.

· Funeral directors from throughout the state stepped in to provide 24-hour monitoring, procession route monitoring, phone center, security within the funeral home and prep funeral home, transportation and other required functions.

· All media contact was cleared through a central source, coordinated with the Incident Command.  Remember that in Newtown, there was an on-going criminal investigation.  All parties had to be constantly aware of potential prosecution of the perpetrator or perpetrators.  The national media interview was carefully coordinated, with messaging approved in advance.  Those interviewed did NOT discuss private family information, appearance of bodies, or other confidential information.

· The funeral profession in Connecticut performed flawlessly in the eyes of the world.  Their pre-existing relationships with medical examiners in the state created an atmosphere of trust and cooperation.  
· Note:  It is highly recommended that states develop relationships with their ME/Cs in advance of an incident in order to facilitate seamless, professional and timely response, with the goal of total focus on the victims and facilities.

Death Notification

Death notification is the responsibility of the local ME/coroner.  A death notification team is preferred versus having just one individual, particularly in the case of a MFI.  That team may include a representative of the ME/coroner office, law enforcement, a crisis counselor, clergy or a funeral director AS LONG AS the funeral director is highly unlikely to be the provider of final disposition services.  

Any death care professional who may be in the position of accepting a body for final disposition (other than someone who is the coroner, deputy coroner or staff) should not be involved in death notification due to the perception of conflict of interest and personal gain.

· Notification should be made in person if at all possible.

· Notification can take place at the location of the family’s choice such as their home, or at the Family Assistance Center.  If the selected location is too far, enlist the assistance of local law enforcement for that area.

· A fact sheet is helpful for how identification was determined.  

· Explain the process for release of remains, including the FAC number to call for referrals and the ME/coroner office for questions and information about the ME/coroner report.

· MFIs have the difficult situation at times of comingling of remains.  Families will need information on the available options for disposition of subsequently identified remains.  Death care professionals should consider the following when working with the ME/C and the family.  If the ME/coroner doesn’t ask the family, remind the ME/C.

· Does the family wish notification each time additional remains are identified or notification at the end of the process?  Do they want return of remains now, or at the end?

· Note that this process can take several weeks or months.  In prior MFI, families have experienced the whole range of release of remains; it is impossible to predict the reaction.  Some want each remain as it appears.  Others want only the first, and have little patience for on-going efforts.

· Document the family’s decision.

· Death notification teams can help families understand what to do next:  accept their loved ones remains through a funeral home or crematory, offer resources for options in funeral establishments, cemeteries or shipping options particularly if the family is not familiar with the area.  This must be performed on a full and equitable basis so that no appearance of “directing business” arises.

VITAL RECORDS

In a MFI, funeral homes/funeral directors will conduct business as usual regarding death certificates until requirements or circumstances exceed their ability to comply.

· A mass fatality incident will result in a surge of requests to register deaths that occur in the jurisdiction and for certified copies of death certificates for victims of the mass fatality that may create problems for both the funeral director and overall mass fatality management.

· A mass fatality will result in a surge in requests for permits for disposition of human remains, including transit permits, which may create problems for overall mass fatality management.

· In the event that the local Registrar becomes overwhelmed, a request for assistance may be made to State Vital Records Office by the EOC, Public Health or other authority.  Funeral directors should carefully monitor the situation and be prepared to immediately report surge issues to the EOC.

· The nature of the mass fatality—particularly the complexity of the recovery process and the length of time recovery will take—will determine the level of surge capacity that will be required of the vital records system to manage its responsibilities in the mass fatality effectively.

All deaths require registration in the jurisdiction in which they occur.  In instances where the event occurs in one county and the death occurs in another county, please refer to (INSERT YOUR STATE LAW). Upon registration by the local registrar, the death certificate becomes the State’s legal record of the death.  The purpose of a certified copy of a death certificate is:

· To serve as the legal record of death and thus be prima facie evidence of the death in all courts  

· In addition, a certified death certificate is used:

· To settle the decedent’s estate

· To apply for insurance benefits

· To settle pension claims

· To verify transfer of title or real and personal property.

The purpose of the permit for disposition is:

· To specify the disposition being authorized by the local registrar—burial, cremation, disposition of cremated remains other than in a cemetery, scientific use, temporary envaultment, and/or transit to another state or country for disposition

· To allow for the disposition of human remains.

· In a MFI, Public Health, the Governor’s office or other authority will have broad power to modify requirements.  Considerations could include:  provisional death certificate, Vital Records centralized filing, expedited hospital death certificate filing through centralized on-site personnel (as opposed to attending physician).  Specific instructions will be available at the time of a MFI from the local Registrar/ME/coroner, should surge requirements be necessary.  Pan Flu and Ebola typically have separate state-sanctioned plans or additional requirements for handling.

YOUR POSSIBLE ROLE(S) IN THE FAMILY ASSISTANCE CENTER

Command and Control for local jurisdictions are responsible for determination of Family Assistance Center (FAC) locations.  These will typically be in locations away from the incident site, with the ability to secure the FAC from media, on-lookers and non-authorized personnel.

Note:  “Family” for the purposes of a MFI is defined as any individual who considers him/herself to be a part of the victim’s family, even if there is not a legal familial relationship.  This includes individual other family members characterize as family.  This is distinguished from the legal next of kin who are the legally authorized individuals with whom the ME/coroner coordinates and/or individuals who are authorized to make decision regarding the decedent.

Death care personnel will be an integral part of the FAC, due to experience and extensive training on how to compassionately work with grieving family. DO NOT go directly to a FAC on your own; EOC will request assistance and deployment of death care personnel.  

Keep in mind security issues and sensitivity to families; do NOT wear badges identifying you as a member of a funeral home, crematory or cemetery.  Remove all insignia from your vehicle.  You will likely be asked for a government-issued photo ID for admission into the FAC.

· Families could misinterpret your role and reason for being in the FAC.  You are there as support due to your expertise in key areas:  work with grief, sensitivity and compassion, strong interpersonal skills; knowledge of correct words to say/avoid.  You are NOT there for final disposition issues.  Therefore:

· Funeral directors/cemeterians should NOT identify their professional affiliation, but should identify themselves as a “counselor” with the FAC or “volunteer” with the FAC.

· Counsel other volunteers and staff NOT to identify you as a funeral director or cemeterian.  

· Note:  some FACs will have a formal funeral/final disposition office and volunteer.  Those responsibilities will be handled separately and are not a part of this document.  In that case, the families understand the role of the individual in the Final Disposition office.

Confidentiality:  Death care professionals should adhere to strict and PERMANENT standards of confidentiality as to occurrences in the FAC.  This is a SAFE HAVEN for families to express grief and anger, mourn, share with other families and seek professional intervention, advice and support.  Failure to follow permanent confidentially—from media, your family, friends and others—could result in legal liability and lawsuit.  Protect the families you are serving, first, and yourself with a commitment to permanent confidentially on all aspects of your involvement in the MFI.

Teams:

Possible deployment could include:

· Death notification team: in conjunction with ME/coroner, law enforcement.

· Funeral directors who may ultimately receive local deceased for final disposition should typically NOT be part of the death notification team for that individual due to the appearance of conflict of interest or personal gain.

· Ante-Mortem Identification Team: interviewing family members for pertinent personal information on missing persons to aid in identification.  See APPENDIX—ANTE-MORTEM COLLECTION GUIDELINES

· It is typically advised that funeral directors who may ultimately receive local deceased for final disposition NOT be involved.  Volunteer funeral directors from other jurisdictions will typically be deployed for this function.

· Mental Health Team: due to training and background, death care personnel can assist with grief, shock and referral to mental health professionals.  This includes family members, but just as important, also includes working with FAC volunteers who may become overwhelmed.  The closer an individual works with traumatized victims, the more likely he or she will experience secondary trauma.  You can serve as a “monitor” of staff and volunteers for signs of secondary trauma, lack of food and rest, etc.

· Resource:  Death care personnel will serve as information resources for death claim benefits, death gratuities, life insurance benefits for final disposition, veterans affairs, social security issues, preneed information and research.  They are NOT the primary financial assistance source.

· Escort:  Death care professionals are experienced in transportation and escort.  You may be asked to help in this regard.  Keep in mind security issues; do NOT wear badges identifying you as a member of a funeral home, crematory or cemetery.  Remove all insignia from your vehicle.  You may also be guiding family members within the FAC—to private rooms for counseling, for crisis intervention, for consultation services and referrals for longer term follow-up.  Learn the layout and capabilities of your FAC as soon as possible.

· Phone Bank and Administrative Functions:  Phone coverage has a special set of instructions depending on the nature of an incident.  Phone volunteers will be given specific instructions at the time, with frequently asked questions/answers, referral numbers, and escalation to appropriate personnel for certain calls.  Calls may come in waves—first from panicked family members, then from colleagues and friends asking for information, and then from individuals offering donations and support.  

· On-Site Grief Management and Support:  Death care professionals have expertise in memorialization and outward / communal displays of grief management.  Consider:

· Memorial Table:  table in the family briefing room where families may place mementos, photos and letters honoring loved ones.  This is a powerful and emotional area where family, visitors, staff and volunteers can grieve and share.

· “Heroes” Board:  After 9/11, the Pentagon FAC produced a board displayed in the family briefing room.  The display included laminated photographs and biographies of victims as their identities were released and published.  New bios were added daily.  These provided a more personal description of the victims than a standard obituary.  This became a gathering place where families, staff and volunteers gathered.
· Diagrams and Charts: It became apparent at the Pentagon that families ached to understand where their loved one was at the time of the attack, in order to help them understand and process what happened.  Charts and diagrams proved to be a powerful way to communicate that information, without resorting to gruesome photos.  These included seating diagrams of Flight 77, office locations within the Pentagon, and how the site was changing over time.  
· Incident Site Visits:  Families may experience a strong desire to view the site where a loved one died.  This is a common emotion; for example, the country has thousands and thousands of roadside memorials where loved ones perished in auto accidents.  Expect to encounter this emotion, even when active recovery is taking place.  In some instances, visits can be arranged in a secure viewing area offset from a site.  Death care personnel will NOT be in charge of this; EOC and other authorities will be in charge.  However, death care personnel can serve as escorts, grief support, and information conduits to the EOC when and if this request is expressed.
· Families Connecting:  Families will be very interested in meeting and connecting with others experiencing a similar loss.  Locations can be designated in the FAC for families to gather.  Those interested typically self-select and begin sharing information, developing relationships and forming ad hoc support groups.
· Support and Memorialization:  Death care professionals, in collaboration with the EOC, can organize community memorial services through local clergy, cultural centers, or other appropriate groups (example:  work with school personnel if a MFI occurs within an educational facility).  Extreme care should be given in selecting a site.  It should be away from the immediate incident site if an event is in progress.  It may be appropriate at the site at a later time.
· Milestone Events:  Survivors/family typically report very positive reactions to “milestone” memorialization.  One month after an event, one year after…Death care professionals should work with other community agencies to consult and coordinate such an event.
· Children at FAC:  Children at a FAC present special issues.  Typically, mental health professionals will be assigned to work directly with children and their special concerns in a MFI.  Death care professionals are typically well aware of the issues children face after a death, and can provide support in this effort.
PUBLIC COMMUNICATIONS

Death care personnel serve as support and counsel to the EOC/Incident Command.  Death care personnel should NEVER make comments on their own; everything should be handled through the EOC.  Remember that in many cases, there will be an on-going investigation that you could inadvertently affect.  Simply refer all questions to the EOC Public Information Officer.  This INCLUDES the time after a body or bodies have been released for final disposition.  If it is appropriate for a funeral director or cemeterian to speak, the comments should be screened through the EOC/ME/coroner for accuracy and appropriateness.  

· You should NEVER comment on anything not cleared by the family.

· You should NEVER comment publicly or privately about the condition of a body, private conversations with family, or similar confidential items.  Scrutiny will be heightened during a MFI and poorly chosen comments could result in legal liability for both you and the MFI team.

· Your employees and subcontractors should sign permanent Confidentiality Agreements, meaning no comments during or after the event—including years later and to include whether or not the person remains an employee of subcontractor to your organization.  SEE APPENDIX for CONFIDENTIALITY FORMS.

· Failure to maintain permanent confidentiality could result in prosecution and/or civil liability.

The EOC will always have a Public Information Officer who is responsible for coordinating ALL aspects of public information—from general public information, to community health issues, response worker information, family information, release of decedent names, news media inquiry and all other items.  Generally, the EOC will follow these standards:

· Information will first be provided to the family, then to the media.

· In most cases, the next of kin has ultimate say about certain details that may or may not be released.
· MFI EOCs will need to be sensitive that “public interest” doesn’t become a legitimization for inquiry that is so invasive that it overrides concerns about sensitivity for the bereaved.
· The privacy of family who do not want to be interviewed will be protected.  
· It is your obligation not to reveal details about any deceased and/or the plans for final disposition without express written authority from the next of kin. This includes obituary information, funeral service details and the like.

· You may gain information about recovery, victim identification, and investigation well in advance of the information being released to the public.  IF YOU MAINTAIN PERMANENT CONFIDENTIALITY you will not be at risk.
· Avoid posting information on social media (Facebook, Twitter, etc.).  All information released relating to any deceased and / or final disposition must be approved in writing by the next of kin, including what media outlets they authorize you to use. NEVER post without permission; you may get ahead of full family notification or law enforcement considerations.
Your Funeral Establishment/Cemetery and Final Disposition of MFI Victims

When a MFI occurs, requests for information will be constant and intense.  There will be nearly impossible time constraints, with decisions made with imperfect or incomplete information, including reversible decisions.  The ME/coroner/EOC has control of communications during a MFI and will determine the sensitivity of information released and how it will affect families.  An experienced Public Information Office from that group will be handling all public information.  

When a body is released for final disposition, you are NOT relieved of the responsibility to coordinate within the ME/coroner/EOC structure.  In fact, you and your business are best-protected by utilizing this structure.

At the same time, there may be incessant and overwhelming media attempts to secure information.  You have a legal and ethical responsibility to provide adequate security for the deceased, for the family and for all information which may be in your possession relating to the deceased and to the MFI overall.

See the SECURITY section of this document for concerns and recommendations.
SECURITY

During a MFI, local law enforcement agencies may not be able to provide security at the funeral home, crematory or cemetery and simultaneously deal with the MFI as it unfolds  Funeral homes, crematories and cemeteries should have a plan in place for additional security as needed.  In many instances, fellow professionals serving as volunteers can provide the manpower to help. The Death Care Team can assemble additional personnel for help with funerals, processions, burials, inurnments, crowd control / scrutiny and more. 

· Your local law enforcement is your first line of security; coordinate there first

· You may need additional personnel as spotters before, during and after a funeral

· Be aware of particular types of threats (examples:  gang violence, police officer funerals, high-publicity funerals, terrorism-related funerals either domestic or international) which may attract additional media scrutiny, secondary attacks, protests or similar disruption.
Depending on the incident, masses of news media, the general public, family/friends, gawkers, protesters and more may descend on your facility/cemetery.

Areas of Concern:

· Transportation of deceased to secure location for disposition when released by ME/coroner/hospital (in event of pan flu)

· Facility driveways

· Unnecessary vehicles belonging to the media, visitors and staff directed to designated areas or off-site with transportation to appropriate facility

· Security of prep room or retort or cemetery grounds—physical, cell phone camera, etc.  Have more than one person in areas of high interest, such as the prep room, to provide witnesses and positive peer pressure.

· Entry into the facility.  

· Identification and purpose of visitors

· Cell phone security—prep room, retort, cemetery, funeral service

· Family security—away from prep areas and media/public intrusion

· Crowd control—facility, service, procession, cemetery

· Potential for violence:  revenge, terrorist attack, interpersonal attack, hidden weapons

· Specific threats:  Violence, Suicide.

· Need for 24-hour security and surveillance until disposition is complete

· Employee / subcontractor confidentiality.  See Appendix, Confidentiality Forms

PANDEMIC FLU—EBOLA—SPECIAL CONSIDERATIONS

Public Health and the Governor have statutory authority to protect the health and well-being of the citizens and visitors to each State, at all times and in all situations. 

· In the case of Ebola deaths, Public Health has authority to direct final disposition in the most safe and secure manner. In the event of an Ebola death, funeral directors should be aware that families will not be viewing their deceased loved one in person and the family may in fact be in quarantine.  They may be under intense media scrutiny, or may be shunned by their community.  This will be a highly unusual situation both for the family and the funeral professional.  Professionals should understand and anticipate the unique conditions surrounding this type of death.  Memorialization decisions will be made by families with a funeral director of the family’s choice, while disposition itself will be accomplished by a separate state-directed plan for handling Ebola deaths.
Pandemic Influenza Planning

What is a Pandemic?

The word “pandemic” is used to describe a disease that affects people on a worldwide scale.  Flu pandemics have occurred roughly every 30 to 40 years throughout history, and the last influenza pandemic occurred in 2009-2010.

Three conditions must be met to result in a pandemic:

1. The emergence of a new influenza strain.

2. The ability of that strain to infect humans and cause serious illness.

3. The ability to spread easily among humans.

According to the World Health Organization, we are currently in Phase Three (of six phases) of the Pandemic Alert Period.

Many communities have developed pandemic influenza plans.  However, managing the expected large numbers of deaths has not always been addressed.

Assumptions
These are examples of the potential impact of a worst-case scenario pandemic influenza event.

· Susceptibility to pandemic influenza will be universal.

· Up to 40% of the workforce could be absent from work during peak periods.

· Mutual aid resources from state or federal agencies to support local response efforts may not be available.

· It is estimated that 50% to 75% of deaths will occur outside of a hospital or medical treatment facility.

· The death care services could expect to handle about six months worth of work within a six- to eight-week period.
· The time to complete fatality management of a pandemic influenza event may exceed six months to a year. 
During a pandemic, local authorities have to be prepared to manage additional deaths due to influenza, over and above the number of fatalities from all causes that are normally expected.  Trigger points for different ways of working are likely to vary.  For some, it will be the number of increased deaths that will be the tipping point.  Limited storage space at local mortuaries and funeral homes may be the tipping point.  For others, absenteeism might be the tipping point.  It is likely that a combination of a number of pressure points would see activation of different ways of working.  The trigger point at which a jurisdiction activates its mass fatality plan should be part of the pandemic planning process.

INSERT YOUR STATE’S MODEL

(Available from Your State Public Health Plan)
Command and Control

Sample EOC Organization Chart
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Morgue Operations/Examination
Morgue Operations

Morgue Operations includes the following components: 

· Administration

· Admitting Station

· Receiving Station

· Screening/Triage Station

· Information Resource Center

· Documentation Station

· Print Station

· Final Holding

· Release of Human Remains

· After-Care Station

The Morgue Operations Group Supervisor, also referred to as the Officer in Charge (OIC), oversees the operational functions and personnel.  The OIC obtains necessary supplies and equipment related to morgue operations duties by interacting with Morgue Services Logistics and maintains communication with other divisions/groups.  The OIC will conduct a briefing prior to the commencement of morgue operations and at the beginning of each shift.  The briefing will include but not be limited to: 

· Orientation and/or updates 

· Safety procedures 

· Necessity for security and confidentiality of all records and data 

· Workflow/procedural issues.  

Administration 
Responsibilities include: 

· Monitoring staffing, supply and equipment needs

· Documenting labor time and purchases  

· Inputting electronic data 

· Maintaining ample supplies of: 

· Death certificates

· General morgue forms

· Disaster victim packets 

· Embalming forms  

· Release forms 

Admitting Station 
At this station, remains and personal effects are admitted and assigned a morgue reference numbers (MRN).  Trackers are assigned to accompany the remains until examination/identification is complete and to ensure the security of the case file.  In addition, the tracker will ensure that proper documentation is complete, signed, and attached at each station.  As remains are admitted, the Coroner, working with the Family Assistance Center, will consider religious and cultural customs when handling the remains.  

Receiving Station 
This is where the decedents (in body bags) are delivered from the Incident Site.  All incoming body and property bags are documented and the chain of custody initiated.  Bodies are placed in a temporary refrigerated holding morgue.  All body bags are radiographed to facilitate safe handling of collected remains.  The pathologist or anthropologist will read the radiographs in order to assess the contents of the bag for effective sorting and locating hazardous substances. 

Screening/Triage 
This function is performed per incident-based guidelines to separate remains, personal effects, evidence and debris delivered from the incident site in the body bag.  This entails: 

· Using radiographs of bags taken prior to screening/triage, separate diagnostic human tissue from material evidence, debris and personal effects 

· Photograph prior to disturbing clothing, property, foreign objects 

· Complete anatomic charting 

· Document and describe any personal effects or evidence that is removed 

· Route potential evidence to law enforcement using chain of custody forms 

· Determine path for examination/identification based on protocol: 

· Long path: continue through all subsequent stations. 

· Short path: Photography, Radiology, Anthropology and DNA Retrieval Stations only. 

· Bag human tissue/remains having potential for ID based on incident guidelines and probative value (remains with highest likelihood for identification) 

· Store tissue that does not have potential for ID and unassociated personal effects as determined based on the incident   

· If personal effects or dangerous material items (e.g., bomb fragments) could not be removed without possible damage, notify the Unit Leader and leave effects associated with tissue marking the disaster victim packets (DVP) alerting future stations 

· Route to Admitting 

If remains are determined, at any station, to be unrelated, they will be separated and returned to Screening/Triage for assessment. 

Information Resource Center (IRC) 

This center is the central repository for collecting, recording, and storing ante-mortem and post-mortem information including: 

· Keeping the information systems and records secure 

· Matching ante-mortem and post-mortem files 

· Receiving electronic ante-mortem data from the Family Assistance Center 

· Electronically logging ante-mortem and post-mortem data 

· Separates post-mortem and ante-mortem records into four major file categories: 

· Unidentified remains case files  

· Missing person reports case files (ante-mortem data collection interviews)  

· Identified remains case files 

· Court issued presumptive death certificates and related documents (if applicable) 

· Compare ante-mortem and post-mortem records 

· Develops Identification Summary Report for Identification Team 

All records and data must be kept secure and confidential because they are protected by the HIPAA of 1996, Public Law 104-191, and additional applicable local laws.  No information will be released to any person(s) or agencies without proper authorization from the Coroner. 

Documentation Station 
All remains and personal effects are photographed and documented adhering to the Coroner’s policy of: 

· Photographing prior to disturbing clothing, property, foreign objects 

· Placing proper documentation in photo 

· Including scale in photo 

· Taking standard autopsy-type photographs (anatomical position) for complete bodies 

· Taking full-face photographs when possible 

· Ensuring entire remains are present in the photograph 

· Sending digital files to Information Resource Center for inclusion in victim identification processes. 

Print Station 
This is where finger/foot/palm printing of remains or body parts is performed. 

Final Holding Station 
This is the refrigerated area where processed remains are held until release.  All human remains (identified, unidentified, and common tissue) will be stored with dignity.  The holding areas for processed victims and for common tissue will be separate from that for remains that have not been processed and from where specimens (e.g., for DNA, histology, and toxicology) are stored while awaiting transfer to the lab for analysis.  Remains will be held until the victim can be released for final disposition. 

Release of Human Remains for Final Disposition 
Identified decedents and their personal effects are released to next of kin or a person authorized by next of kin.  Release functions include, preparation, final identification review, and funeral home contact.   

Preparation
Preparation of human remains may include re-association and/or aftercare (embalming and casketing).  All human remains will be prepared with professionalism and transported to authorized funeral home or crematory with consideration. 
Final Identification Review 

When remains are ready to be released, the Identification Team Leader and forensic specialists involved in the identification will: 

· Conduct a final review of the methods of identification 

· Physically examine the remains to ensure that the remains match the biological attributes of the deceased (based on the ante-mortem information) 

· Ensure that the numbers associated with each remain are accounted for 

· Sign and date the form indicating that the remains have been reviewed for final identification and place it in the Disaster Victim Packet. 

If next of kin/legal authority authorized after care and it is provided at the incident morgue, route to the After Care Station. 

Contact with Funeral Home 

Funeral homes and crematoriums will be contacted to coordinate picking up or the shipping of remains.  Generally, this is the family’s establishment of choice.
Final Release 

Upon completion of the final identification, human remains and associated personal effects that are not deemed evidence will be released according to the standard operating procedure of the Coroner’s Office.  

· Keep a log of remains/bodies that are cleared for release and those on hold 

· Check/assure that remains/bodies are prepared for release as authorized by next of kin 

· Complete Release of Human Remains form and Release of Personal Effects form

· Implement chain of custody 

· Maintain a Release Log to document the overall release process 

After-Care Station 
After-care can include embalming, cremation, and casketing.  Funeral homes and crematories may be so overwhelmed that final disposition cannot be carried out within a reasonable timeframe.  

Sources: 

· Department of Coroner, Department of Health Services EMSA, Devlin, S. (Fairfax Co, Police), Gavin, C, (Battelle- US Army ECBC-MIRP), Lyle, B (Orange County, CA Sheriff-Coroner), McGovern, J LTC (US Army North):  White Paper- Morgue Operations, Identification, and Command and Control of Mass Fatalities resulting from a Pandemic Influenza Event in the United States  http://www.ofdamrt.org/panflu/whitepapers/MorgueOperationsWhitePaper.pdf

· National Association of Medical Examiners:  Mass Fatality Plan. November 2007. http://www.dmort.org/FilesforDownload/NAMEMFIplan.pdf 
· Santa Clara County Public Health Department’s Advanced Practice:  Managing Mass Fatalities:  A Toolkit for Planning.  May 2008 
Morgue Examination and Identification 
Prior to the commencement of examination and at the beginning of each shift, a briefing will be conducted by the Group Supervisor that will include: 

· Orientation and/or updates 

· Safety procedures 

· Necessity for security and confidentiality of all records and data 

· Workflow/procedural issues 

Examination of human remains entails radiology, dental identification, pathology, anthropology/morphology, DNA retrieval, and identification confirmation. 

Radiology  

Radiographic examinations provide post-mortem radiographs for comparison with ante-mortem clinical radiographs.  This station should be established in an area of the morgue that is secluded from other processing stations and have portable lead protective walls.  The radiology team leader will monitor radiation safety issues such as shielding, monitor radiation dosage of team members via dosimeters, and assign dosimeters to other morgue personnel, as appropriate.  

Dental Identification  

Dental identification is divided into three sections: Post-mortem (after death), Ante-mortem (before death), and the Comparison Sections.   

· The Dental Post-mortem Section performs the dental autopsy, including post-mortem dental radiography, photography, and records. 

· The Dental Ante-mortem Section works closely with the Family Assistance Center to procure dental records.   

· The Comparison Section compares ante-mortem and post-mortem dental records for the purpose of identification.  

Pathology 

The ME will make the decision to perform a complete or partial autopsy.  Some reasons for complete autopsies include:  homicides, terrorism, indeterminate manner of death, flight crews (in which the same pathologist autopsies all members), unidentified human remains, and upon federal request. 

Anthropology 

Comprehensive forensic anthropological documentation of human remains may occur.  This is where fragmented, incomplete, charred, and commingled remains are examined to determine a biological profile.  A standardized forensic anthropology report will be completed including a biological profile of the decedent remains that contains the: 

· Sex 

· Age at death 

· Ancestry 

· Forensic stature 

· Ante-mortem trauma or pathology 

· Anomalies and idiosyncratic variation including surgical hardware and prosthetic devices 

· Peri-mortem (around the time of death) trauma The forensic anthropologist may also assist with: 

· Obtaining DNA samples from bone   

· Taking radiographs (to ensure proper alignment of specimen) 

· Interpreting trauma in consultation with the pathologist 

· Obtaining and isolating dental evidence in consultation with the odontologists 

· Interpreting and comparing ante-mortem and post-mortem records and radiographs 

· Assisting the pathologists and odontologists in establishing identity via ante-mortem/post-mortem radiographic comparison 

· Examining identified remains prior to release to confirm that the biological evidence used for identification matches the biological parameters of the remains. 

DNA Identification 

At the pathology station, DNA is obtained from the decedent to assist with identification when other means are inadequate.  DNA analysis is expensive and its funding must be addressed.  FEMA provides funding for the DNA identification effort if the incident meets its criteria for a disaster.  However, confirming that funding for DNA analysis has been secured and contracts with appropriate laboratories and analysts are in place is important.  DNA specimen collection criteria and guidelines must be adhered to.  The Armed Forces DNA Identification Laboratory (AFDIL) policies and procedures for mass fatality incident DNA collection can serve as a guide. 

Identification Station and Victim Identification Profile (VIP) 

The Identification Station is a designated meeting area where results from the various identification methods are compiled, reviewed and confirmed.  The Identification Team, chaired by a pathologist, consists of representatives from pathology, anthropology, odontology, radiology, prints, DNA, and the Coroner’s Office.  The Victim Identification Profile has been developed and is utilized by the Disaster Operation Response Teams.  It is a two-part process that utilizes a sophisticated computer program for matching physical characteristics.  The families of the deceased provide as much information about them as possible: dental records, x-rays, photographs or descriptions of tattoos, clothing and jewelry, blood type, and objects that may contain the deceased's DNA such as hair or a toothbrush.  The information gathered, called ante-mortem, or "before death" information, is entered into a computer program called VIP (Victim Identification Profile), which is capable of assimilating 800 different item categories, including graphics photographs and x-rays.  As forensic scientists (pathologists, anthropologists, odontologists) examine the recovered remains, they enter their findings, called post-mortem data, into the VIP.  Depending on the availability of data, the VIP system enables scientists to match the remains to their identity. 

Once identity is confirmed by the Identification Team, the information is presented to the Coroner, who will review and, if approved, issue a death certificate. 

Fact Sheet on Health Risk from Dead Bodies
Key Message

There is no risk of contagion or infectious disease from being near human remains 

or for people who are not directly involved in recovery efforts.

Victims of natural disasters, accidents, or WMD events usually die from trauma and are unlikely to have acute or ‘epidemic-causing’ infections.  In the event of an intentional release of a biological agent or natural pandemic resulting in mass casualties, the risk is greater from live victims rather than the dead.  The microorganisms responsible for these diseases have limited ability to survive in a body that is cooling after death.

	basic infection control for staff handling human remains

	The safety of personnel performing these functions is paramount.

Measures should be taken to reduce the risk of infection associated with handling dead bodies.



	· Standard precautions are essential for those handling dead bodies; avoid exposure to potential pathogens and via wounds/punctures or mucus membranes.  Follow standard precautions for blood and body and enteric fluids.

· Other Personal Protective Equipment such as eyewear, gowns, and masks, may be required where large quantities or splashes of blood are anticipated.

· Appropriately dispose of used protective equipment such as gloves or other garments

· Avoid cross-contamination: personal items should not be handled while wearing soiled gloves.  Hand washing is essential.

· In HazMat or WMD events, the appropriate level of Personal Protective Equipment is required depending on the agent.

· Vehicles used for transportation should be washed carefully with a disinfectant or decontaminated if appropriate

· Human remains pouches will further reduce the risk of infection and are useful for the transport of decedents that have been badly damaged.  Wrapping with plastic and a sheet may be an economical and practical containment solution.

· There is NO risk of contagion from infectious diseases simply by being near or around human remains.


Biological Contamination Safety and 
Handling Recommendations
	Bio Agent
	General Handling
	Autopsy
	Burial
	Cremation

	Anthrax
	· Standard precautions

· Additional respiratory personal protective equipment (PPE) when performing activities that generate aerosois
	· Wear additional respiratory PPE
· Bio-Safety Level (BSL) 3 practices when performing activities with high potential for aerosois

· Regulated by 42 Code of Federal Regulations (CFR)
	· Contact with corpses should be limited to personnel wearing PPE
· Package in leak-proof containers

· Avoid embalming

· Buy without reopening
	· Recommended

	Botulinum Toxin
	· Standard precautions
· Additional respiratory PPE when performing activities that generate aerosois
	· Wear additional respiratory PPE
· BSL 3 practices when performing activities with high potential for aerosois

· Regulated by 42 CFR
	· Recommend no embalming
	· No restrictions

	Plague
	· Standard precautions
· Additional respiratory PPE when performing activities that generate aerosois
	· Wear additional respiratory PPE

· BSL 3 practices required when performing activities with high potential for droplet or aerosois or working with antibiotic resistant strains
· Regulated by 42 CFR
	· Contact with corpses should be limited to personnel wearing PPE
· Recommend no embalming
	· No restrictions

	Tularemia
	· Standard precautions

· Additional respiratory PPE when performing activities that generate aerosois
	· Wear additional respiratory PPE

· BSL 3 practices when performing activities with high potential for aerosois

· Regulated by 42 CFR
	· Contact with corpses should be limited to personnel wearing PPE

· Recommend no embalming
	· No restrictions

	Viral Hemorrhagic Fever
	· Standard precautions

· Additional respiratory PPE
	· Wear additional respiratory PPE
· BSL 4

· Negative pressure rooms

· Autopsies should be performed only if absolutely indicated

· Regulated by 42 CFR
	· Minimize handling by all personnel, even in PPE
· Package in leak-proof containers

· Avoid embalming

· Bury without reopening
	· Recommended

	Smallpox
	· Standard precautions

· Additional respiratory PPE

· Personnel should be under a fever watch or vaccinated
	· Wear additional respiratory PPE

· BSL 3

· Autopsies should be performed only if absolutely indicated

· Regulated by 42 CFR
· Personnel should be vaccinated
	· Minimize handling by all personnel, even in PPE

· Package in leak-proof containers

· Avoid embalming

· Bury without reopening
	· Recommended


Chart information compiled from the following sources:
· Center for Infectious Disease Research and Policy (CIDRAP). 26 November 2002. "Bioterrorism Preparedness, Planning and Response."  Bioterrorism/Planning, 1-18. Federal Initiatives: Local and State Planning; Hospital Preparedness; Protection of Building Environments, Etc. 18 June 2003  http://www.cidrap.umn.edu/
· "Medical Examiners, Coroners, and Biologic Terrorism: A Guidebook for Surveillance and Case Management." 
MMWR 2004 Jun 11:53 (RR08):1-36
Human Remains Storage
(YOUR STATE MAY HAVE DEVELOPED IN ITS OVERALL PLAN SOME OPTIONS FOR HUMAN REMAINS STORAGE.  YOU SHOULD REFER TO YOUR STATE PLAN SO THAT THE INFORMATION IN THE DEATH-CARE SPECIFIC PLAN MATCHES YOUR STATE INFORMATION.)  
Note:  Though frequently mentioned, sites such as public auditoriums and school gymnasiums should NOT be used as they are frequently used by the general public and will be used in the future in that fashion.  In addition, facilities with nearby stores or offices should not be used.  Abandoned warehouses and airplane hangars are good examples for incident morgue facilities.
Site Requirements 

Any facility used as a temporary morgue should meet the following requirements: 

Size 
· 10,000-12,000 square feet at a minimum 

· Room for 53’ refrigerated trailers (number needed to be determined by incident) 

Structure Type 
· Hard, weather-tight roofed structure  

· Separate accessible office space for the Information Resource Center  

· Separate space for administrative needs/personnel  

· Non-porous floors, preferably concrete  

· Floors capable of being decontaminated (hardwood and tile floors are porous and not usable) 

Accessibility 
The temporary morgue site should have: 

· Easy access for vehicles, equipment and a tractor trailer  

· A 10' x 10' door 

· Loading dock access or site should be at ground level 

· Convenience to the incident scene 

· Complete security (away from families) 

Electrical  
· Electrical equipment utilizes standard household current (110-120 volts)  

· Power obtained from accessible on site distribution panel (200-amp service)  

· Electrical connections to distribution panels made by local licensed electricians  

· Two Diesel generators (7K) carried in DPMU cache  

· DPMU may need 125K generator and a separate 70K generator for Administrative and IR Sections  

Communications Access  
· Existing telephone lines for telephone/fax capabilities  

· Expansion of telephone lines may occur as the mission dictates  

· Broadband Internet connectivity  

· If additional telephone lines are needed, only authorized personnel will complete any expansion and/or connections 

Water/Sanitation/Drainage 
· Single source of cold water with standard hose bib connection 

· Water hoses, hot water heaters, sinks, and connectors in the DPMU  

· Existing drainage to dispose of gray water 

· Pre-existing rest rooms within the facility are preferable  

NOTE:  Death care professionals may be requested to give advice on this topic.  Please note any special considerations of the terrain and temporary morgue services.  As an example, in Haiti the local C&C placed one temporary morgue at the height of a hill.  The temporary triage/hospital was located downhill.  With little or no state-of-the-art drainage, effluvient drained toward the triage area.  

*
Biological hazardous waste, liquid or dry, produced as a result of morgue operations, will be disposed in accordance with local/state requirements.  In the event that the local jurisdiction does not have the capabilities to meet local/state requirements, cleanup and disposal can be contracted out to a private company that specializes in this service. 
Local Hospital, Morgue, Funeral Home, 
and Refrigerated Truck Capacity
	Local Hospitals

	Hospital Name
	Street Address
	City
	Contact Name & Phone
	Refrigerated Morgue Capacity

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Local Funeral Homes

	Organization
	Street Address
	City
	Contact Name & Phone
	Mortuary Storage Capacity

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Refrigerated Trucks

	Truck Owner
	Street Address
	City
	Contact Name & Phone
	After-Hours Contact Name & Phone

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Recommendations for 
Temporary Storage of Human Remains
The following are recommendations for the temporary storage of human remains: 

· Refrigeration:  Refrigeration of human remains between 38° and 42° Fahrenheit (4° to 8° C) is the best option.  This can be accomplished with the use of: 

Refrigerated transport containers/trucks:  Large transport containers used by commercial shipping companies generally hold 25-30 bodies (laying flat on the floor with a walkway between).  To increase storage capacity three-fold, lightweight temporary racking systems can be employed.  Shelves should be set-up in such a way that allows for safe movement and removal of bodies (i.e., storage of bodies above the waist height is not recommended).   When food, beverage and other consumer types of commercial vehicles are used, they will generally not be returned to their prior service function.  The local jurisdiction will be ultimately responsible for replacing these vehicles.  To reduce any liability for business losses, jurisdictions should avoid using trucks with markings of a supermarket chain or other companies, as the use of such trucks for storage of fatalities may result in negative implications for business.  Using local businesses for the storage of human remains is not recommended and should only be considered as a last resort.  Refrigeration units should be maintained at low humidity because mold can become problematic if there is too much moisture present.  Storing human remains at 38° and 42° Fahrenheit will slow down, but not stop decomposition.  Remains can be preserved at this temperature for 1-3 months.  The primary downside to this type of storage facility is that a sufficient quantity of refrigerated trucks/containers is seldom available during mass fatality incidents.

Dry ice:  Dry ice (carbon dioxide (CO2) frozen at –78.5° Celsius) can be used for short-term storage.  Approximately 22 lbs of dry ice will be needed daily for each individual set of remains.  The dry ice should be applied by building a low wall with it around groups of about 20 remains and then covering with a plastic sheet.  To prevent damaging the corpse, the ice should never be placed on top of remains, even when wrapped.  The down side to using dry ice is that it requires handling with gloves to avoid “cold burns.”   Additionally, it must be used in an area with good ventilation as it emits carbon dioxide as it melts.  Further, this product is costly and often difficult to obtain during an emergency. 

The following storage options are less optimal than refrigeration or the use of dry ice: 

· Embalming:  This frequently used technique provides transitory preservation meant to maintain the body in an acceptable state for up 72 hours post-mortem.  The downside to embalming is that it requires considerable time and expense which is not practical during a mass fatality event.  Additionally, a licensed professional is required to embalm.  Also, this process is not possible is the integrity of a corpse is compromised.

· Chemical Preservation:  Chemicals can be used to pack a decedent for a short period of time.  Powdered formaldehyde and powdered calcium hydroxide may be useful for preserving fragmented remains.   After these substances are applied, the body or fragments should be wrapped in several nylon or plastic bags and sealed completely.  The downside to this technique is that these chemicals have strong odors and can be irritating to workers.

· Temporary Interment:  This method enables immediate storage when no other method is possible.  This is not a true form of preservation and should primarily be considered when a great delay in final disposition is anticipated.  Because the temperature underground is lower than surface temperature, a natural form of refrigeration occurs.  To ensure future recovery of bodies, the following should be adhered to: 

· Each body should be labeled with a metal or plastic identification tag. 

· Bodies should also be clearly marked at ground level. 

· Bodies should be placed in a single layer (not stacked).
· Burial should be 5 feet deep and 1 foot should be left between bodies. 

· Bodies should be at least 600 feet from drinking water sources. 

· In extreme situations, trench burial can be used for larger numbers. 

The following human remains temporary storage options are NOT recommended:  

· Stacking:  Placing bodies on top of one another is not only disrespectful to the decedents and their families, but it can also distort the faces of the victims, which can impede visual identification.  Additionally, it is difficult to manage stacked decedents and challenging to read the identification tags.

· Freezing:  For several reasons, this is a poor option.  To begin with freezing causes tissues to dehydrate which changes their color.  This can make visual recognition by family members challenging and can also have a negative impact on the interpretation of injuries.   When bodies are rapidly frozen, post-mortem injuries, including cranial fracture can occur.  Additionally, the process of freezing and thawing will accelerate decomposition of the remains.

· Packing in Ice: This is not recommended as large quantities of ice are necessary to preserve a body even for a short period of time.  Not only is ice heavy and difficult to manage, it is often used for emergency medical units during a major emergency.  Further, the use of large quantities of ice results in large amounts of run-off water.

· Ice-Rinks:  While ice skating rinks may sound like the perfect solution, they are not recommended.  A body placed on ice is only partially frozen.  It eventually will stick to the ice making movement of the decedent difficult.  Management and movement of decedents on solid ground is challenging in good circumstances.  Workers having to negotiate ice walkways would pose an unacceptable safely risk.

Potential Sources of refrigerated trucks/containers, and in {insert county name} County includes:        

· Dry ice

· Refrigerated trucks, trailers and cold boxes (temporary & portable units)

Sources:

· Baldwin, Hayden B.  The Recovery of Human Remains:  A Crime Scene Perspective  http://www.feinc.net/cs-recov.htm
· Department of Coroner, Department of Health Services EMSA, Department of Public Health, Los Angeles County:  Mass Fatality Incident Management:  Guidance for Hospitals and Other Healthcare Entities  August 2008 

· Devlin, S. (Fairfax Co, Police), Gavin, C, (Battelle- US Army ECBC-MIRP), Lyle, B (Orange County, CA Sheriff-Coroner), McGovern, J LTC (US Army North):  White Paper- Morgue Operations, Identification, and Command and Control of Mass Fatalities resulting from a Pandemic Influenza Event in the United States.  http://www.ofdamrt.org/panflu/whitepapers/MorgueOperationsWhitePaper.pdf
· Interpol:  Disaster Victim Identification Guide.  http://www.interpol.int/Public/DisasterVictim/Guide.asp?HM=1  

· National Association of Medical Examiners:  Mass Fatality Plan. 1997 http://www.dmort.org/FilesforDownload/NAMEMFIplan.pdf  November 2007 

· Santa Clara County Public Health Department’s Advanced Practice:  Managing Mass Fatalities:  A Toolkit for Planning  May 2008  http://www.sccgov.org/.../agencychp?...%2Fv7%2FPublic%20Health%20Department%20(DEP)%2F
Morgue Supply List Sample Chart
	Consideration
	Your Facility Notes / How to Access Equipment

	Staff Protection

	Personal protective equipment 
   (minimum standard precautions)

	Storage area:

	
	How to access:

	
	Notes:

	Worker safety and comfort supplies
	Storage area:

	
	How to access:

	
	Notes:

	Communication 
   (radio, phone, etc.)
	Storage area:

	
	How to access:

	
	Notes:

	Decedent Identification

	Identification wristbands or other identification
	Storage area:

	
	How to access:

	
	Notes:

	Method to identify each decedent 
   (pouch label, tag or rack 
    location)
	Storage area:

	
	How to access:

	
	Notes:

	Cameras 
   (may use dedicated digital, 
    disposable, or instant
    photo cameras)
	Storage area:

	
	How to access:

	
	Notes:

	Fingerprints
	Storage area:

	
	How to access:

	
	Notes:

	X-rays or dental records
	Storage area:

	
	How to access:

	
	Notes:

	Personal belongings bags/evidence bags
	Storage area:

	
	How to access:

	
	Notes:

	Decedent Protection

	Human remains pouches
	Storage area:

	
	How to access:

	
	Notes:

	Plastic sheeting
	Storage area:

	
	How to access:

	
	Notes:

	Sheets
	Storage area:

	
	How to access:

	
	Notes:

	Decedent Storage

	Refrigerated tents or identified overflow morgue area
	Storage area:

	
	How to access:

	
	Notes:

	Storage racks
	Storage area:

	
	How to access:

	
	Notes:

	Portable air conditioning units
	Storage area:

	
	How to access:

	
	Notes:

	Generators for lights or air conditioning
	Storage area:

	
	How to access:

	
	Notes:

	Ropes, caution tape, other barricade equipment
	Storage area:

	
	How to access:

	
	Notes:


Temporary Morgue Sites Identified
Insert sites below (Example: Airports, Highways, or Interstates)
	SITE
	ADDRESS & PHONE
	CONTACT NAME

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Death Care Services

Funeral Home Survey
{insert county name} County Mass Fatality Planning Committee
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____________________________________________________
_________________________

NAME OF FUNERAL HOME
CONTACT NAME

______________________________________
(_____)  ____________________

CONTACT TITLE
CONTACT PHONE NUMBER

Personally, would you be willing to volunteer during a mass fatality event or pandemic influenza event?

(
YES
(
NO
(
UNDECIDED
How many of the following does your funeral home employ?


# employed
Positions
# employed
Positions


_______
Licensed Funeral Director only
_______
Registered Apprentice


_______
Licensed Embalmers
_______
Full-time Non-Licensed

_______
Part-time Non Licensed
How many chapels are in your funeral home?
(
1
(
2
(
3
(
4


Approx size IN

sq. feet
How do you describe the area in size? (check one)
Chapel 1
__________
(
Small
(
Medium
(
Large
(
Very Large

Chapel 2
__________
(
Small
(
Medium
(
Large
(
Very Large
Chapel 3
__________
(
Small
(
Medium
(
Large
(
Very Large
Chapel 4
__________
(
Small
(
Medium
(
Large
(
Very Large

Prep Room
__________
(
Small
(
Medium
(
Large
(
Very Large
How many church trucks do you have?  _______________

Do you have a casket lift?
(
YES
(
NO


How many funeral services (burials and cremations) can you perform in a week?  ___________

Do you have an active Prep Room? 
(
YES
(
NO

How many workable embalming machines are in your prep room? ________

What is your morgue capacity? _____________

Is your morgue climate controlled by:
(  Refrigeration
(
A/C
(
Other
(
N/A
How many removal vehicles does the funeral home possess? 


QTY
TYPE OF REMOVAL VEHICLE
QTY
TYPE OF REMOVAL VEHICLE


_______
Van
_______
SUV/Truck

_______
Hearse
_______
Wagon
How many workable stretchers do you use?
 ________
Reeves Stretchers?
_______

How many pouches are stocked at any given time?
________
Disaster Pouches?
_______

Do you customarily perform your own:
Removals?
(
YES
(
NO
Embalming?
(
YES
(
NO

How many active phone lines does your funeral home have right now?
________

How many phone lines could your current system be capable of holding?
________

Do you have any items or equipment that might be useful in the retrieval, storage and disposition of human remains?  (Any heavy equipment, hydraulic equipment, etc.)  Please specify.

QTY

ITEM

__________
____________________________________________________________________

__________
____________________________________________________________________

__________
____________________________________________________________________

__________
____________________________________________________________________

__________
____________________________________________________________________

Please share any comments or suggestions regarding a mass fatality event or pandemic influenza.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
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Right of Disposition of Authority
(INSERT YOUR STATE’S LAW REGARDING FINAL DISPOSITION RIGHTS)

Cultural and Religious Reference Chart
The chart below provides summary information related to cultural and religious preferences regarding care of the deceased.  Attempts should be made to care for the deceased consistent with these preferences.  However, public health considerations and guidelines provided by regulatory bodies will also be considered.  In the event there is conflict between public health considerations and cultural or religious preferences, public health considerations will take precedence.

	Religion/Culture
	Preference
	Other Comments

	Afghanistan / Islam
	Rapid Burial
	

	Amish / Mennonites
	No Restrictions
	

	Arab Cultures / Islam
	Rapid Burial
	

	Buddhist
	No Restrictions
	

	Chinese / Hindu
	Cremation
	Burial

	Christian Scientist
	No Restrictions
	Cremation

	Cuban / Roman Catholic
	Burial
	

	Eastern Orthodox
	Burial
	

	Filipino / Roman Catholic
	Burial
	

	Guatemalan / Roman Catholic
	Burial
	

	Hispanic/Latino (other) / Roman Catholic
	Burial  (Generally)
	

	Indian / Hindu
	Cremation
	

	Japanese / Buddhist
	No Restrictions
	

	Jewish
	Rapid Burial
	

	Korean
	Burial
	

	LDS
	Burial
	

	Mexican / Roman Catholic
	Burial
	

	Native American
	Burial
	

	Pakistani
	Rapid Burial
	No coffin

	Polynesian
	Burial
	

	Puerto Rican / Roman Catholic
	Burial
	

	Rastafarian
	Don’t believe in burial
	Ask for Preference

	Sri Lanka / Buddhist
	No Restrictions
	


NOTE:  Experienced in dealing with grieving families in a sensitive manner, death care professionals may be requested to help in ante-mortem Date collection.  The following is included to help acquaint you with general information and considerations.

Ante-mortem Data Collection
The purpose of ante-mortem data collection is to collect vital information to assist in positive identification of the victims.  Ante-mortem data may include a victim’s physical, clothing and jewelry descriptions, unique characteristics (like tattoos, scars and birthmarks), dental records, medical records, and fingerprint records.  

DNA reference samples are collected when conventional means of identification are exhausted or may be inadequate.  Family reference samples and personal effects of the victim containing biological material may provide the only method by which victim remains can be identified.

ME/C or ME/C designated personnel will collect ante-mortem data.  They will meet with family members in private areas within the family assistance center or contact them by phone to collect ante-mortem information.  Families may also call the call center and be referred to a member of the ante-mortem data collection team for an interview.  

All interviewers should be personnel specially trained in dealing with grieving individuals.  It is helpful to have experienced DNA professionals available to help establish credibility in the DNA identification process.

	Ante-mortem Data Collection Guidelines
· Establish ante-mortem data collection procedures.  

· Process for setting up family interviews.

· Documentation—an ante-mortem data acquisition and entry plan. 

· Determine if interviewers will enter the ante-mortem data into a database of if data entry clerks will transcribe the data from an interview form into a database that will be used for comparisons with postmortem data.

· Consider using the DMORT questionnaire, the VIP Personal Information Questionnaire.  It is a universal questionnaire designed to expedite ante-mortem data collection.  

· Add local jurisdiction death certificate information to the questionnaire so that families do not have to provide this in another interview at the funeral home.  
· Note:  Directions for filling-in the VIP Personal Information Questionnaire are available at: http://www.dmort.org/forms/Forms%20Manual-VI-DMORT.doc.
· For multicultural populations:
· Ensure proper formatting of first and last names and correct spelling of similar sounding names.  
· Note information about the family’s religious or spiritual beliefs, including practices and rituals, daily prayer times, important dates, beliefs about autopsy, and other information that may be relevant to the rescue, recovery and disposition of their loved ones.  Leaders of religious or spiritual communities can also provide guidance.  
· Demonstrating sensitivity to cultural beliefs and practices of the victims’ families in a mass fatality—even when needs cannot be met—is important to effective response.
· Identify an address for receipt of all ante-mortem records (e.g., the ME/C Office).

· Be prepared to add changing and new information to each person’s file as it is collected from family members, friends, dentists and doctors after the initial interview.

· Maintain logs of the files, of all incoming data/samples, and of all forwarding data/samples.  

· Accountability for forwarding and receiving records is essential.

· Be prepared for some family members to not want to provide ante-mortem information or supply DNA for kinship matches because they view doing so as a sign that they have given up hope.

· Orient/brief Ante-mortem Data Collection Team on the information they need to collect from families (forms, procedures, etc.) and their role as a representative of the ME/C Office.

· Coordinate operations with the Morgue Information Resource Center and the Morgue Records Supervisor.

· Schedule interviews with families.  Allow 2 hours for each interview with a 30 minute period between interviews.

· Conduct interviews in rooms that are private and quiet.

· Reassure families that all information will remain confidential.

· Collect ante-mortem data using ME/C approved form.  Once form is completed, ante-mortem information is given to the ME/C, the Morgue Information Resource Center, and any other appropriate agencies approved by the ME/C.

· Dissuade families from acquiring or carrying the victim’s medical or dental records to the JFAC.

· Ask family members to sign release forms to allow for the release of the missing person’s dental and medical records.

· Call dentist and physician offices to request original dental records, x-rays, and medical records.  

· Follow-up call by sending an authorization fax that includes the HIPAA Exemption for Medical Examiners and Coroners, CFR 164.512(g), to verify and confirm the request for the victim’s medical/dental record and request timely delivery of records.

· Monitor the status of incoming dental records, x-rays, and medical records to insure that all records are original and have been received.

· Inform families when ante-mortem data and samples have been received.

· Have victim records in foreign languages translated as needed.

· Follow-up on requests that have not been received.

· Arrange for collection of DNA samples.

· Establish DNA collection procedures to ensure proper collection procedures, prevent cross contamination, and ensure the best possible specimens are collected for subsequent laboratory testing.

· Provide families with a copy of Appendix G, Identifying Victims Using DNA: A Guide for Families, in the National Institute of Justice’s Lessons Learned From 9/11: DNA Identification in Mass Fatality Incidents, September 2006.  The family guide is available in English and Spanish and how to access it is included later in this section under Associated Tools and Resources.
· Answer family members’ questions regarding collection of DNA samples.  Explain the differences between Forensic DNA and Kinship DNA analysis.

· Maintain an open, honest and sensitive approach to questions surrounding lineage when requesting samples for Kinship DNA analysis.

· If buccal swabs are used, assist family members in collecting the samples.

· If blood samples are used, arrange for family members to meet with staff who will be collecting blood samples.  Allow families to go to their family physician to collect their blood sample, if they prefer to do so.

· If family members do not visit the FAC, interviews can be conducted over the telephone following the same procedures.

· For families that do not come to the FAC, DNA samples can be arranged through the ME/C and local law enforcement agencies.  Send letters and consent forms to families that do not visit the FAC.  If necessary, make arrangements to collect samples from anywhere in the world.  When families are sending DNA samples, it is important that they are aware of complex mailing procedures for specimens and that not all companies provide this service.

· If telephone contact is made before a family arrives at the FAC, follow a scripted checklist to request location and information on the following:

· Physician

· Dentist

· Hospital

· Fingerprints

· Photographs

· Military service records

· Essential vital statistics.

· Arrange for collection samples to be sent to the DNA laboratory that the ME/C Office has approved at the end of each day. 

· Get daily status reports from the DNA lab.

· Once the form for ante-mortem data collection has been completed and copied/printed at the FAC, direct it to the Information Resource Center at the Morgue for review and analysis.  This may also be done electronically.

· Maintain chain of custody of records via sign-in and sign-out logs.

· Keep copies of forms at the FAC for reference.  When the FAC is closed, the forms will be maintained by the ME/C Office or destroyed.




Death Notifications

Note:  In a mass fatality, death care professionals should NOT expect this to be their primary role in a mass fatality.  Other professionals are tasked with the formal Spiritual Care aspects of mass fatality.  However, death care professionals should be aware of the general recommendations and guidelines because some aspects are part of the death care professional’s training and capability; in an overwhelming situation, it is possible a death care professional would be asked to assist, offer recommendations or participate.  If asked to participate, do NOT identify yourself as a funeral professional, but rather as a “volunteer” in the Family Assistance Center.

The purpose of death notification is to notify next of kin/family members when their loved one has been positively identified.  Once notified, the release of the remains between the family, the morgue and the selected funeral home is coordinated.  

The death notification process facilitates the return of remains and allows families to grieve, memorialize their loved ones, settle estates, and resolve legal issues.

Death notification is the responsibility of the local ME/C Office.  A Death Notification Team is preferred for notifications and may include a representative of the ME/C Office, a crisis counselor, and/or clergy.  

	Death Notification Guidelines
· Establish death notification procedures.

· Notify family members of a loved one’s death in person, if at all possible. 

· Notification can take place at the FAC or at a location of the family’s choice, such as their home.  If the family’s selected location is too far for the local ME/C Office to go to, enlist the assistance of local law enforcement for that area.  

· A team rather than an individual is preferred for notification.  It is better to err on the side of having support persons present in case needed than to need them and not have them present.

· Brief Death Notification Team members on death notification procedures and their role as a representative of the ME/C Office.

· Identify the Death Notification Team that will notify the family of a loved one’s death.  In cases where local law enforcement in another area is making the notification, encourage them to bring a local mental health professional or member of the clergy.

· When assistance is needed to find next of kin, notify appropriate authorities.

· If the victim lived out-of-state, the State Office of Emergency Services may assist by contacting the law enforcement agency where next of kin lives.

· If the victim is from another country, the Agency for International Development, Office of Foreign Disaster Assistance may assist in contacting a deceased foreigner’s family through the appropriate embassy.
· Prepare a fact sheet for each family with relevant information:

· Explain how identification was determined.

· Explain process for release of remains.

· Include:

· FAC number to call for services and/or referrals.

· ME/C Office contact person and phone number for further questions and information on how and when the ME’s report will become available, if they are interested.

· Assemble the Death Notification Team and ensure that all members are thoroughly briefed—before meeting with the family—on the information that will be given to the family so that they can answer as many questions as possible.  

· Notify next of kin when an identification has been made and the Death Notification Team is ready to meet with them. 

· In cases of fragmentation or commingling of remains, counsel families on the available options for disposition of any subsequently identified remains:

· Notification each time additional remains are identified.

· Notification at the end of the identification process.

· Return of the currently identified remains to the family now for final disposition.

· Return of all remains at the end of the identification process.  

· Note: If DNA analysis is the method used to conduct identifications of fragmented/commingled remains, the physical re-association of all remains may take place several weeks or months after the incident. 

· Consider other requirements the family may have if they do not impact overall identification efforts.

· Counsel families on the likelihood of common tissue.  Note: Due to the length of time required to complete the scientific identification of the tissue and/or the time required to investigate and complete legal proceedings if the incident is the result of a crime, inform families that internment of common tissue will not occur soon.

· Document the family’s decision.  Complete a Release Authorization and place it in the victim’s file.

· Ask family members and loved ones if they desire crisis assistance or someone to talk to.  If family members are undecided or say no, give them the family assistance call center number to use if they change their mind in the future.

· Give families copies of the fact sheet prepared for the notification and of the Release Authorization with their decision on disposition of any subsequently identified remains documented.

· Coordinate the release of the remains between the family, the morgue and the selected funeral home.  
· Provide the FAC Officer in Charge (and JIC) with names of victims and their next of kin, relationship to victim, and next of kin addresses and telephone numbers after the death notification.  The ante-mortem questionnaire is a good source for this information.




Spiritual Care Services:  Note:  In a mass fatality, death care professionals should NOT expect this to be their primary role in a mass fatality.  Other professionals are tasked with the formal Spiritual Care aspects of mass fatality.  However, death care professionals should be aware of the general recommendations and guidelines because some aspects are part of the death care professional’s training and capability; in an overwhelming situation, it is possible a death care professional would be asked to assist, offer recommendations or participate.
The purpose of spiritual care services is to:

· Provide interdenominational pastoral counseling and spiritual care for people of all faiths who request it.

· Being accessible to the families, friends, and co-workers of victims and to the FAC staff and volunteers during all FAC hours, particularly during large group meetings and events.

· Conduct religious services and provide worship opportunities.

· Provide emotional support/crisis intervention and assist mental health staff as needed.

· Serve as a member of the Death Notification Teams.

	Spiritual Care Guidelines
· Establish the procedures for spiritual care services.

· Emphasize reaching across faith group boundaries and not proselytizing.  In coordination with mental health counselors, protect family members from being confronted by unwelcome forms of spiritual intrusion.  
· Be available throughout the FAC to keep a watchful eye on the emotional reactions of those around them.  Guide family members to a private room where they can talk about their loss and pray as needed.

· At a minimum, maintain records of the number of contacts and the assistance provided to document FAC activities and manage staffing requirements.

· Orient team to procedures.

· Monitor the information received at family briefings, particularly the numbers of positive identifications and of missing victims.

· Choose strategic positions throughout the family briefing room during briefings to reach out to any family experiencing grief or trauma.

· Assist with ante-mortem interviews and death notifications as needed.

· Assist with callers to the call center as needed.

· Walk around the FAC, visiting and talking to people and monitoring how families and how FAC staff and volunteers are holding up over time.

· Share meals with families to provide support.

· Make counseling in private rooms available.

· Arrange suitable inter-faith memorial service in the days following the incident.  Offer single-denominational services at the FAC on Sundays.

· Make materials available to help those who are grieving and to positively reinforce the pastoral contacts with family members.

· Work with mental health staff in providing emotional support for FAC staff and volunteers.

· Work closely with the mental health services staff to maximize assets and minimize functional overlap. 

· Attend all special events (e.g., visits to the incident site) to monitor family reactions during activities and provide support.




hases are empirically derived therapeutic interventions for acute stress reactions following mass casualty trauma.

Resources for Psychological First Aid and the Palo Alto Medical Reserve Corps model are presented later in this document under Associated Tools and Resources.
Mental Health Services Staffing

Note:  In a mass fatality, death care professionals should NOT expect this to be their primary role in a mass fatality.  Other professionals are tasked with the formal Spiritual Care aspects of mass fatality.  However, death care professionals should be aware of the general recommendations and guidelines because some aspects are part of the death care professional’s training and capability; in an overwhelming situation, it is possible a death care professional would be asked to assist, offer recommendations or participate.

It is important to maintain an appropriate mix of professionals—social workers; marriage, family and child therapists; psychologists, psychiatrists, and grief counselors—on duty.  Aim to develop a core team for continuity.

The Mental Health Services Team will participate in orientation/training in Psychological First Aid (PFA).  For long-term FAC operation, Team members may also participate in orientation/training for evidence based interventions developed by the Palo Alto Medical Reserve Corps to assist families.

	Mental Health Services Guidelines
· Establish mental health/emotional support services procedures.

· Use of Psychological First Aid.

· Availability throughout the FAC. 

· Recordkeeping.  At a minimum maintain records of the number of contacts and the assistance provided to document FAC activities and manage staffing requirements.

· Confidentiality and privacy protection.

· Medication.  Disaster Psychiatry Outreach is a resource for information on the disorders victims are likely to develop, medications appropriate to dispense on site, and crisis interventions.

· Orient team to procedures and to local resources.

· Make referral lists available to all staff.

· Consider using the generic title of ‘counselor’ for all mental health staff to help lessen the avoidance some people have toward the term mental health.

· Walk around the FAC, visiting and talking to people and monitoring how families and how FAC staff and volunteers are holding up over time.  Serve as mental health eyes and ears throughout the FAC.

· Guide family members to private rooms for counseling—re: spectrum of normal grief reactions, crisis intervention, mediation, management of ‘at-risk family members, child/adolescent counseling, family counseling, consultation services, and referrals for longer-term follow-up counseling as needed.

· Provide mental health services/consultation in child care center as needed.

· Make PFA handouts for survivors and educational materials on the grief process, how to answer children’s questions about the tragedy, etc., available for distribution throughout the FAC.

· Monitor the information received at family briefings, particularly the numbers of positive identifications.

· Assist with ante-mortem interviews and death notifications as needed.

· Provide behavioral health assessments and appropriate interventions for callers to the call center as needed.

· Attend all special events (e.g., incident site visits) to monitor behavioral health reactions during activities.

· Provide mental health services for the FAC staff and volunteers and direct staff and volunteers to additional counseling resources as needed.

· This is a significant role for the team.  A crisis situation is an intense experience for those involved in the response effort—physically, emotionally and psychologically.  Research shows that the closer an individual works with traumatized victims, the more likely he or she will experience secondary trauma.  Emotional and spiritual support can help minimize the vicarious trauma impact on personnel who are directly supporting victims.  

· Work closely with the chaplains to maximize assets and minimize functional overlap. 

· Provide consultation to FAC leadership and leaders of other teams.




NOTE:  EACH MASS FATALTIY SITUATION WILL HAVE A FORMAL PUBLIC INFORMATION OFFICER IN CHARGE OF COMMUNICATION.  

· The information below is provided for your general information only.  

· Death care professionals should refrain from all public comment and most private comments relating to anything you see as a volunteer or in your professional capacity handling a deceased or family member.

· There are serious legal and criminal implications involved in most mass fatalities; speaking without authority puts you and your business at great risk.

Public Communications Messaging Considerations

What are the public communications 
messaging considerations in a mass fatality incident?

The Incident Command Center will appoint Public Information Officers through the formal chain of comment.  Unless specifically arranged and witnessed by someone in the chain of comment, no unauthorized person should comment publicly or privately about mass fatality response.  The public communications messaging considerations below are based on experience and lessons learned from recent mass fatalities.

General Mass Fatality Messaging Considerations

· Information must first be provided to the family, then to the media.

· Recovery operations (progress, staffing levels and assistance provided, and estimate of time to complete recovery/identifications).

· The victims (total number, condition of the bodies, and numbers of missing persons reports).

· Identifications (names of identified victims and methods used to identify victims).

Family Messaging Considerations

· Remember that victims’ families are the priority in a mass fatality.

· Keep the families and loved ones of potential victims in mind in all communications. 

· Respect families’ sensitivities, such as, continued hope for survivors. 

· Communicate awareness of and sensitivity and respect for the cultural/religious practices of the victims and their families.  

· Religious and cultural beliefs and practices surrounding death will be important to survivors.  However, in a mass fatality, it is unlikely that the ME/C Office will be able to be responsive to family requests regarding their beliefs and practices. 

· Only coordinate media interviews of victims’ family members who are willing to be interviewed by the media.  
· Protect the privacy of families and loved ones of potential victims who do not want to be interviewed.

· Do not allow ‘public interest’ to become a legitimization for inquiry that it so intensive and invasive that it overrides concerns about sensitivity for the bereaved.

Community Health and Safety Messaging Considerations

· Only disseminate information based on scientific fact.  

· There may be a public belief and concern over a disease epidemic caused by dead bodies.  Dispelling this myth and calming public fear and anxiety will require a concerted and coordinated effort.  

Response Worker Messaging Considerations

· Remember that all emergency response workers—at the incident site, the morgue and the Family Assistance Center—will be working under extreme emotional duress.  Consider this in communications and when scheduling interviews for them with the media.
· Do not allow ‘public interest’ to become a legitimization for inquiry that it so intensive and invasive that it overrides concerns about sensitivity for responding personnel.  

Public Communications 
Mass Fatality Operational Considerations

What are the public communications operational 
considerations in a mass fatality?

The Incident Command Center will appoint Public Information Officers through the formal chain of comment.  Unless specifically arranged and witnessed by someone in the chain of comment, no unauthorized person should comment publicly or privately about mass fatality response.  The public communications operational considerations below are based on experience and lessons learned from recent mass fatalities.

Potential Crime/Terrorist Act

· If the incident is the result of a suspected crime, public communications must take into consideration the future prosecution of the crime.  

· The Federal Bureau of Investigation (FBI) will be in charge of the investigation if terrorism is suspected.  The FBI can provide consultation regarding public communications.

Mass Fatality Site Operations

Experience in recent mass fatalities strongly urges that the media have very limited, if any, access to mass fatality site operations.  However, your state’s laws regarding media access will take precedence over recommendations.  

· Be prepared to assign a field PIO to each site and to utilize strategies that address media needs while protecting the integrity of mass fatality operations.  

Consider the following suggestions:

Incident Site

· Accommodate the media at the incident site.  News media serve as the eyes and ears of the people.  Providing preferred vantage points and the ability to understand what is going on at the incident site serve legitimate public interest.  The incident command post should have at least one person at the incident site that is dedicated to assuring that media representatives have appropriate access when possible without creating safety hazards.

Incident Morgue

· Restrict the media from entering the morgue.  If media tours are provided, do not allow any pictures—cameras or cell phones.

· Establish a morgue briefing area near but not in the morgue.  

· Remind the media of the morgue’s critical objectives and to consider victims’ families when information on morgue services is communicated.

· At the incident morgue there is substantial pressure to preserve remains to facilitate identification and to collect and preserve evidence.  Morgue services are performed in accordance with professional protocols to achieve these objectives.

Family Assistance Center

· Restrict the media from entering the Family Assistance Center (FAC).  The FAC is a private place for families.  The literature on mass fatality family assistance often says to never permit the media to enter the FAC.

· If media tours are provided, do not allow any pictures—cameras or cell phones.

· Remind the media of the trauma and grief the families are experiencing and of the need to respect families' wishes for privacy at this difficult time.

· Establish a media briefing area near/next to but not in the Family Assistance Center. 

· Coordinate media interviews with family members who are willing to be interviewed; conduct interviews at the media briefing area and not in the Family Assistance Center.

· When managing VIP visits by public figures to the Family Assistance Center, remind the VIPs that the needs of families and loved ones of victims always remain the priority.
· Coordinate the collection of biographical information and photos of the victims and prepare a formal presentation of this information for the Family Assistance Center that is updated daily as necessary.
Resource:  See the Family Assistance section of the mass fatality toolkit for suggestions on strategies used in recent mass fatalities (e.g., the Heroes Board, Memorial Table, and Incident Site Diagrams and Charts) that families identified as supportive and meaningful.

Managing the Media at all Sites

· Consider setting up a system for issuing one-time credentials for journalists and requesting members of the news media to bring their current credentials and/or business identification (business card).  Planning for this must include setting standards for separating true journalists from those who just want a closer look.

Coordinating Public Communications and Family Briefings

· Make keeping the Family Assistance Center leadership informed a priority.  This will enable them to anticipate potential crises for families and to better meet families’ needs.

· Do not release information to the media unless it has been discussed with families of potential victims first and approved by Incident Command through the JIC.

· Families will be kept informed through regularly scheduled family briefings by the ME/C Office—a minimum of two per day—at the Family Assistance Center.

Meeting the Needs of Response Workers
· Remember that emergency response workers make up one of your audiences.  Keep this audience informed, perhaps through end-of-shift briefings.  
· A frequently mentioned problem in recent mass fatalities is that on-site response workers knew less than those at home watching television. 
Consider a “Faces of Service” campaign to inform the public about the organizations and individuals involved in the response and to highlight their contributions.

(ATTACH IN YOUR APPENDIX SECTION YOUR STATE’S PAN FLU PLAN)

Pandemic Influenza Planning

General Pandemic Influenza Guidelines
Potential Roles of Public Health Staff

District Emergency Preparedness Division: 

· Lead pandemic planning and preparedness efforts for Health District and associated county health departments, in conjunction with local, district, state and federal response partners. 

· Conduct training, drills and evaluated exercises to enhance the pandemic readiness of public health partners within the health district area of responsibility. 

· Coordinate ESF-8 activation and response by county health departments to provide support for county emergency operations centers (EOC).  

· Coordinate the activation and management of the District Operations Center (DOC). 

District Epidemiology Section:

· Carry out district wide surveillance activities, including epidemiological investigations, as appropriate.  

· Provide information and technical support concerning surveillance, epidemiology, and clinical issues, including case identification, laboratory testing, and prioritization of antiviral medicines and vaccines within the health district. 
· Establish average daily death rate for counties    

District Public Health, Nursing and Clinical Services Division:

· Assure participation of the county health department leadership to develop capacity for community-based influenza evaluation and treatment clinics. 

· Provide planning assistance and supervision for mass vaccination activities. 

· Coordinate county health department participation in the “Nurse Call Line.” 

· Disseminate infection control information to county health departments, in coordination with the Health District Epidemiology Section. 

District Pharmacy Director:

· Coordinate with District Emergency Preparedness Division and appropriate state and federal agencies for acquisition of anti-viral medicines and vaccines for counties.

· Provide technical advice and support to District PH divisions and county agencies regarding pharmaceutical interventions for infection control of pandemic viruses.  

· Provide technical advice and support to District PH divisions and county agencies regarding use of prophylaxis for prevention and/or treatment of pandemic virus infection.      

District Public Information Officer (PIO): 

· Perform PIO duties for all Health District area counties to address public health-related media inquiries and provide public information and education concerning public health subject matter.

· Provide accurate and timely information to the public regarding preparations for a pandemic, its potential impact, disease control recommendations and local pandemic response operations, including anti-viral and vaccine distribution. 

· Provide public information concerning use of effective infection control measures during a pandemic.  

· Respond to pandemic-related media inquiries and arrange interviews with appropriate county and district health officials.   

· Activate and direct the management of public information call centers.

District Environmental Health Director: 

· Assist in surveillance for animal influenza viruses through liaison with the State Department of Agriculture and the State Department of Natural Resources.

· Work with the District Public Information Officer to develop and disseminate risk communications messages to the public concerning zoonotic influenza transmissions, food safety, animal waste disposal issues and burial sites.

All Sections and Staffs:

· Identify staff that can be cross-trained to perform the duties of absent key personnel, and/or perform critical emergency response functions.

· Identify functions that could be temporarily discontinued or performed via telecommuting during periods of high pandemic activity, perhaps for several weeks. 
· Be prepared to mobilize all available staff to support District pandemic response operations, as directed by the District Health Director.

Above Source:  Adapted from North Georgia District Pandemic Influenza Plan

All personnel will wear personal protective equipment as directed by the Health Officer.

· Protecting employee health and reducing the spread of infection among workers is a priority.

· All personnel handling dead bodies in mass fatality response will also receive proper immunizations as appropriate; training in blood borne pathogens, personal protective equipment (PPE), and proper lifting techniques; and PPE as defined by existing regulations, for example:

· Disposable, long-sleeved, cuffed gown (waterproof if possibly exposed to body fluids).

· Single-layer non-sterile ambidextrous gloves which cover the cuffs of the long-sleeve gown.

· Surgical mask (a particulate respiratory if handling the body immediately after death).

· Surgical cap and face shield if splashing of body fluids is anticipated.

· Waterproof shoe covers if required.

· Proper hand washing is always recommended when handling remains.

Family Care Plans.  The ME/C, vital records system, and death care services should encourage employees to develop “family care plans” knowing that they may not be able to be with their families for extended periods during waves of severe disease during the pandemic period. 

Issues Related to Managing Increased Numbers of Deaths 
in a Worst-Case Scenario Pandemic Influenza
	PLANNING FOR POSSIBLE SOLUTIONS

	Emergency Operations Center and Public Health Department Actions for Managing Deceased

	· Consider ME/C Office and death care services personnel as first responders.

· Classify ME/C Office and death care services personnel as first responders for priority prophylaxis and antivirals.

· Ensure the ME/C Office’s and death care services' priority access to labor, supplies, personal protective equipment, vaccines, fuel, raw materials, communication bandwidth, transportation, security, temporary housing as needed, and other resources.  

· Consider involving Public Health, the ME/C, and police in developing specific investigative checklists, which clarify the concepts of medico-legal determination of cause and manner of death, victim identification procedures, scene documentation, overall investigative requirements, and required PPE and personal decontamination, for all call centers and responders to unattended deaths during a pandemic influenza event.

· Train all first responders in the field about the symptoms of pandemic influenza deaths and the actions to take when a suspected pandemic influenza event related death is found vs. when non pandemic influenza event related deaths are found.

· Consider establishing a dispatch/tracking system with a centralized database that is separate from emergency medical services and 911 systems to track patients and deaths.  Design it so that it can be managed through family assistance and patient tracking centers.  Link all first responders/health care centers/collection points/morgues/family assistance/ME/C Office/law enforcement/etc. to this system.  Consider facilitating its use by private citizens.

· Consider establishing a county voluntary registry of next of kin so families can register information before a disaster.

· Implement reciprocal licensing of mortuary services personnel to overcome variations in state licensing of funeral directors, embalmers, cemetery, and crematory operations, and unionized labor. (State level only)
· Educate behavioral health professionals, social service organizations and religious leaders regarding the process for managing human remains to ensure the process is understood and can be properly communicated to the general population in their response activities. 

· Advise the ME/C Office and death care services of additional respiratory protection that is needed 

· During autopsy procedures performed on the lungs or during procedures that generate small-particle aerosols (e.g., use of power saws and washing intestines) in case the decedent was infectious when he/she died.

· During embalming procedures prior to burial or cremation.
· If families will be transporting loved ones who have died from pandemic influenza, provide education on general precautions for handling dead bodies.  Special precautions are not required since the “body” is not contagious after death.
· Track federal, state, and local laws applicable to the handling of human remains that impact the ME/C, vital records system, and death care services.  Existing laws, such as time requirements for completing death certificates and disposition permits, may need to be amended/waived.  Alert all parties to waivers and modifications that impact services.

	Step:  Death Pronounced

	
	· 

	Step:  Death Certified

(signing of a death certificate stating the cause of death)

	
	· 

	Step:  Body Wrapped

	
	· 

	Step:  Transportation

(To “Collection Points” and/or the Morgue and To Temporary Storage or Burial Site)

	
	· 

	Step:  Morgue Storage

	
	· 

	

	
	· 

	Step:  Cremation

	Requirements:

Suitable vehicle and driver for transportation from morgue to crematorium.

Limiting Factors:

Capacity of crematorium/speed of process.

Availability of authorized official to issue death certificate.

Availability of staff and resources in vital records office to certify death certificate and issue permit for disposition of remains.
	· Identify alternate vehicles that could be used for transport.

· Examine the capacity, continuity of operations planning, and surge capacity of crematoriums within the jurisdiction.

· Arrange for maintenance and inspection of equipment—ahead of periods of peak usage—with backup equipment and replacement parts stockpiled.

· Consider streamlining the completion of required cremation forms.

· Discuss and plan appropriate storage options if the crematoriums become backlogged.

· Seek direction from Health Officer re: additional respiratory protection needed during embalming procedures to prepare for cremation for those who die from the pandemic in case the decedent was infectious when he/she died. 
· Examine the capacity, continuity of operations planning, and surge capacity of the vital records office.

· Consider developing arrangements between crematoriums and the local registrar to expedite the filing of a large number of death certificates and applications for cremation.

	Step:  Embalming

	
[image: image2]
	· Examine the capacity, continuity of operations planning, and surge capacity of funeral homes in your jurisdiction.

· Consult with funeral homes regarding availability of equipment/supplies and potential need to stockpile or develop a rotating six month inventory of essential equipment/supplies.

· Consider “recruiting” workers that would be willing to provide this service in an emergency (e.g., retired workers or students in mortuary training programs).

· Consider providing embalming and casketing services in a temporary morgue.

· Seek direction from Health Officer re: additional respiratory protection needed during embalming procedures for those who die from the pandemic in case the decedent was infectious when he/she died. 
· Examine the capacity and surge capacity of the vital records office.

· Consider developing arrangements between funeral directors and local registrar to expedite the filing of a large number of death certificates and applications for disposition permits.

	Step:  Funeral Service

	Requirements:

Appropriate locations(s), casket or urn, funeral director.

Limiting Factors:

Availability of caskets/urns.

Availability of location for service and visitation.

Social distancing and/or quarantine measures that may be in effect during pandemic waves.
	· Examine the capacity, continuity of operations planning, and surge capacity of funeral homes in your jurisdiction.

· Contact supplier to determine lead time for casket and urn manufacturing and discuss possibilities for rotating six month inventories—with a more that normal supply of low cost caskets and low cost alternatives.

· Consult with funeral directors to determine surge capacity and possibly the need for additional sites (e.g., use of churches, etc. for visitation).

· Develop strategies for handling services when social distancing measures and/or quarantine are in effect.  

· Consider alternatives such as video-conferences to allow for funerals to occur with relatives of the decedents having the ability to mourn but at a non-public venue.

· Be prepared to clearly explain why limitations have become necessary.

	Step:  Temporary Storage while Awaiting Burial

	
	

	Step:  Burial

	
	· 

	

	
	· 


4.	Holding ���Morgue





5. Transportation 





6. Morgue Operations





7. Transportation 





8. Final Disposition 





1.  Incident Notification





2. Scene Evaluation & Organization





3. Recovery of Remains





Source: The California Mass Fatality Management Guide





This survey will be used and submitted to the {insert county name} County Mass Fatality Planning Committee for the Emergency Plan only.  Please complete to the best of your ability and return the survey at the meeting on {insert date of meeting} or fax to {insert contact name and fax number}.  Thank you!
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