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Objective: Provide strategic and operational direction for response to COVID-19 

  

Vision: Collate expertise from thought leaders with domain expertise to provide tactics and strategies to 

respond to COVID-19 

  

Outcome: Minimize death and mitigate spread of disease. This response requires the development of a 

non-conventional medical/social/public/political infrastructure given limitations on resources. To address 

this issue, this document provides strategic and operational direction for civic leaders, military leaders, 

and medical professionals in approaching this pandemic, focusing on four key areas: Contingency 

Response Leadership, Operational Management & Triage, Population Management, and Hospital 

Operations.  

 

Scope of Project: The scope of this project is to consolidate the most up to date information on the 

strategic approach to COVID-19. The themes presented are timeless, based upon established and accepted 

frameworks. The management recommendations are based upon best science available at publication. 

This paper does not address clinical practice guidelines, development or deployment of testing, return to 

work for hospital workforce, or the quest for a vaccine or cure. These are important topics that deserve 

national attention and careful deliberation at all levels but are beyond the scope of this paper.  
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DISCLAIMERS 

 

This document contains the most up to date information from subject matter experts serving both in the 

military and civilian sectors. However, as with every contingency operation or disaster response, newly 

discovered information may supersede what had previously been recommended. None of the authors have 

any financial interest in any of the recommendations.  

 

We do not endorse any particular vendor or specific company. Any reference in this white paper to a 

specific product or type of product, process, service, or a vendor/company does not constitute or imply 

endorsement, recommendation, or favoring of the specific product or type of product, process, service, or 

vendor/company. We are constantly scoping applications for established or emerging technologies that 

may help us control the COVID-19 outbreak. 
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EXECUTIVE SUMMARY 

 

This paper highlights four key areas with emphasis on the innovative practices needed to overcome to this 

pandemic with the overarching themes of keeping our public informed, our medical care teams safe, and 

our nation strong. By coupling the learnings of the military forces with civilian partners we can create a 

mechanism for rapidly understanding and creating new tactics and recommendations to help slow the 

rapid onset of COVID-19 cases in the United States.  

 

As the COVID-19 threat evolves we will study it and understand more about how to manage this 

challenge. We as a nation must dedicate ourselves to being continuous learners, not satisfied until we 

defeat this pandemic and return to a new normal. Together all of us are smarter than any one of us as we 

continuously learn from each other to best care for our citizens.  

 

 

Contingency Response Leadership:  

• This is a disaster response, not a medical condition treatment protocol 

• Insist on approaching the COVID pandemic through an Emergency Management / National Incident 

Management System (EM/NIMS) compliant framework 

• Identify and empower senior Emergency Manager (EM), senior Public Health advisor to the EM and 

support functions 

 

Operational Management & Triage:  

• Institute constant repetitive triage during all phases of the response 

• Utilize all resources (personnel, equipment, supplies) to their fullest capability 

• Institute telemedicine to virtually force multiply, protect medical personnel and minimize casualties 

 

Population Management:  

• Physical distancing is the key to managing disease spread throughout the population  

• Team with civil leaders and medical professionals at all levels 

• Constantly emphasize public health principles through a broad education campaign  

• Safely manage the majority of patients at home 

 

Hospital Operations:  

• In-patient care must be reserved for those that require advanced care and air quality must be 

prioritized 

• Immediately institute Split-Operations 

• Continually review and follow most current CDC recommend isolation protocols  
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CONTINGENCY RESPONSE LEADERSHIP 

 

Leadership, with input from Public Health/Public Health Emergency officials as well as with the service-

delivery support from local treatment facilities, must approach the COVID pandemic through an 

Emergency Management / National Incident Management System (EM/NIMS) compliant framework. A 

pandemic should not be approached as a medical issue; leaders must approach it from the mindset of 

disaster response. The best time to shift to a contingency mindset and operations is BEFORE you need it.  

 

Key Strategic Considerations: 

 

• Structure according to the five NIMS Components: Preparedness, Communications & Information 

Management, Resource Management, Command & Management, Ongoing Management & 

Maintenance. 

• Synchronize with the NIMS infrastructure (ESF-8 Emergency Support Function 8)  

• Identify and empower Incident Commander with staff of designated advisors including senior public 

health specialist and other support functions IAW NIMS structure  

• Disasters always overwhelm available resources if we execute “business as usual”  

• Triage must occur throughout the care process; the goal is to save as many lives as possible  

• Keeping the medical system fluid and surviving to “fight another day” is as critical as saving lives  

 

Recommended Operational Priorities: 

 

• Command, Control, and Communication (C3) must be established with a centralized leader with 

authority to act on behalf of the senior civil authority 

➢ Appoint an Incident Commander (IC) 

➢ Senior medical person/public health officer heads medical effort and reports to IC 

• Isolation and Triage must be constantly evaluated for effectiveness 

• Accurate assessment/inventory of current assets available on-scene for “the fight” 

• Utilize skills of staff – this need supersedes “credentialing” – all staff, not just clinicians 

• Maintain a database of volunteers:  

➢ Look to state and national medical related boards and national medical societies for volunteers 

➢ Retired or former clinicians, nurses, and other hospital personnel that want to help 

➢ Ex-military medics/corpsmen and first responders 

➢ People with unique skillsets/assets that may be employed in an emergency (i.e. power production, 

Biomedical Equipment Technicians, Electronics Skills, HVAC, Transportation) 

• Prepare for Surge Hospital creation: Create alternative locations into in-patient facilities  

➢ Based upon current study of the virus we recommend tents as the default for fever care 

➢ Hotel or motel into hospital, school buildings into hospital, convention or community center into 

hospital, existing outpatient clinic into hospital, park into surge hospital 

• Invest in principals now of “Layered Clean Air Defense”  

➢ Traditional public health models (physical distancing, quarantine, case contacts, etc) 

➢ Traditional infection control practices 

➢ Separation of fever patients from other patients 

➢ Air handling to decrease the exposure of well people (patients, medical staff) to Coronavirus 

(Increase room turnover, directed air flow, etc.) 

➢ Application of established technology in new ways to decrease risk of spread of virus (These 

include airs scrubbers, filtration systems, and other technology (such as low-level OSHA 

approved chemicals that show promise in decreasing the spread of Coronavirus)  

• Take care of hospital personnel and their families 

• Coordinate early with the state and outside agencies  
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OPERATIONAL MANAGEMENT & TRIAGE 

 

In every disaster response, leaders must balance resources with casualties. As such, triage throughout asks 

two questions constantly, who needs treatment now and who must be isolated. In the pre-hospital setting, 

the priority is on identifying those that need in-person evaluation and those that can be managed virtually 

at home.  

 

Key Strategic Considerations: 

 

• The majority of COVID patients can and should be managed and monitored in the outpatient setting 

via telemedicine/patient communication portals  

• Streamline traditional in-person triage systems and converted whenever possible to telephone triage 

and protect hospital staff 

• Give clear instructions on where and how to report to those patients told to seek the next level of care  

 

Recommended Operational Priorities: 

 

• Utilize telemedicine, if available, to identify those that need in-person evaluation, this evaluation 

should be repeated on a regular basis for patients that are stable but have symptoms of COVID 

➢ If unavailable, use available technology to scale up quickly  

➢ Telemedicine should be used by all healthcare providers for all care that does not need immediate 

in-person evaluation to minimize asymptomatic COVID disease spread and resource use 

• Efforts should be made to quarantine at home when possible and minimize contact with others. 

➢ Utilize pharmacies that have drive-thru windows  

• COVID Triage protocols should focus on identifying at-risk patients and those that are unstable 

• For in-person triage, streamline by taking a temperature while getting a pulse ox.  

➢ If the temp is elevated and the pulse ox is low, get a chest X-ray.  

➢ CXR Infiltrates and/or hypoxia will flag those patients who should be admitted and lack of these 

will flag patients who can recover at home. 

• Triage areas/tents should be away from the main hospital to avoid cross-contamination 

• Designated areas for receiving patients must be implemented to preclude contamination of patients 

and workers 

• All patients are received at the initial triage points and are kept out of the main facility 

• Keep all fever/URI patients separate from non-fever/non-URI patients when utilizing in-person 

evaluation by a healthcare provider 

• Examine potential for using layered air principles as treatment/air sanitizing means 

• Fresh air ventilation can be an effective disinfectant. Open windows/fans should be utilized 

➢ Fan vents in each room should be directed outside air or a purification system 

• Isolation measures/protective equipment should be utilized, and when feasible, sterilized for re-use 

➢ N95 face masks 

➢ Sterile gloves/hand sanitizing agents 

➢ Contact with patient limited to 1-2 people 

➢ Disposable supplies are rapidly becoming exhausted. Washable masks and gowns should be 

obtained/made and laundered in hospital as needed 

➢ Follow current CDC guidelines for reuse and sterilization of supplies 
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POPULATION MANAGEMENT 

 

In dealing with the population, isolation is the key to prevention. Unfortunately, it is challenging for the 

general population to view this pandemic as a disaster response effort as the enemy is invisible with no 

significant initiating event as there is with explosive types of disasters. It will be critical for leadership to 

understand the movement of the population and their potential non-urgent mindset. To assist with 

management of the population, it is valuable to conceptualize them into three categories: Sick, Well, and 

Person Under Investigation; each category with unique needs and issues. 

 

Key Strategic Considerations: 

 

• Separate patient with known/suspected COVID from all other patients 

• Set up dual clinical systems (Fever/Non-Fever) whenever possible, organized by region/municipality 

• There are three categories:  

➢ Sick: people that have either tested positive for COVID or have symptoms suspicious for 

COVID. In this pandemic, regardless of a confirmed diagnosis, patients with symptoms 

consistent with an upper respiratory infection need to be managed as having COVID.  

➢ Well: people that have no symptoms and have not been exposed to the COVID virus by strictly 

adhering to social distancing protocols.  

➢ Person Under Investigation (PUI): we don’t know if this person has an infection 

 

Recommend Operational Priorities: 

 

• The priority is for healthy providers and patients to stay healthy by following contact and isolation 

protocols 

• We must have a robust education campaign must be conducted as many people are not following 

social distancing recommendations 

➢ Education must also include any discoveries as to what may lessen the ability for the disease to 

propagate 

➢ A consistent education/training program must be applied to these people in order to ensure a 

uniform baseline of training has been delivered to these people 

• Keep Sick patients at home if possible and provide remote care through telemedicine with close 

monitoring  

➢ Follow isolation protocols set by the Center for Disease Control (CDC) 

➢ Develop strategies to prevent spread to family members, especially at-risk family members 

• Develop, implement, and enforce contact and distancing protocols 

• Leverage all available media/communication assets to educate the population so as they may help 

themselves. 

➢ Goal is to accord everyone the opportunity to heal themselves to preclude a visit to a treatment 

facility.  

➢ As information about COVID is learned, it can immediately be transmitted to a multi-

demographic population. 

➢ Must leverage all current communication outlets (Radio/TV/Social Media/Patient communication 

portals such as MiCare) 

➢ Message must be uniform and consistent across all outlets 

• Set up a call center with a clinician to answer questions/triage patient 
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HOSPITAL OPERATIONS  

 

In-patient care for COVID patients must be reserved for those that require advanced care and air quality 

must be prioritized. If the pandemic worsens, death increases not only in the patients with COVID, but in 

other patients with other forms of life-threatening disease as access to care will become incredibly 

limited. Resources must be prioritized, and personnel must be protected. Operations must be focused on 

saving those that can be saved, not on saving everyone. 

 

Key Strategic Considerations: 

 

• High rates of COVID infection can occur in hospital personnel: protect your hospital personnel, 

especially older providers.  

• Vaccine and treatments for COVID will optimistically take 6-12 months, necessitating strict resource 

and personnel protection 

• Fresh air seems to save lives based upon studies of prior (Spanish Flu), recent (SARS) and current 

COVID experiences. Therefore, we advocate tents as the default for most COVID patients.  

 

Recommended Operational Priorities: 

 

• Clinicians must follow current self-protection measures as with any infectious disease 

• Immediately institute Split-Operations though triage 

➢ Strict isolation protocols for Sick COVID patients with highest level of severity patients sent 

directly to ICU for critical care  

➢ Lowest acuity patients should remain in tents (Serviced with Oxygen/Fresh Air) or are sent home 

and monitored via telemedicine 

• Reevaluate configuration of rooms and air flow  

➢ Evaluate air flow patterns to avoid direction of air movement to towards the side of the mask of a 

healthcare worker 

➢ IV tubing should be long enough to reach outside room to preclude the need to don PPE to 

change fluids 

• Avoid confined spaces for treatment of COVID patients whenever possible  

➢ Fresh air is a natural disinfectant 

➢ Utilize Alaskan shelters/tents currently in WRM to serve as isolation wards for affected patients 

➢ Shelters should utilize an exchange of fresh air as much as possible, to protect patients and staff  

• Institute Air Quality protection measures: A ‘Layered Clean Air Defense” developed by former 

USAF Surgeon General Lt. General Paul K. Carlton Jr.  

➢ Surface protocols (CDC guidelines) 

➢ Physical distancing and traditional public health guidance (CDC guidelines) 

➢ Build patient flow from established principles (Clean air principles) 

➢ Air handling/patient flow from est Public Health principles (refining solutions)  

➢ Identify established technology and repurpose for M-IADS (ongoing) 

➢ Virucidal killing: Low level H202 gas or low level Hypochlorous Acid, or other proprietary 

technologies as they emerge. These may be stand-alone units or retrofitted to HVAC systems.  

➢ Air Scrubber technology (HEPA, UV, Ceramics) 

➢ Develop the research protocol executed in the same way as we did rapid surgical innovation using 

the Joint Trauma System (JTS) from 2003-Current 

• Prioritize funding for ventilators as there will be a shortage 

➢ Consider alternatives such as venous-venous extra-corporeal membrane oxygenators  

➢ Develop and train on contingency use of ventilators, including the ability to care for 2-4 patients 

with one ventilator. These protocols are rapidly evolving.  


