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Monday, February 9, 2026 - 1:00 p.m.
8300 Marine Way, Irvine, CA 92618
Meeting Room 122
	

OCHCC Sector Chair
Minutes


We want to design a system that we can all buy into when FIFA is in town. I think we are all in agreement to consider an overflow or support jurisdiction. Our primary challenge isn’t necessarily the event, whatever that may be, although it could be blast injuries or a traumatic event. We are really more looking at a secondary surge and a strain on our resources as a county coalition system. A couple of things about logistics and supplies - in the event of a mass casualty incident the host county will most likely exhaust their supplies. I have not had any discussion with LA County to know what their supplies are like. We do have our SEM system with the RDMH and if they need supplies, they can always resource request. I put pre-positioning up there more for us. If we do consider a surge, do we as a system want to consider pre-positioning equipment? That could be things like cots, easy-ups, and things for their surge equipment for those who have adopted 15 ‘til 50, that can stage that a little closer to their ED. Maybe have their decon trailer staged closer to their ED versus offsite or far away from the ED as possible. These are just some of the things we can consider. Mutual Aid agreements – if the neighboring county calls for ventilators or any pharmaceuticals, I put business as usual but it’s really a just-in-time inventory. Most hospitals have adopted a lean model of doing things. Vendor priority – these are examples again, have you checked with your oxygen vendors for your portable tanks, have you checked with your linen supply, food supply, disposable medical supply? If an MCI occurs, what does that look like for surge capacity? Some facilities have gone 20% over what their par numbers are and that’s what they call surge capacity. Some facilities have their own storage of supplies to make sure they have enough to get through an event. So, before I move further, are there any comments on this?
	Chris Riccardi: Is the AOC going to be activated throughout the course of this?
	Chad: That is going to go onto a list of recommendations I am going to make and pass on to leadership. 

Are there any concerns about vendors/supplies?
	Keith: We will have to get with our vendors to make sure they will give us priority in a situation like that.
	Chris: Most hospitals use the same vendors. Which hospital would get the priority?
	Keith: Make sure we have staged as much as we can ahead of time and we can use the vendors as a secondary or tertiary way of getting supplies. Or we could look at agreements with corporate hospitals in different counties outside of LA and Orange County to get supplies. 

Bed availability and staff are the limiting factors. If you don’t have staff to keep within ratios the supplies are moot point if you don’t have the bed availability. What are going to be some facilities to ensure staffing during this time? 
	Keith: My hospitals like to run staffing as close to the current census as possible. I don’t know if there would even be a consideration from administration to staff extra staff during that time frame. They might set staff on call-back during times of need. 
	Tim: Right now, we are over-staffed. Once we get intel from OCIAC we can plan accordingly and up staffing, as needed. 
	Chris: Request for more robust involvement by the OCIAC, little to no information on the practice schedule or coordination.

Patient distribution and what we’re calling the leapfrog strategy. When the host county, such as a level I and level II trauma centers saturate, that’s when the hidden surge begins. Some of the things we can look at are self-presenter: expect patients with minor injuries and psychological trauma to drive away from the chaos. The coalition might be asked to take the non-incident patients. We are looking at that pressure to take those patients from the host county to free up some beds in what we call a shadow surge. We practice for this piece every day, but with the FIFA piece added in its added to the surge.
	We are the host county for practices. We have Team USA and Iran that will be practicing in Irvine. So, we have UCI and The Great Park in hosting them and their families, so that could be a potential spot for a large-scale incident, especially with the geopolitical climate of Iran right now. 
	When a team uses a practice field do they predetermine which facility they would use?

This is part of the conversation Tim and I had, if we had a large-scale incident, do our specialty resources centers get impacted? How are we going to decompress that kind of portion? It's not your standard ICU now. In this case now we are the primary transport provider. We're not just looking at the inner facility portion. We are alluding to we are the host county if something happens during practice, even though we are not the host FIFA county. 

Two waves of surge, if you will, coming at each other and FIFA has a stadium. It's going to be a lot more secure than the soft target practice. I don't know how many people are planning on watching them practice. UCI maybe hosting some of the families and I was recently informed that that the soccer player families will not be hosted at the dorms. They are going to rely on hotels.

The briefing we got from OCIAC was that team USA will be practicing at UCI and Iran will be practicing at The Great Park. Their families will be staying at one of the hotels within the area. We can take a guess which one that is. That switches our plan from being a secondary to be first up with the geopolitical climate with Iran.

From that standpoint then, to bring it back to patient distribution we're going to have to go off with standard MCI and up-staffing. is our plan to up-staff within that region and possibly move our cache. But again, how do we distribute that to patients? Within this area there is Hoag and Kaiser. 

We need a call down list of ambulance providers. We know it's ALS and BLS, but how much CCT transports do we have at that time? It's not just staffing on our part, because our paramedics and our medics only have a certain scope of practice for those higher acuity patients, so are the hospitals willing to give up a staff member. 

The 911 system can't be relied on 100% on inter-facility transports. I don't think we'd be relying on the 911 system to organize the IFT. I think once a hospital decompresses and identifies those patients, that's when their discharge planners get to work trying to find placement. Certainly, having bed availability and having numbers available is going to be something that's going to be of huge importance. 

If it's discharged or an inner facility from a hospital to another facility, the hospitals have their contracted ambulance providers that they can call. If they contact and arrange for those transports, they can do that. It's part of regular business. 
 
We actually have an on-site VMS or ambulance that we use for transferring patients, so we already have at least one vehicle on our own. I don't know how many other hospitals have that or have a fleet of those that would more likely be used outside of the other, so that might also help to alleviate some of the pressure. Steve brings up a good point, within the system right now if you know you're a non-trauma center then 911 has to be called to take a trauma transport. I think the discussion is as a collective group look and see do the facilities and your hospitals actually have a call-down procedure.

The first question that was asked when we started this was, will the AOC be activated? I know we have to look at levels. We want to be symmetrical to what's going on. Now, if the hospitals have a discharge plan then hopefully, we’ll be working in coordination with each other at this point. Once the AOC is activated and we start facilitating. The question about the AOC being activated depends on what level it's going to be activated what, how we're going to be met. 

I would think the AOC would help more with those non-trauma centers trying to help get the trauma patients out of the non-trauma center versus getting a med surge patient out of a hospital to open up a bed. Those are just my thoughts trying to clarify what everyone is saying here. 

Looking at communications, we do have ReddiNet. We have the bed tracking system there. We had everything from HAM radio to satellite phones. We could look at cellular networks. This comes into facility zone comm plans, as well as our redundant communications and making sure everybody has either the frequency, the cell phone number, or the satellite phone number, making sure that that's all just shared and updated. 

Our focus, we're looking at secondary triage, hospital to hospital decompression. This is not a resupply hub as far as patients go. It is more for distribution. 

Take a look at that surge process for SNFs. Take a look at trying to help speed up their process. Identify surge spaces and what that looks like. Accelerate the discharge of those categories of one patients to home health or even hospice depending on the what the status of the patient is. 

The next meeting is in March. 
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