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CURRENT SITUATION 
This proposal focuses on the rapid requirement for medical personnel and equipment in 
the wake of the COVID19 pandemic, and the effects that shortages will have on the 
United States.    We outline a pandemic response that optimizes existing resources 
within local communities, while lessening the burden on regional medical facilities. 

EXECUTIVE SUMMARY 
Rescue Task Force (RTF) Consulting Group proposes a Community Treatment Initiative 
(CTI) that will allow communities to treat their citizens, locally, as a national model for 
expansion into all affected communities. 

The CTI is a modified Federal Emergency Management Agency (FEMA) Disaster 
Response model that blends Critical Care/Intensive Care Unit (ICU) Registered Nurses 
and Paramedics with experienced medical HAZMAT/Infectious Diseases staff referred 
to as “CCID Teams.” The CCID  Teams work as force multipliers, utilizing personnel that 
are already trained to a basic standard, and can update their training so they can be 
integrated into and functioning within the CTI system.  

The task of the CCID Teams is to create temporary, non-critical care medical stations 
that allow for the triage, testing, and treatment of patients at the local level. This model 
alleviates transport and possible exposure of patients at Level I and II medical facilities.  

This model proposes testing, transport, and treatment of COVID19 patients, and can 
include monitoring of patients in their home, in accordance with established guidelines 
in use by Community Paramedicine (CP) and Mobile Integrated Health (MIH) 
programs. 

With this model, if/when patient conditions deteriorate to the level of requiring 
ventilator management, the CCID team transports the patient to a designated ICU 
for handoff and treatment. This CTI model of diagnosis, care, and treatment prevents 
hospital areas from filling with non-critical COVID19 patients. 

With the CTI model, all non-critical (pre-ARDS symptoms) COVID19 patients can be 
maintained out  of hospital and in their respective communities, allowing for ICU 
expansion and overload of hospital areas.  
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ORGANIZATION AND  INITIATION 
CCID Teams work with key government leaders within the local population to build a 
CTI base of operations for designated areas. The teams assist with 
location procurement, identification and training of staff, management of operations, 
and operation handoff to local assets when they are prepared to take over and maintain 
operations to projected standards. 

Personnel: The purpose of CCID Teams is to provide general healthcare treatment, 
Advanced Life Support (ALS), and Basic Life Support (BLS) services to identified 
subjects suspected of having Corona Virus 2019 (COVID19). Additional resources, such 
as Covid-19 testing, and mobile laboratory sampling can be integrated with the CTI 
model if provided by commercial and/or public health resources. 

Critical Care (CC) Registered Nurses (RNs) and Paramedics oversee non-CC RN’s and 
Medics who are managing patients. This model can  be replicated as necessary and 
expanded to an acceptable clinical oversight ratio  based on the ICS 100 structure. This 
would vary depending on the facility, triage, testing, mild, moderate, or critical role.

LOGISTICS 
A local space is identified and authorized for use. The ideal location is a school or 
building designated for repurpose that is not currently in use. School size is typically 
proportional to the surrounding population, which may be beneficial. 

The buildings are typically large and compartmentalized, both by classrooms and wings 
separated by fire doors. This enables segregation or isolation of patients and staff. A 
majority of school structures are designated as “shelters.” This rating provides 
the ability for access control as well as safety and security for patients and CCID staff. 

Schools typically have large kitchens, allowing for food preparation onsite if needed. 
Kitchens also offer large refrigeration storage and dry goods storage space.  Schools 
typically have loading areas for freight shipping and palletized cargo. They usually have 
multiple access points, both to the grounds and the building, permitting purpose 
specific traffic flow. 

Building new temporary facilities is both costly and slow. Oftentimes, the land that is 
available near a population center is vulnerable to flooding or other natural 
vulnerabilities, which is why the land remains available. 

There have been suggestions of using hotels for this purpose. It is our stance that this is 
not an ideal model for use. While a hotel or motel appears on its surface to be an 
ideal model (because it is already furnished), the governing agency (Federal, State, 
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Local) would be required to restructure the layout of the hotel to effectively treat 
patients.  At the completion of the project, the agency would also be responsible for 
decontamination of the entire structure. This process would include the replacement of 
every single piece of furniture and appliance in the entire hotel. The cost associated with 
this activity would be astronomical and not something that is ideal or realistic.  

Vacant hotels and motels would best be used to isolate asymptomatic individuals that 
are confirmed or presumed positive. Meaning otherwise healthy individuals that need 
food, shelter, and observation in the form of daily temperature checks. The high cost, 
slow procurement, and relatively limited capacity of hotels and motels is a problem, as is 
the potential for the owners to demand building remediation.

The design and layout of the CTI can be modeled after the already-established World 
Health Organization (WHO) Severe Acute Respiratory Infection (SARI) Model available 
online.  

TREATMENT FACILITY DESIGN 

https://openwho.org/courses/SARI-facilities 

The CTI Model modifies the SARI Model by inverting the Critical Care (CC) focus. In the 
SARI model, the non-permanent facility is utilized as the primary treatment center for 
all level patients, to include critical Acute Respiratory Distress Syndrome (ARDS). The 
CTI Model focuses on pre-ARDS level infection and designates already-established 
trauma centers as the final level of critical care for ARDS patients. 
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CTI MEDICAL  ROLE DESIGNATIONS 
Staffing Structure: This will range from community volunteers at the  non-medical 
level to EMT Basic, Nursing Assistants, Paramedics, RN’s at  the medical level, and 
Critical Care/Flight RN’s  and Paramedics at the management level

Medical direction: Roving or telemedicine oversight at the MD/DO level is critical to 
minimize personnel needs and could include on location PA, NP, and previously higher 
level trained and experienced RN’s and Medics to provide care.  

Guard against placing inexperienced personnel  in oversight positions to “box check”, as 
it diminishes the effectiveness of the team. Ground operations should be managed 
by the most qualified personnel, not those with the most initials behind 
their names.  

TRIAGE AND TESTING  
CTIs establish testing with the ability to isolate and treat pre-ARDS patients. The 
purpose of this level is identification, isolation, and observation. 

Staffing level: Technicians (EMT or nursing assistant), Licensed Vocational Nurses 
(LVNs), Paramedics, RN,  Infectious Disease, HAZMAT personnel 
Management Level: Paramedic 

MOBILE INTEGRATED HEALTH (MIH)  
CCID medics  assist local EMS in testing and treatment of in-residence patients that 
do not require hospitalization. 

Staffing Level: Technician, Paramedic,  RN 
Management Level: Paramedic 

MILD SYMPTOM   
At this level, patients have a COVID19-positive (C19-Pos) test, but relatively minimal 
medical care is needed. The purpose of this level is observation and supportive care and 
infection prevention. The CTI can be used for the care of C19-Pos individuals that do not 
need direct medical care but require monitoring and may need food and shelter. Since 
they may be homeless or are unable to care for themselves, it is imperative that we 
house, monitor, and contain them to reduce spread of the virus.  

Example: Transient person living in homeless shelter. 
Staffing Level: Citizen Volunteers, Technicians (EMT or nursing assistant)  
Management Level: Licensed Vocational Nurse (LVN) or Paramedic 
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MODERATE SYMPTOM 
At this level, patients indicate progressing C19-Pos symptoms, but a ventilator is not yet 
needed. The purpose of this level is to manage patients that do not require a ventilator, 
but would otherwise occupy a hospital bed. This permits the allocation of ICU 
ventilators to hospital beds that do not typically have ventilated patients. 

Example: Symptomatic patient requiring oxygen and IV medications 
Staffing Level: Technician, Corpsman, Medic, RN 
Management Level: CCRN, CFRN, CTRN, ICU RN, FP-C, CC-EMTP 

ARDS CRITICAL CARE  TRANSPORT  
At this level, patients have C19-Pos, medical care is required, and a ventilator is needed. 
The CCID team chemically sedates and ventilates the patient and transports them to a  
higher level of care.  

Staffing Level: CCRN, CFRN, CTRN, ICU RN, FP-C, CC-EMTP 

If there is  no longer space or availability for  patient transport, the patient will be 
maintained at the CTI facility until one is available. 

LICENSURE AND AUTHORITY  
Pre-hospital or “out-of-hospital” designation is vital for operational purposes. This 
designation allows for the use of EMTs, paramedics, and other first responders in a 
given situation. Designating CTIs as an “out-of-hospital” operation gives paramedics 
and critical care nurses the ability to work at their maximum skill level and allows states 
to mandate their capabilities, relieving hospital administrators from the decision-
making process. This process is already in place with critical care and flight teams. 
Designating CTI facilities and teams as a critical support function through Federal 
mandate would also allow RNs and paramedics from different states to work in all 
states.  This is possible under current Federal guidelines. There is currently a “compact” 
model,  but many states do not recognize it, and it requires initial paperwork that 
prohibits the quick engagement of qualified personnel.  

Delegation of authority is the basis for all out of hospital medicine. Even under normal 
circumstances, delegation of authority is recognized as the practice of medicine, by 
statute, and is therefore at the discretion of the delegating physician. This means that 
the medical director may delegate authority to any individual even if the individual lacks 
conventional or current credentials. 
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The EMS medical director, which is often a city or a county position, may authorize the 
personnel through a delegation of authority. Additionally, medical transport units 
routinely travel through multiple jurisdictions continuing to operate under the authority 
of the jurisdiction of origin. 

Mandates or orders from the federal or state executive branch would be helpful but they 
are not necessary to implement this CTI model. Action can be taken that will minimize 
loss of life, and that authority should be mandated from the highest level. 

‘The single greatest obstacle to taking meaningful action is strict adherence 
to conventional methods, only for the sake of convention, while we are 
faced with an unconventional situation.” -Marcus Migura 

As an example, in “real time” for those not versed in out of hospital services, an author 
of this proposal is a Nationally Registered Paramedic with  state  licenses in Texas and  
Arkansas.  He is currently in Ohio. Although he has submitted the appropriate 
reciprocity documentation, the approval process is not yet complete. As a result, a 
highly-trained and qualified medical professional is unable to assist local EMS 
agencies.  This will be the same situation throughout the nation with other qualified 
personnel. 

TRAINING  AND PREPARATION 
This plan follows FEMA/Incident Command System (ICS) guidelines so that stage 
points are established for resources, pre-screening patients in a “holding zone” and 
triaging them according to the necessary level of medical care. We will utilize schools 
and similar buildings to minimize transport time for specific areas, decrease the 
workload on already task-saturated Level I and II trauma centers, and allow for 
decentralized operations to work with local communities so they can self-regulate. This 
plan also follows Community Paramedic guidelines so that EMS personnel can 
provide  community-based  medicine, alleviating  the need for transportation of 
potentially positive patients and reducing the risk of disease  transmission.  CCID 
Medics will train local citizens (both medical and non-medical) to conduct operations 
within their community. 

Critical Care/Infectious Disease Team Training: RTF will train non-Critical Care 
personnel in basic ICU functions to integrate with existing CC staff. The personnel pool 
must be drawn from non-organic hospital staff so that we don’t risk absorbing staff from 
already-established hospital positions.  The ideal staff will be a team of paramedics, 
former U.S. Navy Corpsman, Army, and Air Force Medics, who have pre-existing 
advanced medical skills. These teams would be led by medical directors who hold a 
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thorough understanding of EMS operations.   Ideally, this role is held by an established 
EMS directors or doctors who are (or were) also paramedics.

Pre-Arrival Training Module: The Society of Critical Care Medicine has put all of 
their critical training online at no cost. This was done in an attempt to support this effort 
and help the masses. We are in their debt for these efforts. 

Critical Care for the Non-ICU Clinician:  https://covid19.sccm.org/nonicu.htm 

AUTHORS NOTES AND LESSONS LEARNED 
Mr. Lard, a Veteran Navy FMF Corpsman, has been a paramedic for 19 years. He has 
over 25 years of global deployment for the federal government, NGO’s, and private 
clients focusing on risk mitigation, high threat protection, and limited resource trauma 
management.   His areas of operation include Near East Asia beginning in 1997 and 
spanning to Africa at the end of the Ebola crisis in 2015. In 2018, he supported efforts in 
the U.S. Virgin Islands after a crippling hurricane season. Widespread damage from the 
storms resulted in scarce resources, a condemned emergency department, and few 
capable staff in the local region. Mr. Lard worked with Pafford EMS, supporting the 
creation of a Mobile Integrated Health (MIH) program. In 2019, he was a task force  
strike  team leader for Hurricane Dorian in Florida and deployed a week later to St. 
Thomas, UVSI, where his team of paramedics restructured and streamlined 911 EMS 
operations, laying the groundwork for the operational model currently in place. 

During the 2018 deployment, his team's task was to reduce the need for in-hospital 
visits, much like we are about to see on a national level during the COVID19 crisis. To 
achieve this, teams of paramedics and RNs were organized to work under operational 
and clinical supervisors, who worked under the guidance of our medical director to treat 
patients out of hospital.  

A key takeaway from the above experiences is that all of the U.S. operations mentioned 
above were under Federal mandate. This Federal mandate allowed Mr. Lard to cross 
state borders and maintain the ability to treat patients. This is a key component to the 
CTI plan.   As a nation, we are going to quickly run out of licensed personnel and will 
need to draw from a huge pool of capable, qualified personnel that may not possess 
current specific state licensure to operate in multiple states. This can occur with a 
federal mandate or state specific adjusted regulations to allow for on-site medical 
directors and managers to grant authorization to assisting personnel.   During this 
current crisis, we propose that processes should follow suit, much like the USVI 2018 
operation. 
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COMPANY OVERVIEW 
Rescue Task Force (RTF) Consulting Group is a certified Veteran-owned small  business 
comprised of subject matter experts that blend High Threat Protection doctrine with 
limited resource trauma management. We are based at the Yeager Airport (CRW) 
complex in Charleston, West Virginia, and have staff throughout the US and assets 
globally.  

RTF program managers have global experience in crisis management, giving them the 
unique ability to analyze effectiveness, mitigate risk, and maximize efficiency through 
operational simplification. 

RTF is recognized as a certified training firm and facility that specializes in Military/ 
Law Enforcement/ Security Training, in both domestic and international markets.  RTF 
is registered with the Central Contractor Registry (CCR) as a United States Government 
training provider.  

Our Mobile Training Teams teach Rescue Task Force programs throughout the US, 
helping Fire, Police, and EMS agencies develop counterterrorism and Active Threat 
Management response programs to better protect their communities. 

RTF Global Response Services manage and deploy assets throughout the world to assist 
with disaster response and risk mitigation. 

 

INTERNATIONAL OPERATIONS EXPERIENCE 
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• Baghdad, Iraq 
• Hatay, Turkey 
• Kabul,  Afghanistan 
• Addis Ababa, Ethiopia 
• Bangui, CAR 
• Bamako, Mali 

• Juba, South Sudan 
• Amman, Jordan 
• Conakry, Guinea 
• Freetown, Sierra Leone 
• Monrovia, Liberia 
• Yaoundé, Cameroon 

• N’Djamena, Chad 
• Tunis, Tunisia 
• Kigali, Rwanda 
• Dakar, Senegal 
• Goma, Dem.Rep. Congo 
• US Virgin Islands


