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NATIONAL SAFE SKIES ALLIANCE, INC.

National Safe Skies Alliance (Safe Skies) is a non-profit organization that works with airports, government, and
industry to maintain a safe and effective aviation security system. Safe Skies’ core services focus on helping airport
operators make informed decisions about their perimeter and access control security.

Through the ASSIST (Airport Security Systems Integrated Support Testing) Program, Safe Skies conducts
independent, impartial evaluations of security equipment, systems, and processes at airports throughout the nation.
Individual airports use the results to make informed decisions when deploying security technologies and procedures.

Through the POST (Performance and Operational System Testing) Program, Safe Skies conducts long-term
evaluations of airport-owned equipment to track and document a device or system’s performance continuously over
its life cycle.

Through PARAS (Program for Applied Research in Airport Security), Safe Skies provides a forum for addressing
security problems identified by the aviation industry.

A Board of Directors and an Oversight Committee oversee Safe Skies’ policies and activities. The Board of
Directors focuses on organizational structure and corporate development; the Oversight Committee approves
PARAS projects and sets ASSIST Program priorities.

Funding for our programs is provided by the Federal Aviation Administration.
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PROGRAM FOR APPLIED RESEARCH IN AIRPORT SECURITY

The Program for Applied Research in Airport Security (PARAS) is an industry-driven program that develops near-
term practical solutions to security problems faced by airport operators. PARAS is managed by Safe Skies, funded
by the Federal Aviation Administration, and modeled after the Airport Cooperative Research Program of the
Transportation Research Board.

Problem Statements, which are descriptions of security problems or questions for which airports need guidance, form
the basis of PARAS projects. Submitted Problem Statements are reviewed once yearly by the Safe Skies Oversight
Committee but can be submitted at any time.

A project panel is formed for each funded problem statement. Project panel members are selected by Safe Skies, and
generally consist of airport professionals, industry consultants, technology providers, and members of academia—all
with knowledge and experience specific to the project topic. The project panel develops a request of proposals based
on the Problem Statement, selects a contractor, provides technical guidance and counsel throughout the project, and
reviews project deliverables.

The results of PARAS projects are available to the industry at no charge. All deliverables are electronic, and most
can be accessed directly at www.sskies.org/paras.
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SUMMARY

A team consisting of Ross & Baruzzini, Tidal Basin, and TransSolutions conducted research in two
phases to: 1) identify lessons learned during the COVID-19 pandemic; and 2) provide preparedness
guidance for communicable disease response and recovery in airport security operations. Phase 1
research focused on lessons learned from the COVID-19 pandemic with respect to passenger impacts,
employee/badge holder impacts, Airport Security Program impacts, compliance with evolving COVID-
19 guidance, and coordination of response and recovery. Research findings identified during Phase 1 are
summarized in an Improvement Plan to assist airports in infectious disease and pandemic preparedness.

Building on Phase 1, Phase 2 research was conducted to provide guidance to support communicable
disease response and recovery planning for airport security operations, and to facilitate preparedness in
coordination with existing response and recovery protocols in Airport Emergency Plans. Phase 2
research focused on:

e Emergency Management — Use of the Incident Command System and the National Incident
Management System to support strategic and tactical preparedness and define coordination needs

e Structure for Communicable Disease Response — A Concept of Operations addressing
response and recovery for: 1) one or a small number of individuals presenting with symptoms
from a single flight; 2) a regionalized disease outbreak requiring local measures; and 3) an
epidemic or pandemic requiring coordinated national and international response

e Procedures for Communicable Disease Response — Airport security operations—specific
procedures addressing: 1) queueing and reducing congestion at passenger screening and
employee inspection locations; 2) equipment cleaning and disinfection in areas used for
passenger screening, employee inspections, and access control points; and 3) staffing and badge
holder procedures to support exposure control and to maintain the workforce

e Technology — Use of technology for regulatory security processes and to support response and
recovery operations while reducing potential exposure

e Pathogenic Research — Pathogen-specific information to support customized exposure control
measures for a broad base of communicable diseases.

Guidance that informed recommendations provided in this document is summarized in a Literature
Review in Appendix A. Appendix B provides a planning outline, and Appendix C provides checklists
and tools that support tactical response and recovery procedures for communicable disease scenarios in
airports.

Pandemic Response, Recovery, and Preparedness for Airport Security Operations X
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SECTION 1: INTRODUCTION

A team consisting of Ross & Baruzzini, Tidal Basin, and TransSolutions conducted a two-phased
research project to support communicable disease response, recovery, and preparedness for airport
security operations. The Phase 1 research, completed in January 2022, provides lessons learned during
the COVID-19 pandemic using principles for developing After-Action Reports (AAR) and Improvement
Plans (IP), including the Homeland Security Exercise and Evaluation Program' (HSEEP) and After-
Action Review Technical Guidance.? Phase 2 research focuses on developing a Communicable Disease
Response and Recovery Plan (CDRRP) for airport security operations.

This guidance document recommends a Concept of Operations (CONOPS) and tactics for responding to
communicable disease scenarios within airport security operations. In addition, best practices for
leveraging technology, pathogen-specific considerations, and recovery measures are described to
customize measures for a variety of scenarios. The conclusion also provides best practices for
maintaining CDRRPs and supporting overall preparedness for response and recovery. The information is
organized in Sections 2—7 as outlined below:
e Section 2: Concept of Operations
o 2.1 Command and Control
o 2.2 Operational Approach
o 2.3 Termination and Recovery
e Section 3: Tactics for Communicable Disease Response
o 3.1 Social Distancing
o 3.2 Health Assessment and Contact Tracing
3.3 Cleaning and Disinfection
3.4 Medical Countermeasures
3.5 Airline and Tenant Tactical Coordination
3.6 Personal Protective Equipment
3.7 Risk Communications
3.8 Staff and Badge Holder Considerations
o 3.9 Point Source Response

0O O O O O O

e Section 4: Leveraging Technology

4.1 Mobile Applications

4.2 Camera Systems, Facial Recognition, and Infrared Technology
4.3 Touchless Technology and Biometrics

4.4 Virtual Queuing

4.5 Robotics

4.6 Voice Assistants

4.7 Virtual Emergency Management

0O O O O O O

! Homeland Security Exercise and Evaluation Program, U.S. Department of Homeland Security, January 2020,
https://www.fema.gov/sites/default/files/2020-04/Homeland-Security-Exercise-and-Evaluation-Program-Doctrine-2020-
Revision-2-2-25.pdf.

2 After-Action Review Technical Guidance, U.S. Agency for International Development (USAID), PN-ADF-360, February
20006, https:/pdf.usaid.gov/pdf docs/pnadf360.pdf
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e Section 5: Pathogen-Specific Considerations
e Section 6: Recovery
o 6.1 Demobilizing and Restoring Processes and Resources
o 6.2 After-Action Reviews and Improvement Planning
o 6.3 Financial and Operational Recovery
e Section 7: Plan Implementation and Maintenance
o 7.1 Developing Competencies
o 7.2 Plan Review
o 7.3 Change Management

A Literature Review was conducted to identify sources of information regarding infectious diseases,
emergency preparedness and public health response and recovery standards, and airport-specific
emergency preparedness best practices. Details of the Literature Review are provided in Appendix A. To
support CDRRP development in airports, a Planning Template and Tactical Response and Recovery
Checklists are provided in Appendices B and C, respectively.

1.1 Purpose, Scope, and Objectives

This Phase 2 document builds on Phase 1 to provide specific strategic and tactical concepts to facilitate
preparedness for a host of communicable diseases that may be encountered in airport security
operations. This includes identifying specific constructs and procedures to support exposure control and
management of these communicable diseases in an airport environment.

The scope of Phase 2 research includes pandemic scenarios as described in Phase 1, as well as regional
outbreaks or epidemics and single-point or isolated cases of communicable diseases. As we have learned
with COVID-19, pandemics are likely to require medium- to long-term implementation of exposure
control measures throughout the travel continuum. Similarly, regional outbreaks or epidemics may
require exposure control measures in affected airports, which may also entail restricting travel to areas
outside of the affected region. Single or limited cases, which may be identified on a single aircratft,
require focused procedures to prevent them from spreading.

In addition to geographic scope, Phase 2 research includes consideration of various types of pathogens,
their communicability among humans, and symptoms and severity of illnesses they cause.
Understanding these factors assists in planning for a full range of communicable disease response and
recovery needs.

1.2 Planning Assumptions

In the early stages of communicable disease planning within airports, it is important to identify and
validate assumptions to support procedural development for response and recovery. Communicable
disease preparedness requires consideration of jurisdiction and capabilities among various support
agencies. Assumptions in communicable disease response and recovery planning are provided below:

e A communicable disease outbreak may result from a natural or technological disaster, biological
event, terrorism using a biological weapon, or an infected individual coming through a point of
entry. Communities across a wide geographic area may be impacted simultaneously and a
significant population may be affected.

Pandemic Response, Recovery, and Preparedness for Airport Security Operations 2
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e A communicable disease response within an airport may result from the presence of: 1) one or a
small number of individuals from a single flight presenting with symptoms; 2) a regionalized
outbreak of a disease; or 3) an epidemic impacting a nation or nations, or a worldwide pandemic
requiring coordinated national and international response.

e Controlling the spread of a disease is largely dependent on its communicability. Airport-specific
plans may be implemented to support local, state, and federal efforts to mitigate transmission of
a communicable disease.

e Communicable disease response is generally led at the local level by the local Public Health
Agency (LPHA) in coordination with the local Emergency Management Agency (LEMA), both
of which may report to similar county and/or state agencies for coordination and resourcing
purposes. Airport communicable disease planning should be performed in coordination with
local jurisdictional public health and emergency management agencies.

e Emergency Operations Centers (EOC) and Unified Command may be established to support
interagency response and recovery coordination in accordance with the Incident Command
System (ICS). Airports should maintain a liaison to communicate and coordinate with the public
health and emergency management agencies. These concepts are describe in Section 2, Concept
of Operations.

e Particularly for epidemics and pandemics, airports and local jurisdictions may not be able to rely
on mutual aid or state assistance to support local response efforts. Communities across wide
geographic areas may be impacted simultaneously and mutual aid may be limited.

¢ Emergency Medical Services (EMS) may face extremely high call volumes for several weeks as
well as a 25%—-35% reduction in available staff.

e Significant disruption of public and privately owned critical infrastructure may occur including
transportation, commerce, utilities, public safety, agriculture, and communications. Supply chain
disruptions may result and impact the availability of household goods, food, fuel, and other
critical supplies and resources.

e The effects of epidemics and pandemics on individual communities will be relatively prolonged
(e.g., weeks to months) compared to the span of most other natural disasters.

e Preventative strategies aimed at reducing the spread of infection may be implemented, such as
closing schools, community centers, and other public gathering points, and canceling public
events.

e Some people will be unable or unwilling to comply with isolation directives. For others,
preventative strategies may be less feasible (e.g., populations experiencing homelessness who
live in congregate settings).

e The general public should be provided with continuous updates on the status of a communicable
disease event, impacts on essential functions, and steps people can take to protect themselves.

e Airports may be requested to serve as Points of Distribution (POD) for vaccines and other medical
countermeasures during widespread communicable disease events. Procedural considerations are
provided in Section 3.4, Medical Countermeasures.

e The Centers for Disease Control and Prevention (CDC), Division of Global Migration and
Quarantine is responsible for preventing communicable diseases from being introduced through
U.S. Points of Entry (POE) and from spreading between states.

Pandemic Response, Recovery, and Preparedness for Airport Security Operations 3
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1.3 Planning Concepts

Recommendations provided in this document are premised on key planning concepts, including
emergency preparedness doctrine, public health emergency preparedness guidance, and infectious
disease-specific information. Key planning concepts are summarized below.

1.3.1 Emergency Preparedness Doctrine

In response to the terrorist attacks of September 11, 2001, the federal government implemented the
National Preparedness System (NPS),* which provides guidance to support integrated preparedness,
response, and recovery at all levels of government. The NPS has evolved as a result of lessons learned
from incidents of national significance. Key components of the NPS used throughout this document
include the National Preparedness Goal (NPG), National Response Framework (NRF), National Incident
Management System (NIMS), Federal Emergency Management Agency (FEMA) Comprehensive
Preparedness Guide (CPG) 101, Developing and Maintaining State, Territorial, Tribal, and Local
Government Emergency Plans, and HSEEP. Each of these components is summarized below.

e National Preparedness Goal — The NPG defines preparedness for all types of emergencies
based on five mission areas: 1) Prevention; 2) Protection; 3) Mitigation; 4) Response; and 5)
Recovery. The NPG also describes Core Capabilities that are critical to the five mission areas.
Core Capabilities encompass functions necessary to support effective response and recovery, and
provide targets that can be adapted for infectious disease preparedness within airports.

e National Response Framework — The NRF provides a national strategy for building,
sustaining, and delivering response Core Capabilities identified in the NPG. The NRF describes
15 Emergency Support Functions (ESF) and the federal agencies assigned to lead and support
each ESF. Most federal ESFs support a number of the response Core Capabilities. Large-scale
infectious disease response, such as for an epidemic or pandemic, may require coordination with
federal ESFs to implement effective exposure control measures. Also, many local and state
agencies are organized in ESFs, though they they may differ slightly from the federal level in
scope and assignees.

At the federal level, ESF 8 — Public Health and Medical Services, directed by the Department of
Health and Human Services (HHS), leads communicable disease response and recovery. HHS
coordinates provision of public health services, medical surge support, behavioral health services,
and mass fatality management in response to actual or potential public health emergencies. Within
local and state governments that are organized using an ESF structure, ESF 8 is generally
managed by local and state health departments.

e National Incident Management System — NIMS provides a standardized tactical approach to
multijurisdiction and multidiscipline coordination during complex emergency operations.
Structures within NIMS include the ICS, which provides a management system to direct and
control emergency response operations. The ICS strategy for response and recovery is used
throughout this document to support CDRRP recommendations.

e FEMA CPG 101 — Developing and Maintaining State, Territorial, Tribal, and Local
Government Emergency Plans* provides guidance to support response and recovery planning
and integrates lessons from real emergencies and concepts from the NPG, NRF, NIMS, and

3 National Preparedness System, https://www.fema.gov/emergency-managers/national-preparedness/system.
4 Developing and Maintaining Emergency Operations Plans, Comprehensive Preparedness Guide 101, Version 3, FEMA,
September 2021, (fema.gov), https://www.fema.gov/sites/default/files/documents/fema_cpg-101-v3-developing-maintaining-

eops.pdf.
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National Infrastructure Protection Plan (NIPP). CPG 101 also describes how state and local
planning integrates with federal and tribal planning. Principles described in CPG 101 are used
throughout this document to support planning structure.

e Homeland Security Exercise and Evaluation Program — Understanding roles and
responsibilities during an emergency in concert with established plans requires specialized
training. HSEEP establishes procedures for planning, designing, and conducting training and
exercises. HSEEP also provides guidelines for developing Multi-Year Integrated Preparedness
Plans focusing on a three- to five-year window to establish a step-wise, graduated training and
exercise program. HSEEP principles are used in this document to describe training and exercises
necessary to build competencies for communicable disease response. In addition, the After
Action Report (AAR) and Improvement Plan (IP) concepts from HSEEP are used for post-
incident review recommendations.

1.3.2 Public Health Emergency Preparedness Guidance

The CDC issued Public Health Emergency Preparedness and Response Capabilities, National
Standards for State, Local, Tribal, and Territorial Public Health® to establish standards for capabilities
to support public health emergency preparedness at the local and state levels. The standards support the
NPS and NPG as they relate to public health emergencies and address communicable disease outbreaks
and coordination needs among a broad base of partners and stakeholders.

The CDC identifies 15 distinct capabilities to support a national capability-based framework for ESF 8
at the local, state, and federal levels. While these capabilities are focused on public health, airports may
benefit from understanding the planning parameters under which public health agencies operate. The 13
capabilities that the research team identified as relevant to airports are summarized below:

e Community Preparedness — The ability of a community to prepare for, withstand, and recover
from public health incidents in both the short and long term.

e Community Recovery — The ability to identify critical assets, facilities, and other services
within public health and other relevant industries to support recovery operations.

e Emergency Operations Coordination — The ability to coordinate with emergency management
and to direct and support incidents with public health or healthcare implications through a
standardized, scalable system of oversight, organization, and supervision consistent with
jurisdictional standards and NIMS.

e Emergency Public Information and Warning — The ability to develop, coordinate, and
disseminate information, alerts, warnings, and notifications to the public and incident
management personnel.

e Information Sharing — The ability to conduct multijurisdictional and multidisciplinary
exchange of health-related information and situational awareness data among local, state, and
federal levels of government and the private sector. This capability includes routine information
sharing as well as public health alerts for incidents of public health significance.

e Medical Countermeasure Dispensing and Administration — The ability to provide medical
countermeasures to targeted populations to prevent, mitigate, or treat the adverse health effects

5 Public Health Emergency Preparedness and Response Capabilities: National Standards for State, Local, Tribal, and
Territorial Public Health, Centers for Disease Control and Prevention, October 2018,
https://www.cdc.gov/cpr/readiness/00_docs/CDC_PreparednesResponseCapabilities_October2018 Final 508.pdf.
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of a public health incident per public health guidelines. This capability focuses on dispensing and
administering medical countermeasures (vaccines, antiviral drugs, antibiotics, and antitoxins).

e Medical Materiel Management and Distribution — The ability to acquire, manage, transport,
and track medical materiel during a public health incident, and the ability to recover and account
for unused resources such as pharmaceuticals, vaccines, gloves, masks, ventilators, or medical
equipment after an incident. Federal resources such as the Strategic National Stockpile (SNS)
(medical supplies) will be shipped via aircraft in most cases. Airports may be asked to support
receipt of materiel, coordinate security, and escort public health personnel.

e Medical Surge — The ability to provide adequate medical evaluation and care during events that
exceed the limits of the normal medical infrastructure of an affected community. It includes the
ability to support public health services including disease surveillance, epidemiological inquiry,
laboratory diagnostic services, and environmental health assessments.

¢ Nonpharmaceutical Interventions — The ability to implement actions that can help slow the
spread of illness or reduce adverse impacts of public health emergencies. This capability focuses
on communities, community partners, and stakeholders implementing nonpharmaceutical
interventions, which may include isolation/quarantine, restrictions on movement and travel
advisories or warnings, social distancing, external decontamination, hygiene, and other
precautionary protective behaviors.

e Public Health Laboratory Testing — The ability to detect, characterize, and confirm public
health threats, as well as report timely data, provide investigative support, and use partnerships to
address exposure to infectious agents. This capability supports passive and active surveillance
when preparing for, responding to, and recovering from public health threats and emergencies.

e Public Health Surveillance and Epidemiological Investigation — The ability to create,
maintain, and support routine surveillance and detection systems and epidemiological
investigation, particularly in response to incidents of public health significance.

¢ Responder Safety and Health — The ability to protect public health and other emergency
responders during pre-deployment, deployment, and post-deployment.

¢ Volunteer Management — The ability to coordinate with emergency management and partner
agencies to identify, recruit, register, verify, train, and engage volunteers to support public health
preparedness, response, and recovery during pre-deployment, deployment, and post-deployment.

The infectious disease preparedness parameters described above provide airport authorities with insight
as to the types of services that can be coordinated through public health agencies in support of effective
exposure control among passengers, employees, and other stakeholders.

1.3.3 Pathogen-Specific Considerations

With support from state and local agencies, the CDC monitors over 120 notifiable diseases and
conditions at the national level to detect disease outbreaks, track the spread of disease, identify
geographic areas of concern, assist state and local public health departments in controlling disease, and
evaluate and fund disease control activities. Using the CDC National Notifiable Disease Surveillance
System,® the research team identified 78 pathogen and disease types’ and studied their characteristics to

6 National Notifiable Disease Surveillance System, Surveillance Case Definitions for Current and Historical Conditions,
https://ndc.services.cdc.gov/, accessed between January 15 and February 14, 2022.

" Those diseases not applicable to airport environments, such as sexually transmitted diseases, were eliminated from the
review; others, such as certain hemorrhagic fever viruses, are grouped which reduced the overall number of applicable
pathogen and disease types to 78.
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support communicable disease planning in airports (see Appendix Al). Three primary factors of
infectious diseases are important to support ongoing planning within airports:

1. Communicability
2. Symptoms and Severity
3. Geographic Range and Travel Patterns

Understanding communicability and symptoms that are abnormal relative to locally prevalent infectious
diseases and tracking passenger travel patterns, in collaboration with public health officials, may assist
in identifying foreign or novel diseases. Unique symptoms and passenger travel history may be valuable
in identifying potential non-endemic disease cases in airports. Data provided in Appendix A1 is useful to
support infectious disease planning within airports for point source scenarios as well as broader
community transmission. Pathogen-specific considerations are also addressed in Section 5.

Pandemic Response, Recovery, and Preparedness for Airport Security Operations 7
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SECTION 2: CONCEPT OF OPERATIONS

As described in FEMA CPG 101, the CONOPS outlines the airport planning team’s intent regarding
emergency operations, and provides a concept and methodology for how an airport and stakeholders
accomplish a mission or set of objectives to reach a desired end state. The CONOPS addresses the
interface between field operations and EOCs that may be activated, and may also address direction and
control, alert and warning, and continuity. The CONOPS should describe:

e  Who has the authority to activate the CDRRP

e Processes for declaring an emergency and how it is coordinated with stakeholders

e How legal and policy questions are resolved, including liability protection

e How coordination will occur with relevant appropriate agencies and political divisions

e How the CDRRP accounts for physical, programmatic, and communications needs of individuals
with disabilities, individuals with access and functional needs, and cultural considerations

e Additional response/support agency plans that directly support airport response and recovery

Recommendations for developing an airport CONOPS for communicable disease response and recovery
are provided below. Structures and functions are scalable to address various sizes of airports, as well as
varying scopes of communicable disease response.

2.1 Command and Control

Generally, the LPHA and LEMA share responsibility for communicable disease response and recovery,
and will support resourcing through mutual aid with local jurisdictions, regional and state resources,
Emergency Management Assistance Compacts among states, and federal agency support as needed and
available. Within the local jurisdictional EOC and among other local response agencies, NIMS serves as
the standard operating guideline for all incidents, using the ICS as the standard organizational structure
for incident management.

For communicable disease response, a Unified Command structure may be used to organize leadership
within key agencies to implement specific tasks. External resources that may be available to airports in
support of response and recovery are identified in Table 2-1.

Table 2-1. Response Resources and Process for Access

Resource Responsibility

Local and Regional Resources

Local Warning Point (LWP) An LWP can be contacted 24/7 by airport personnel and other agencies. The
Incident Commander or designee should notify the LWP about any potential
communicable disease outbreaks.

Fire and Rescue/Emergency Fire and rescue and EMS resources can be accessed via 911 or other
Medical Services (EMS) established and pre-planned emergency communication measures to support
medical transport of potentially infected people.

Law Enforcement Law enforcement can be accessed via 911 or other established and pre-
planned emergency communication measures to provide security, perimeter
protection, or escorts for ill persons being transported to hospital facilities, as
needed and if available.
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Resource

Local Emergency
Management Agency (LEMA)

Local Public Health Agency
(LPHA)

December 2022

Responsibility

The LEMA is available to support emergencies via direct requests for
resources; serve as a conduit to mutual aid, regional, and state resources;
and support public warning and information distribution.

Most jurisdictions have LPHAs that are available on an emergency basis via
EOC request to provide medical personnel, epidemiologists, and other staff
to evaluate patients, identify disease and progression, and provide medical

countermeasures and quarantine capabilities.

State Resources

State Warning Point

State Emergency Management
Agency (SEMA) / State
Emergency Response Team

State Public Health Agency

Some states have a State Warning Point or similar construct that serves as a
24/7 communications and dispatch center that can be contacted by the LWP,
state and local agencies, emergency organizations, and federal agencies to
maintain efficient and effective communication on incidents that may
escalate to major emergencies.

The SEMA supports emergencies via direct requests for resources.
Resources and logistical support are available via SEMAs and State
Emergency Response Teams.

During a communicable disease outbreak in which local resources and
capabilities are outpaced by needs, State Public Health Agencies can
provide personnel, medical countermeasures, and other support to local
health authorities.

Federal Resources

ESF 8 — Public Health and
Medical Services

CDC Quarantine Stations

Via HHS, with support from other federal agencies, ESF 8 coordinates
assistance in response to communicable diseases, including a full range of
public health services, medical surge support, and medical supplies
(including the SNS). ESF 8 resources must be requested at the state level.

CDC Quarantine Stations have specific functions in a communicable disease
outbreak, and will provide quarantine capability for up to 72 hours, experts to
identify the disease, surge capacity, and medical countermeasures if
needed. The CDC operates Quarantine Stations in the following locations:

1. Anchorage 8. Honolulu 15. Philadelphia

2. Atlanta 9. Houston 16. San Diego

3. Boston 10. Los Angeles 17. San Francisco
4. Chicago 11. Miami 18. San Juan

5. Dallas 12. Minneapolis 19. Seattle

6. Detroit 13. New York 20. Washington, DC
7. ElPaso 14. Newark

2.1.1 Coordination with Local Agencies

To develop an effective airport CDRRP, coordination with relevant local agencies is vital. In most
jurisdictions, the LEMA and LPHA have specific and critical roles in communicable disease response
and recovery. Benefits of pre-event planning and coordination among local agencies include:

e Facilitates an effective working relationship among airports, agencies, and organizations during a
real incident

e Assists in resolving jurisdictional concerns in advance

e Assists all parties in understanding roles and responsibilities of local, state, and federal agencies

Pandemic Response, Recovery, and Preparedness for Airport Security Operations 9
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e Assists in determining lead and support agencies and incident command roles based on function
and legal jurisdiction

e Supports relationship building and information sharing among designated agency contacts

e Assists with identifying local- and region-specific risks or concerns that may require specialized
approaches, processes, or equipment

e Provides an opportunity to define trigger points for EOC activation and other response measures
among all agencies

In addition to pre-planning and coordination, airports and LPHAs indicated that an effective training
program for all response partners is essential to understanding how to work together. Conducting
exercises with mutual aid partners also supports more effective and efficient response and develops
competencies among non-public health assignees.® Additional information regarding training and
exercises is provided in Section 7.1, Developing Competencies.

2.1.2 Airport Command and Control

Command and control of communicable disease emergencies within airports should be accomplished
using an ICS structure that is properly scaled to meet the needs of the emergency and is consistent with
the Airport Emergency Plan (AEP). ICS command and general staff positions are described in Figure 2-
1. These positions support management of response operations, including internal and external
coordination, as well as communications and resourcing.

Figure 2-1. ICS Command and General Staff Positions

Strategic and financial EXECUTIVE/POLICY GROUP

support; resource allocation; -----fg

legal and poli id - (Senior Officials) i
€gal and palicy guidance e e e e e ettt e By Primary contact for supporting
| agencies including emergency
Maintains control, sets objectives, and . . managementl, public hea]th,
establishes lines of communication ~ | s Cem T U e CHiErs and mutual aid organizations

Conduit for information to e

externalfinternal stakeholders ---1 pypjic Information Officer Liaison Officer
including the media

Monitor safety conditions;
_.-- develop safety measures

— Safety Officer -7 for changing conditions
[ I I ]
Operations Section Chief Planning Section Chief Logistics Section Chief FETEE &'Admln'lstratlon
Section Chief
- % | \
-7 ’ ! \
Manages tactical response Maintains situation Coordinates resources: Procurement, costand
operations; oversees use awareness; tracks resources, tactical communications, time tracking,
of resources maintains document; leads supplies, facilities, ground compensation and claims
development of Incident support, food, and medical processing
Action Plans support

Jurisdictional and resourcing challenges are common in communicable disease response and recovery.
The Command and General Staff positions described in Figure 2-1 are responsible for addressing
questions regarding policy, legality, finances, and resource allocation. The Executive/Policy Group is
intended to provide strategic direction to the Incident Commander or Unified Command, and also
resolves discrepancies that may arise regarding jurisdiction, resources, or other policy concerns.

8 Smith, James F., and Greenberg, Joshua, ACRP Synthesis 83, Preparing Airports for Communicable Diseases on Arriving
Flights, Airport Cooperative Research Program, 2017, pages 82—83.
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An Operations Section to support tactical response during a communicable disease emergency at an
airport is discussed in Section 2.2, Operational Approach. The Operational Approach section defines
strike teams that are devised specifically for communicable disease response needs at an airport. The
Command and General Staff positions and strike teams are referred to as the Incident Management
Team (IMT).

2.1.3 Activation

An airport CDRRP should be activated based on defined triggers, and should occur consistently with
procedures in the AEP. Activation involves recognizing that an event may occur or has occurred,
notifying the relevant authorities, and determining the activation level. An individual within airport
leadership is designated to serve as an Incident Commander who will oversee functions described in the
CDRRP in consultation with external agencies (generally the LPHA and LEMA).

2.1.3.1 Activation Levels

Emergency planning can benefit from establishing activation levels to signify the extent of an
emergency and to establish automatic triggers for response actions such as EOC activation.
Recommended activation levels for communicable disease events are provided in Table 2-2.

Table 2-2. Recommended Activation Levels for Communicable Disease Response

Level and Criteria Emergency Response Actions

Level 1 Activation

e Epidemic or pandemic impacting e Fully activate the airport EOC and IMT (virtual as required)
local area is confirmed e Establish Unified Command and coordination with the LEMA
e Traveling public is likely to be and LPHA
broadly impacted e Activate all strike teams (see Section 2.2)

o Establish contact with all airport stakeholders
e Request local resources as needed
e |ssue notices to inform the public of airport conditions

Level 2 — Partial Activation

¢ Acommunicable disease is o Partially activate airport EOC (virtual as required) and IMT
confirmed within the U.S. or « Establish coordination with LEMA and LPHA; Unified
a point source or limited number of Command may be established

ill passengers arriving at the airport

e Traveling public may be aware but
not directly impacted locally

¢ Notify strike team leaders and place on standby as needed

e Provide preliminary situation report to relevant airport
stakeholders

e Begin to develop resource requests if local impact is
anticipated
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Level and Criteria

Level 3 — Enhanced Monitoring

e A communicable disease of concern °

is possible within the U.S.

e Health officials are monitoring a o

specific communicable disease
e An airport outside the U.S. has

confirmed passengers with a o

communicable disease of concern

Level 4 — Normal

e No known communicable disease .

outbreak

2.1.3.2 Process Flow

December 2022

Emergency Response Actions

Airport Liaison Officer establishes and maintains contact with
public health and emergency management officials

Assigned Operations Section Chief or designee monitors
airport trade associations and other sources of airport-
specific information

Assigned Operations Section Chief or designee monitors
news and data sources regarding international airports and
the potential for communicable disease transmission among
passengers

Airport Liaison Officer and/or Operations Section Chief or
designee alerts airport leadership and/or assigned Incident
Commander of relevant information and intelligence

Normal operations; no response measures activated

Following initial response, sustained actions continue until the negative impact of the event has been
addressed. Once sustained actions are complete, the Incident Commander or Unified Command will
terminate operations. Termination involves returning impacted areas or operations to normal and
conducting a post-incident analysis. Finally, based on the post-incident analysis, short- and long-term
recovery may commence, which generally involves cost recovery and improving preparedness measures
for communicable diseases. Use of standard ICS® forms throughout response and recovery aids in
documenting resources used and supports cost recovery.

A response flow diagram and checklist to support communicable disease response is provided in
Appendix C1, and is designed around the concepts of Activation, Initial Response, Sustained Actions,
Termination, and Recovery/Remediation described in the flow diagram in Figure 2-2.

? https://training.fema.gov/icsresource/icsforms.aspx
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Figure 2-2. Generic Response Flow Diagram
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2.1.4 Emergency Operations Centers

EOC:s are the physical locations where information and resources to support incident management
activities are coordinated. An EOC may be a temporary facility, or it may be located in a centralized or
permanent facility. In most locations, the primary EOC is operated by the LEMA with discipline-based
(e.g., fire, law enforcement, public health, medical services) EOCs reporting up to the LEMA. EOCs are
also organized by jurisdiction (e.g., federal, state, regional, tribal, city, county). EOCs primarily handle
emergency response and short-term recovery efforts. Generally, EOCs have limited full-time personnel
and augment staff during periods of crisis or EOC activation.

Airports can benefit from establishing an EOC to serve as the command and control location for
monitoring response and recovery. Ideally, radio and cellular communications and technology systems
(e.g., video cameras, building and communications control) are available to support situational
awareness and expedited response. During emergency response operations, Command and General Staff
functions should be conducted in the EOC using relevant technology. If the EOC is activated, the
following steps should be implemented:
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1. Based on the activation level, the Incident Commander should request an EOC Manager and/or

pre-determined IMT members to report to the EOC

2. The Incident Commander should direct the EOC Manager and assigned personnel to ensure that
work stations for each IMT member are operational and include a working computer and
network access, a landline telephone, and copies of the CDRRP

3. The EOC Manager, in consultation with the Incident Commander, should provide a situational

briefing to incoming IMT members

Once the EOC is activated, the Incident Commander, EOC Manager, and other IMT members should

assess the severity of the emergency and determine if a change in activation level is necessary. Contact
with LEMA and LPHA EOCs should also occur based on activation level.

VIRTUAL EOCS

Remote coordination using a virtual EOC has become prominent at airports due to space and technology
constraints as well as convenience. While there are substantial benefits to in-person interactions, virtual
EOC:s are used successfully to coordinate response and recovery for a variety of emergencies. For

communicable disease response, using a virtual EOC provides an important and potentially necessary
benefit in keeping people distanced, thereby limiting the possibility of exposure among key command

and general staff participants.

Operating a virtual EOC requires electrical power, telecommunications equipment (telephone, radio,

computer, etc.), and internet connection for optimal performance. Additional information regarding
technology to support use of a virtual EOC is provided in Section 4, Leveraging Technology.

2.1.5 Logistics and Resourcing

AEPs require coordination with emergency response
stakeholders for tactical response as well as
management of response and recovery operations.
Through EOC-to-EOC coordination, airports can
organize equipment, supplies, and other resource
needs as requested by the Incident Commander,
Operations Section Chief, or other agency performing
response and recovery operations.

Considerable resources and capabilities are available
through disciplinary agencies, mutual aid agreements
that promote the prompt transfer of resources across
jurisdictional boundaries, and a hierarchy of outreach
from city to county, county to state, and state to
federal, as depicted in Figure 2-3. For public health
response, federal resources are available as described

Figure 2-3. Resource Support Pyramid

Federal
Emergency
Management
Agency

State Emergency Management Agency
Intrastate Mutual Aid System/Emergency
M 1t Assi C t

City/County Mutual Aid

City/County Resources

Emergency Management/Public Health

in Appendix A3, Public Health Emergency Preparedness Guidance.

2.1.6 Legal and Regulatory Issues

For most airport emergencies, legal, regulatory, and jurisdictional guidance and protocols are well-
defined. Communicable disease events, particularly epidemics and pandemics, may present legal
challenges with respect to instituting widespread or compulsory exposure control measures such as:
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e Closing areas of the airport to limit exposure and separate populations

e Prohibiting non-ticketed passengers from entering public areas of the airport
e Prohibiting passenger pick-up inside the terminal

e Requiring masks or other PPE

e Enforcement of exposure control measures by law enforcement

In some jurisdictions, exposure control measures identified in Section 3, Tactics for Communicable
Disease Response, may require coordination with airport or jurisdictional legal counsel, and may include
enacting emergency ordinances to provide a legal basis for implementation. A model ordinance for
implementing exposure control measures in airports is provided in Appendix C2, Tool to Develop
Emergency Temporary Ordinance. '

2.2 Operational Approach
Steps taken to control exposure to communicable diseases typically include:

1. Testing — Depending on the pathogen, testing of symptomatic and potentially asymptomatic
people provides information as to the extent of infection, illness, and other important data.

2. Contact Tracing — Testing and other case validation allows contact tracing to identify those
exposed to known cases.

3. Isolation and Quarantine — For known cases or close contacts, isolation can be implemented to
contain the spread of the pathogen. Ideally, this is followed up with confirmation testing.

4. Social Distancing — To mitigate the spread among asymptomatic and untested persons, social
distancing can be implemented during daily functions. This may include telework and distancing
between persons required to be at a single location

5. Cleaning and Disinfection — To mitigate the spread via surfaces and objects, use of effective
cleaning solutions can be utilized congruent with health department recommendations.

6. Personal Protective Equipment — Face coverings help to mitigate human-to-human
transmission, which is the most likely mode of transmission for most pathogens.

These interventions, supported by risk communication and education programs, are consistent with
established best practices and serve as the primary means of pathogenic exposure control when
pharmaceutical countermeasures (e.g., medications or vaccinations) are not available. In addition to the
command and control concepts detailed in Section 2.1, this operational approach addresses the known
measures needed to control exposure and adjust to changing conditions.

2.2.1 Operations Section

The general function of each ICS position is similar regardless of the type of incident, with the exception
of the Operations Section. Operational response to a communicable disease event at an airport requires
customized functions. The Operations Section structure provided in Figure 2-4 accommodates this and
uses strike teams to support functions that may be required during a communicable disease event at an
airport.

10 Appendix C2 is adapted from an amendment used by Portland International Airport during the COVID-19 pandemic.
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Figure 2-4. Operations Section for Communicable Disease Response

Operations Section Chief

Health Assessment and Social Distancing Strike Airline and Tenant
Contact Tracing Strike Team Team Coordination Strike Team

Medical Countermeasures
and Vaccination Strike
Team

Cleaning and Disinfection
Strike Team

Under this structure, the Operations Section Chief commands strike team leaders for each of the strike
teams identified below. In addition to the strike team functions, all strike teams should assist in
enforcement of PPE requirements, particularly face coverings and masks.

Social Distancing Strike Team — This strike team supports exposure control via social
distancing in common areas and ground transportation. Social distancing can occur in several
ways including:
o Physical distancing markers — Use of signs and signifiers of appropriate distance in
queues

o Separating populations — Redefining layouts and functions to maintain separation
between the public and personnel and/or between airport personnel

o Minimizing contact — Use of barriers and contactless technology to eliminate or minimize
contact between people and surfaces

Recommended procedures and considerations for the Social Distancing Strike Team are
described in Section 3.1.

Health Assessment and Contact Tracing Strike Team — This strike team may support airport
stakeholders in performing health assessments of passengers and personnel (questionnaires,
temperature screening, or pathogen-specific testing). In addition, while contact tracing of
passengers is generally conducted by public health agencies at the local, state, and federal levels,
in some cases, localized contact tracing among airport employees can be used to identify and
isolate those who have potentially been exposed to the pathogen. Procedures for health
assessment and contact tracing are described in Section 3.2.

Cleaning and Disinfection Strike Team — This strike team maintains information regarding
effective pathogen-specific cleaning and disinfection methods for personnel and surfaces
throughout the airport, and for implementing effective strategies through resource acquisition,
training, and quality control. Procedures for cleaning and disinfection are described in Section
3.3.

Medical Countermeasures and Vaccination Strike Team — This strike team provides
logistical support to healthcare workers and providers in their efforts to deploy medical
countermeasures (e.g., medications and vaccinations). Procedures to support medical
countermeasure distribution are described in Section 3.4.

Airline and Tenant Coordination Strike Team — This strike team coordinates airline and
tenant resource needs, assesses concerns, and enforces measures implemented by the airport to
support exposure control and safe operations. This team may be asked to communicate and
reinforce airline- and tenant-focused recommendations. Procedures to support this strike team are
described in Section 3.5.
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In addition to these customized positions and functions within the Operations Section, communicable
disease response may require special considerations for each of the command staff officers as
summarized in the sections below.

2.2.2 Safety Officer

Particularly during response to a novel or unknown pathogen, the airport’s assigned Safety Officer
should maintain current information regarding PPE, including safe and effective eye, hand, and
respiratory hygiene and other safety measures. While most response operations have critical safety
needs, communicable disease events are unique. For point source scenarios, knowledge of the pathogen
will be limited and universal precautions against exposure should be employed.

During a novel pathogenic outbreak scenario, knowledge is likely to advance rapidly, which may have
dramatic impacts on effective safety measures as studies progress. It is also important for the Safety
Officer to monitor press releases for information, keeping in mind that they may not be entirely accurate,
and to relay appropriate information to the Incident Commander for communication throughout the
response organization. The Safety Officer is generally responsible for implementing procedures set forth
in Section 3.6, Personal Protective Equipment, and should monitor conditions throughout the airport to
identify emerging safety issues and compliance shortfalls.

2.2.3 Liaison Officer

While the general functions of the Liaison Officer are similar to other response operations, during a
communicable disease event (particularly a pandemic), the Liaison Officer is likely to interact with
agencies typically not involved in other types of emergencies. Establishing liaison with the LEMA and
LPHA is vital for understanding state and local health protocols pursuant to the pathogen of concern. It
is possible that local, state, and/or federal officials may have conflicting priorities or points of emphasis.
It is important to identify those potential conflicts as early as possible and elevate them to the Incident
Commander and Executive Group to adjudicate discrepancies in policies.

In addition to the traditional Liaison Officer roles identified in the ICS, communicable disease scenarios
can benefit from pre-established relationships with aviation sector associations and peer airports to
exchange information and discuss lessons learned. Throughout the response to COVID-19, airports
benefited greatly from use of peer-to-peer coordination and association forums to identify effective
measures for exposure control throughout the travel continuum.

For response to point source scenarios, tactical operations are likely to be short in duration and the
Liaison Officer’s role may be limited.

For longer duration or large scale events, airports may wish to create a specialized Communicable
Disease Coordinator role to monitor disease-specific information from aviation, government, and health
organizations. This position provides a single point of contact for relevant information and coordination,
thereby reducing duplication of efforts, misinformation, and multiple communication channels. A
minimum of two individuals assigned to this role is recommended to allow for multiple shifts. During
Phase 1 focus groups, airports identified this position as valuable in maintaining and understanding the
latest research and tactical measures.
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2.2.4 Public Information Officer

As with the Safety and Liaison Officers, Public Information Officer (PIO) duties during an epidemic or
pandemic require extra attention to local, regional, state, national, and international conditions. Public
information regarding the status of flights, protective requirements, and other disease and operational
information is likely to change more frequently than in other types of emergencies.

Effective implementation and maintenance of exposure control measures among passengers requires
outward messaging to the general public regarding how the communicable disease event is affecting
airport operations and flights. Procedures and issues discussed in Section 3.7, Risk Communications,
apply to PIO functions.

2.3 Termination and Recovery

When communicable disease operations can be discontinued and normal operations can be resumed
within airport facilities, response operations are officially terminated by the Incident Commander, in
consultation with the Executive Group as needed. Termination and recovery activities include:

e Returning all assets to their proper locations and restocking perishable items used during
response operations

e Obtaining inspections and/or certifications that may be required before facilities can be returned
to service (e.g., for assets that may have been used to support testing, medication/vaccine
distribution, or other response activities)

¢ Identifying permanent operational changes that may be implemented as a result of the incident,
and ensuring impacted staff members are trained in those changes

e Documenting and compiling applicable records of response operations for permanent storage

e Conducting a review of response activities, including all responders and stakeholders, drafting an
AAR/IP, and holding an After-Action Conference consistent with guidelines set forth in
HSEEP!'!

e Conducting targeted public outreach to establish public expectations of the recovery transition
timeline and any permanent operational changes

e Updating training programs, the CDRRP, and other SOPs as needed, based on lessons learned
during response operations

Additional information regarding recovery is provided in Section 6.

' Homeland Security Exercise and Evaluation Program, U.S. Department of Homeland Security, January 2020,
https://www.fema.gov/sites/default/files/2020-04/Homeland-Security-Exercise-and-Evaluation-Program-Doctrine-2020-
Revision-2-2-25.pdf
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SECTION 3: TACTICS FOR COMMUNICABLE DISEASE RESPONSE

This section builds on the organizational model described in Section 2 to provide tactics for pathogenic
exposure control and safe operations. The details provided support tactical implementation of the strike
teams described in Section 2.2.1, and provide procedural support for response operations.

The tactics described below are intended to be used in a layered approach to maximize exposure control
and minimize the spread of a communicable disease. Generally, the probability of contracting a
communicable disease is governed by three primary factors: 1) Duration of exposure; 2) Distance
between people who may be infected; and 3) Dose or amount of viral loading conveyed in a particular
area. The measures described are intended to address these factors, not as individual components but as
a collective program of exposure control.

3.1 Social Distancing

Social distancing and minimizing contact are vital exposure control measures. The methods of social
distancing summarized below are also addressed in the Social Distancing Checklist in Appendix C3,
which can be used by the Social Distancing Strike Team to implement, maintain, and enforce social
distancing concepts upon activation of a CDRRP.

3.1.1 General Social Distancing Measures

Guidance and health advisories for

COVID-19 and other pathogens indicate
the following general social distancing — Concourse
measures:

Figure 3-1. Social Distancing Concept

e Help people to stay socially
distanced in shared spaces via
appropriate measures such as
floor markings, blocking terminal
or gate area seating, and placing
seating the proper distance apart
(Figure 3-1).

e Use measures that support
maintaining six feet of distance
between families/social units.

e Use similar strategies for ground
transport (trains, buses, etc.).

e Inform passengers when it may Security Checkpoint —

not be possible to meet social
distancing expectations, and emphasize the importance of observing other preventive measures,
including strict hand hygiene, respiratory etiquette, and wearing a face mask.

The CDC and other public health authorities recommend a minimum social distance of six feet for
limiting spread of COVID-19 as well as other pathogens. It is important to follow health authority
guidelines for specific pathogens.
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3.1.2 Separating Populations

In addition to social distancing, separating airport workers from the general public, when possible,
reduces the likelihood of exposure. Measures include:

e Expediting air crews and aviation workers through shared screening areas, separate from the

general public

e Providing separate on-airport transport options

e Requiring use of masks, particularly when it is not possible to maintain the recommended six-

foot distance between persons

3.1.3 Minimizing Contact

In cases where airport workers and the traveling public must interact, measures to reduce exposure
potential include:

¢ Minimizing document exchanges between passengers and aviation workers; for example,

contactless, electronic document exchanges may be enabled during check-in, at the screening

checkpoint, and when boarding aircratft.

e Installing barriers to maintain separation between passengers and aviation workers, and requiring
workers to wear face coverings and gloves when touching or transferring passenger items such
as baggage, documents, money, and credit cards.

e Discouraging sharing of pens and other writing implements.

e Providing workers with easy access to a sufficient supply of new gloves and hand sanitizer, and
requiring hand sanitizing after glove removal.

3.1.4 Common Areas and Ground Transportation

Recommendations to facilitate social distancing in specific common areas are summarized below:

e Concessions, Shopping, and Restaurants:

o

O O O O O O O

Enforce social distancing at counters, tables, and in public areas.
Implement increased cleaning of high-touch areas.

Install acrylic transmission barriers at cashier counters.

Limit contact points and encourage contactless payment.

Offer PPE items for sale at retail shops.

As needed, limit hours of operation to reduce exposure.

As needed, temporarily close underutilized venues to reduce exposure.
Follow capacity limits based on local and state guidelines.

Comply with all other local and state health requirements and guidelines.

e Contactless Check-in:

(@)

Encourage use of online check-in options to reduce use of kiosks or ticket agent
interactions.

Install barriers to maintain social distance when passengers must consult with ticket
agents.

Enforce use of gloves among agents and others when touching passenger documents.
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o Enforce use of masks among agents and other public workers, even if behind barriers.

o Encourage participation in DHS biometrics and seamless and touchless passenger
facilitation programs to increase contactless check-in and passenger flow.

e Airport Security Checkpoints:
o Promote use of digital boarding passes and biometrics when feasible.

o Promote increased allowances (up to 12 fl. oz., increased from 3.4) of hand sanitizer in
passenger education materials and signage.

o Work with the TSA to promote new practices in passenger education materials and
signage, including PPE requirements for Transportation Security Officers (TSO) and
passengers, use of acrylic shield barriers, increased separation from passengers, new
screening procedures to limit touching of passengers, enforcement of PPE and social
distancing requirements, updated training and safety guidance, and increased cleaning of
high-touch surfaces.

o Support passenger metering through the checkpoint by directing traffic and enforcing
distancing between passengers and TSOs at all stages of the security screening process.

o Work with TSA to promote practices to minimize wait times in passenger education
materials.

o Work with TSA to adopt and promote new technologies in passenger education materials
and signage. New checkpoint technologies include continued deployment of Credential
Authentication Technology (CAT) units that minimize touch during passenger travel
document check.

e Baggage Claim:
o Prohibit access of persons waiting for arriving passengers in the baggage claim area
unless special accommodations are needed.
o Use signage and floor markings to reinforce procedures.
¢ Ground Transportation:

o Work with rental car and taxi companies to implement low and no-touch operations,
including advance check in and curbside service.

o Use passenger spacing strategies (e.g., floor marking, blocking seats) to encourage social
distancing while queuing for and traveling on airport ground transport.

o Regulate passenger loads and increase the number of transport vehicles in use to reduce
the passenger volume for each vehicle, if possible.

3.2 Health Assessment and Contact Tracing

Historically, pandemic planning in the U.S. has been premised on the authority of the CDC and state and
local health officials to perform pathogen-specific testing or other forms of health assessment to
diagnose or presume illnesses resulting from a pathogen of concern. Testing and/or health assessments
lead to additional steps for exposure control, including contact tracing and public health measures such
as isolation, quarantine, social distancing, cleaning and disinfection, use of PPE, and other medical and
non-medical countermeasures.

Prior to the COVID-19 pandemic, airport-driven health assessments had not been fully contemplated.
Lessons learned to date suggest that further research and political consideration are needed regarding the
role of airports in supporting public health and medical functions relative to infectious disease response.
This section discusses procedures to support health assessment and contact tracing in the travel
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continuum. Implementation of these procedures requires resources and approvals from entities outside

of most airport authorities. Coordination with the LPHA, LEMA, and elected and appointed officials is
recommended prior to implementing health assessment or contact tracing measures. Primary measures

described herein include:

e Health Attestations — Health attestations, or Traveler Health Declarations (THD), are
questionnaires that qualitatively assess the potential carrier status of a traveler based on recent
travel destinations and current reported health.

e Symptom Screening — For many communicable diseases, symptom screening focuses on taking
the subject’s temperature, but other measures such as visual observation and pulse oximetry have
also been used.

e Pathogen-Specific Testing — For novel pathogens, specific tests are not likely to be immediately
available, and when they are, the initial testing may lack accuracy and will be in short supply. As
tests are further developed, or if they are immediately available, pathogen-specific tests can be
very helpful to support health screening in an airport environment.

e Contact Tracing — As a secondary screening tool, contact tracing is used to identify and notify
people who have been in contact with or are presumed to have a communicable disease based on
public health guidance.

Each of these measures is described below. In addition, tools to support health assessment and contact
tracing are provided in Appendix C4.

3.2.1 Health Attestations

The United States has utilized pathogen-specific THDs to affirm passenger health. Generally,
government-mandated THDs are an airline responsibility. The following guidelines apply:

e THDs are meant to reinforce the expectation that passengers will not travel when ill or at a
higher risk of developing and/or spreading a communicable disease.

e THDs should be presented at the earliest opportunity at check-in, and should require the
passenger to affirm awareness and willingness to follow required measures while on the aircraft
(mask use, following crew instruction, etc.).

e THDs should reference exposure to a person or persons with a communicable disease in the past
14 days.

e [t is recommended that passengers who identify themselves unfit to fly through this process
should be allowed to rebook without penalty.

e Airlines should provide passengers with information on health safety requirements at their
destination.

e Passengers should be directed to check local, state, and/or national websites of their travel
destination to determine what requirements or restrictions are in place for arriving passengers so
they can plan appropriately.

e Airports should provide information in their exit areas regarding local requirements per LPHA
guidance.

Health attestations have weaknesses. For many communicable diseases, people may be asymptomatic
for a period of time. In addition, health attestations or THDs rely on the passenger to recollect and
provide accurate information. For these reasons, health attestations should be viewed as one tool to
perform health assessment and should be used with other measures if possible. An example of a health
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attestation form is provided in Figure 3-2.2 To the extent feasible, health attestation forms should be
specific to the communicable disease event with respect to the pathogen of concern, symptoms,
geography, and other factors.

Figure 3-2. CDC Traveler Health Declaration Form

Form Approved OMB Contral

{,f i’ r[,,r',,; gﬁ:;mm:‘_ :'sg - U N |T E D STAT ES T RAVE L E R No.0920-XXXX
dd HEALTH DECLARATION Eop XXX

Praviding the following information to the Centers for Disease Control and Prevention is required under Title 42 Code of Federal Regulations Section 71.20,
and is being collected as part of the public health response to a new coronavirus first identified in China. The information will be used by
U.S. public health authorities and other intemational, federal, state, or local agencies for public health purposes.
Each traveler coming from Iran or the People’s Republic of China, (“mainland China”) needs to fill out one form.
Mainland China does not include travelers coming from the Special Administrative Regions of Hong Kong, Macau, and the island of Taiwan.

Time start: Arrival airpert code: Other port of entry:
IN THE PAST 14 DAYS HAVE YOU BEEN IN ANY OF THE FOLLOWING LOCATIONS?
LOCATION | YES/NO | LAST DATE IN AREA
MAINLAND CHINA (OYes (ONo | If yes, last date in mainland China (Day/Month/vear):
HUBEI PROVINCE, CHINA (OYes ONo | Ifyes, last date in Hubei Province (DayMonth/vear):
IRAN ("Yes  'No | Ifyes, lastdate in Iran (DayMonth/Year):
Family name: First (given) name:
Country of residence: Citizenship:
Passport number: Birth date (Day/Month/Year): sex: OMale (OFemale
Date of US arrival (Day/Month/Year): Airline: - N
Other airline: Flight number: Seat number(s):

U.S. Destination
Address or hotel name:

City: State:
E-mail address: Telephone number in US: Mobile? OYes ONo

IN THE PAST 14 DAYS, HAVE YOU HAD CONTACT WITH A PERSON KNOWN | yes date contact occurrediDayMantivyean:
TO BE INFECTED WITH THE NOVEL CORONAVIRUS (COVID-2019)?

OYes ONo
TODAY OR IN THE PAST 24 HOURS, HAVE YOU HAD ANY OF THE FOLLOWING SYMPTOMS?

SYMPTOM | YES/NO

Fever (100.4° F | 38° C or higher), felt feverish, or had chills? OYes ONo
Cough? OYes (ONo
Difficulty breathing? OYes ONo

Measured temperature:

QUESTIONS FOR SCREENER
Does traveler have visible signs of cough or shortness of breath or being obviously unwell? (OYes (ONo
Traveler was: (O Released () Referred for public health risk assessment
Completed by:

Translator needed? (OYes (O No Time end:

This data collection is mandatory. Public reporting burden of this collection of information is estimated to average 15 minutes per response, including the time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not
conduct or spensor, and a person is not required to respond te a collection of information unless it displays a currently valid OMB Centrol Number. Send comments regarding
this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to CDC/ATSDR Reports Clearance Officer, 1600

Clifton Road NE, MS D-74, Atlanta, Georgia 30333; ATTN: PRA 0920-XXXX. SAVE

CS 314673 031032020 Version 1.8

12.CDC.gov: https://www.reginfo.gov/public/do/DownloadDocument?objectID=99315701
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3.2.2 Symptom Screening

Guidance and lessons learned from the COVID-19 pandemic are useful in considering symptom
screening protocols in airports and throughout the travel continuum. It is important that symptom
screening measures follow available public health guidance and are specific to the pathogen of concern.
Specific guidance is provided below:

e A symptom and health screening algorithm should be used that is specific to the pathogen of
concern and developed by or with input from the LPHA or other public health authority.

e While temperature screening is a common parameter for a variety of communicable diseases, it
should not be relied upon as a standalone public health measure.

e Temperature screening may serve as a general deterrent for passengers who may have otherwise
considered traveling when ill.

e Any pre-travel health screening of passengers should be conducted in accordance with relevant
health authority protocols, and should not create significant passenger flow delays or crowding,
which can create additional exposure risks.

e Health screening should include the passenger health attestation, and may include visual
observations conducted by trained health professionals.

e Health screening could occur upon arrival at the airport well in advance of the security
checkpoint.

e Ifan airport, airline, or other authority decides that it will bar those with symptoms from flying,
the policy should be transparent and posted in advance, and all passengers should be directly
notified of the policy before deciding whether they will attempt to fly.

e The policy should note that a health assessment does not necessarily verify that a person does or
does not have a communicable disease.

e Persons with chronic health issues that result in elevated body temperature should not be blocked
from air travel if their illness does not threaten public health and they can provide appropriate
medical documentation.

Pulse oximetry is another non-invasive test that may serve as a broad indicator of health status, when
used in consultation with public health professionals. Absent a pathogen-specific test, health parameters
such as temperature and pulse oximetry combined with health attestation can be an alternative health
screening method. Appendix C4-1 provides a Symptom Screening Flow Diagram with steps that can be
customized for specific communicable diseases. Stations for symptom screening should be located prior
to ticketing, and screening algorithms should be customized for the communicable disease of concern.

3.2.3 Communicable Disease Testing

If available, disease-specific testing is the best method to screen positive passengers out of the flight
queue and control exposure throughout the air travel continuum. Widespread testing provides an
opportunity to restore confidence of the traveling public. However, it also presents logistical challenges
for airport and airlines. Challenges include the availability of test kits, accuracy of testing, and timing of
results. Consultation with the LPHA is recommended to facilitate safe, effective, and efficient testing.
Testing considerations include: 3

13 Communicable Disease Testing Procedures developed based on input from San Francisco International Airport, Los
Angeles International Airport, and Hartsfield-Jackson Atlanta International Airport.
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e Some travel destinations may require evidence of a negative test as a prerequisite for entry or
relief from other restrictions.

e Reliable and timely testing prior to departure may help facilitate domestic and international
travel. Procedures and requirements for testing should be communicated to travelers ahead of
time.

e Generally, testing capacity in airport settings can range from 100—1,000 tests per day or 40-50
tests per hour. Public health models for mass distribution and treatment should be consulted to
support expedited testing.

e Use of a reservation system for testing is recommended. For COVID-19 testing, average wait
times at various testing locations ranged from 3—45 minutes during peak times.

e Different test types may have a wide range of wait times for results (e.g., 15-60 minutes or 24—
48 hours). Generally, rapid tests are less accurate.

e Optimal testing sites include parking lots and garages, and pre-security public areas. Indoor
locations require consideration for social distancing and ventilation.

e Results should be reported electronically to reduce contact and support patient privacy.

e Administration of testing may occur through a private health organization, state or local health
department, third-party contractor, air carrier, or concessionaire.

e Procedures for positive tests include:

o Initiate contact tracing, which should be conducted by qualified personnel from the
LPHA or other entity.

o Segregate passengers who test positive and provide them with information regarding
medical transport and treatment as needed.

o Notify the LPHA, LEMA, CDC, and other airport stakeholders.

A Communicable Disease-Specific Testing Checklist is provided in Appendix C4-2.

3.2.4 Contact Tracing

Contract tracing is a vital public health function during a communicable disease outbreak. In concert
with health screening and/or testing, contact tracing supports identifying people who may have been
exposed to a communicable pathogen to achieve three primary goals:

1. Identifying people who should be tested (if a test is available)

2. Identifying people who may require treatment

3. Identifying people who should be isolated

Broad contact tracing requires training and can be an arduous process. It is typically performed by
epidemiologists and public health officials equipped with the proper tools. However, airports and
airlines may find it useful to conduct contact tracing among employees, particularly in a pandemic
scenario. Guidance specific to the airport environment is provided below.

AIRLINES

Contact tracing requirements for airlines—which during the COVID-19 pandemic applied to
international flights only—is summarized below:

1. International Departures — Prior to international flight departures, airlines collect passenger
and crew contact information and disseminate it to destination health authorities to support
public health mitigation measures.
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2. International Arrivals — The following information is collected from passengers on arriving
international flights:

a. Name

b. Address while in the U.S.

c. Email address

d. Primary and secondary telephone numbers

3. Dissemination — Provide information to the U.S. Government in electronic format within 24 hours
of an order by the CDC Director.

The data collection described above was implemented specifically for the COVID-19 pandemic.
However, the information requests are standard for health-related travel protocols and may be requested
for other communicable disease scenarios.

AIRPORT PERSONNEL

While contact tracing in the general public should be performed by public health officials, contact
tracing among transportation workers at an airport may be valuable as a method of maintaining the
health and safety of frontline employees. Combined with health screening and/or testing, contact tracing
can be used to isolate potentially exposed employees during the established incubation time, which will
vary among pathogens.

If using contact tracing in an airport, it is recommended that frontline supervisors support contact tracing
within their own crews to minimize the number of personnel that any single person has to monitor.
Supervisors also typically understand workflows and probable exposures should an employee test
positive or present with symptoms. Frontline working groups for whom contact tracing may be
beneficial include ARFF, law enforcement, paramedics and EMS, maintenance, operations, badging,
and other staff who cannot work remotely.

A contact tracing form designed for use among airport employees is provided in Appendix C4-3.
Consultation with the LPHA is recommended before using this form, as it may require customization for
specific pathogens.

DIGITAL CONTACT TRACING TOOLS

Manual contact tracing requires extensive resources and human capital. During the COVID-19
pandemic, both public and private organizations developed mobile applications (apps) for contact
tracing. These apps rely on a range of technologies such as WiFi, Bluetooth, and GPS to track
individuals who have come in close contact with identified COVID-19 patients. Google and Apple
partnered to develop a framework that provides privacy for the users and contact tracing information for
public health authorities. These apps do not collect location data or share user identities. The
effectiveness of contact tracing programs increases as more people agree to participate.

While many systems and vendors are available, the two primary types of technology that can support the
contact tracing process at airports are electronic case management tools and Proximity Tracing and
Exposure Notification (PTEN) tools. '

Electronic case management tools expedite contact tracing by streamlining the capture and management
of patient and contact data, and integrating workflows with surveillance systems or other workforce

14 Digital Contact Tracing Tools, Centers for Disease Control and Prevention, accessed November 22, 2022,
https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/digital-contact-tracing-tools.html
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management tools. These tools improve the efficiency of contact tracing and medical monitoring. Case
management tools are used in coordination with the LPHA and generally have the following
capabilities:
e Facilitate data security and confidentiality of passenger information to maintain trust and support
participation
e Provide interoperability to receive input from a variety of sources including local, state, and
federal public health authorities
e Document known contacts of passengers with a communicable disease via manual entry and
self-reporting
e Communicate with users (passengers and contacts) via manual and/or automated means to:

o Notify contacts of their exposure and a time window for when exposure may have
occurred
Survey passengers and contacts regarding symptoms
Provide clear instructions on how to monitor symptoms and health status and guidelines
for reporting

o Provide public safety messages to identified contacts and educate them about the
pathogen, common signs and symptoms, and prevention strategies (e.g., self-quarantine,
social distancing)

Send notifications in multiple formats such as voice messages, emails, and text

Facilitate appropriate follow-up for presence of symptoms and health status

PTEN tools identify more contacts than traditional contact tracing alone using opt-in tools. PTEN tools
typically use Bluetooth or GPS to estimate the proximity and duration of exposure to patients diagnosed
with a communicable disease. Mobile device applications can alert a large number of people who have
been in the vicinity of an individual experiencing symptoms of a communicable disease.

Together, case management and PTEN tools can provide expedient and effective contact tracing
functions, including patient identification and follow-up, contact identification, contact notification, and
contact follow-up.

3.3 Cleaning and Disinfection

While respiration is the primary means of communicable disease transmission, transference from
surfaces to the hands and face also serves as a mode of pathogenic transmission. Procedures provided
below are intended to be used for routine cleaning, cleaning when known exposure has occurred, and to
support general hygiene among employees and travelers.

To support consistent and effective cleaning and disinfection, a Cleaning and Disinfection Process is
provided in Appendix C5 and includes a Cleaning and Disinfection Checklist (C5-1) and a Cleaning and
Disinfection Log (C5-2) to enable documentation of cleaning activities. In addition, a checklist in
Appendix C5-3 provides recommendations for heating, ventilation, and air conditioning systems to
reduce exposure to airborne pathogens. The Cleaning and Disinfection Strike Team Leader should use
the materials in Appendix C5 to develop and maintain an operational plan during communicable disease
or pandemic response.
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3.3.1 Personal Hygiene

As the primary pathogenic source, cleaning and disinfection should begin with people. It is important to
practice effective hand washing using soap and water for at least 20 seconds. Hand sanitizer containing
at least 60% alcohol may also be used. However, because hand washing is generally considered more
effective than hand sanitizer, hand sanitizer should only be used when hand washing is not possible or
practical.

Wall-mounted hand sanitizer dispensers are recommended throughout airports and particularly near
building entrances, bathrooms, and high-traffic areas. Risk communications should also advise people to
avoid touching their eyes, nose, and mouth with unwashed hands. The CDC maintains current
information regarding handwashing and personal hygiene. !>

3.3.2 Routine Cleaning and Disinfection

Airports and airlines should require all areas with potential for human contact and transmission to be
disinfected per defined schedules as recommended by the CDC. Other best practices also suggest the
need for hand sanitizer stations and disinfecting wipes in common areas where passengers frequently
touch surfaces. In addition, special attention should be given to increasing the frequency of cleaning
high-touch surfaces such as door handles, armrests, elevator buttons, escalator and stair handrails, and
kiosks. Procedures for routine cleaning include:

e Basic Elements:

o Wear disposable non-fabric gloves (e.g., latex, nitrile) and follow PPE guidelines defined
in the Safety Plan.

o Clean prescribed areas on a regular schedule using detergent or soap and water as
appropriate for surfaces and finishes.

o Use an EPA-registered disinfectant'® in accordance with the manufacturer’s directions,
and wear additional PPE as suggested by the manufacturer.

o Following initial cleaning, disinfect all high-contact solid surfaces in the area, including
but not limited to handrails, door knobs and push plates, desks and work surfaces,
keypads, computer mice, light switches, elevator buttons, bathroom sinks, toilet and
paper dispensers, kitchenette countertops, and water cooler controls. Allow the
disinfectant to remain on surfaces until air dry.

e Kiosks:

o Provide hand sanitizer stations and disinfecting wipes nearby.

o Clean kiosks frequently with a disinfectant approved for the pathogen of concern.
e Ground Transportation:

o Work with rental car agencies and taxi services to implement sanitizing measures in
vehicles with special attention to high-touch areas.

o Require fogging of vehicles on a daily or periodic basis as needed.

5CDC.gov: https://www.cdc.gov/handwashing/when-how-handwashing.html

1 EPA.gov: List N tool: COVID-19 Disinfectants: https://cfpub.epa.gov/wizards/disinfectants/

List Q: Disinfectants for Emerging Viral Pathogens: https://www.epa.gov/pesticide-registration/disinfectants-emerging-viral-
pathogens-evps-list-q
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3.3.3 Post-Exposure Cleaning and Disinfection

Areas where exposure is known to have occurred should undergo immediate cleaning and disinfection
using EPA-registered disinfectants. Post-exposure cleaning and disinfection should occur under the
following circumstances:

e C(Cases of a communicable disease are confirmed or assumed-confirmed.

e Symptomatic individuals have traveled recently (within 14 days) to a location of a known
outbreak.

e Symptomatic individuals have been in direct contact with a person who is confirmed to be
infected with a communicable disease.

Post-exposure cleaning and disinfection procedures include:

e Any area meeting post-exposure criteria should be emptied of occupants and closed for up to 24
hours, as determined in consultation with the LPHA.

e Perform cleaning and disinfection using products that are EPA-registered or approved, and as
directed by the product’s manufacturer for the surface type.'’

e Wear PPE as appropriate for the specific cleaners and disinfectants used. Safety glasses and
disposable suits or gowns (e.g., Tyvek) may be required in addition to non-fabric disposable
gloves (e.g., latex, nitrile).

e Following closure of the area, open any available windows and doors to ensure adequate
ventilation throughout the cleaning and disinfection period.

e C(lean surfaces with detergent or soap and water.

e Following cleaning, disinfect by wiping solid surfaces in one direction. Surfaces may include
handrails, door knobs and push plates, desk or work surfaces, keypads, computer mice, light
switches, elevator buttons, bathroom sinks, toilet and paper dispensers, kitchenette countertops,
water cooler controls, etc.

e C(lean and disinfect all high-contact porous surfaces, such as carpets and partitions.
e All disinfectants should remain on surfaces until air dry.

e When cleaning and disinfection of the area is complete, remove and dispose of gloves and other
PPE, being careful not to contaminate the wearer or other surfaces. Dispose of all used PPE and
cleaning materials in a sealed plastic bag.

3.3.4 HVAC Systems

On October 19, 2021, the American Society of Heating, Refrigerating, and Air-Conditioning Engineers
(ASHRAE) released the document, Core Recommendations for Reducing Airborne Infectious Aerosol
Exposure, which provides guidance developed by the ASHRAE Epidemic Task Force to achieve
exposure reduction goals using ventilation, filtration, and air cleaners. The checklist provided in
Appendix C5-3, Ventilation, Filtration, and Air Cleaner Maintenance Checklist was developed based on
the ASHRAE guidance, and can be used by the Cleaning and Disinfection Strike Team Leader to reduce
airborne pathogen exposure.

7EPA.gov: List N tool: COVID-19 Disinfectants: https://cfpub.epa.gov/wizards/disinfectants/
List Q: Disinfectants for Emerging Viral Pathogens: https://www.epa.gov/pesticide-registration/disinfectants-emerging-viral-
pathogens-evps-list-q
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3.3.5 Cleaning and Disinfection During Recovery and Beyond

Restoring and maintaining confidence of travelers and other stakeholders during the recovery phase of a
communicable disease outbreak may benefit from use of standards-based cleaning and disinfection
practices. Beyond recovery, these standards-based practices may also be used to modify normal
operating procedures to support ongoing reduction of exposure to communicable diseases among
travelers and employees. Known standards-based programs to support cleaning and disinfection are
described below:

e Airports Council International (ACI) Airport Health Accreditation'® — ACI has developed
the Airport Health Accreditation Program to provide an airport-centric approach to common
health preparedness and prevention needs, including cleaning and disinfection. The program is
intended to align with International Civil Aviation Organization (ICAO) recommendations and
best practices.

e British Institute of Cleaning Science'® — The British Institute of Cleaning Science provides an
accredited training program for cleaning services that focuses on protecting individuals through
provision of a clean and safe environment, preserving critical assets, promoting sustainability,
and developing best practices for communicable disease—related cleaning and disinfection.

e Global Biorisk Advisory Council (GBAC)?° — GBAC, a division of the International Sanitary
Supply Association, offers the STAR Accreditation. GBAC STAR is a cleaning industry facility
accreditation program for outbreak prevention, response, and recovery. The program is designed
to help public and commercial facilities establish and maintain cleaning, disinfection, and
infectious disease prevention programs to minimize risks associated with infectious agents and
biohazards. GBAC STAR is a performance-based program that is based on quality management
system principles such as ISO 9001.

Each of these programs provides tactical procedures to support cleaning and disinfection that are based
on research and assessment of practical usability. Airports may publicize implementation of any of these
standards-based programs to instill confidence in the traveling public.

3.4 Medical Countermeasures

Under severe epidemic or pandemic conditions, airport authorities may have a vested interest in
providing medical countermeasures, such as vaccines, to facilitate business continuity. Moreover,
government stakeholders may request support in receiving, staging, storing, and administering medical
countermeasures. Considerations for logistics regarding medical countermeasures are provided below
and address receipt, provision to employees, and distribution. Tools to support vaccine operations are
provided in Appendix C6, Medical Countermeasures Checklists.

3.4.1 Receipt of Medical Resources

Many federal public health and emergency resources are transported via air and are configured for
specific purposes, including mass care and treatment for diseases. As an example, the SNS, managed by
the CDC, consists of various packs of medical resources and pharmaceuticals to be deployed in an

18 ACl.aero: https://aci.acro/about-aci/priorities/health/aci-airport-health-accreditation-programme/
19 BICS.org.uk: https://www.bics.org.uk/accredited-training-membership/
20 GBAC.ISSA.com: https://gbac.issa.com/gbac-star-overview/

Pandemic Response, Recovery, and Preparedness for Airport Security Operations 30


https://aci.aero/about-aci/priorities/health/aci-airport-health-accreditation-programme/
https://www.bics.org.uk/accredited-training-membership/
https://gbac.issa.com/gbac-star-overview/

PARAS 0040 December 2022

expedited manner to airports throughout the U.S. As such, airports can play a vital role in receipt of
critical supplies during a pandemic or other medical emergency.

In recognition of the unique role of airport operators in transporting medical resources to the public, on
December 11, 2020, the FAA released guidance to airport operators regarding COVID-19 vaccine
transport. The guidelines are not directive, but present considerations that airport operators may find
useful to prepare for an aircraft carrying medical resources to their airport. Planning considerations
include:

ARFF Coverage — Part 139—certified airports generally have adequate ARFF personnel and
equipment for aircraft transporting medical resources. However, some aircraft used for medical
resource shipment may be larger than aircraft used for passenger flights that typically serve an
airport. Thus, an airport operator may opt to have extra ARFF coverage available for such
flights.

Snow Removal — If applicable, snow removal equipment and procedures to clear
runways/taxiways for aircraft transporting medical resources should be considered. The airport
operator may choose to have additional equipment and personnel available to assist with timely
snow removal operations.

Parking Areas — Adequate aircraft parking areas should be provided to support the types and
numbers of aircraft involved (e.g., parking areas with sufficient pavement strength, clearance
areas). Airport operators may want to coordinate with other users on the airport so that
appropriate parking locations are available for medical resource transport aircraft when needed.

Air Traffic Control Tower (ATCT) Coordination — Airport operators should work with local
ATCT facilities before and during movement of any medical resources transport on the airfield.
Alert ATC of any changes or modifications of medical supply logistics plans.

Law Enforcement Coordination — Coordinate with the TSA, Customs and Border Protection
(CBP), and/or local law enforcement as needed for:

o Awareness of any credible threats to shipments

Extra security needs, including at vehicle and pedestrian gates

Minimizing customs clearance delays for shipments crossing international borders
Vehicular traffic control measures

0O O O O

Facilitating timely completion of any TSA or CBP, hazardous cargo, or security
inspections that may be required

Priority Access — Provide freight vehicles with priority access to the airfield to safely move
shipments of medical resources off airport. Airport operators may consider landside vehicle
control and a possible staging area for freight vehicles awaiting their cargo.

Media Response — An airport operator may establish a media meeting area where updates
regarding medical resources shipments can be provided to the press. Coordinate with relevant
agency PIOs to support consistent messaging.

Airport Operations Staff — Assess Airport Operations staffing needs to assist in managing
transport of shipments (e.g., “Follow-Me” vehicles). Activate additional staff as needed.

Contingency Plans — Identify backup measures in case the shipment cannot proceed according
to the anticipated schedule. An airport operator may want to consider backup storage locations as
well as aircraft parking and freight vehicle parking areas.

If an airport is requested to support medical resource staging and storage, facilities used for these
operations should be isolated and secure. Specialized storage capabilities such as refrigeration may be
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required and should be supported by the LPHA. A checklist for receiving medical resources is provided
in Appendix C6-1.

3.4.2 Providing Medical Countermeasures to Airport Personnel

Under the NIPP, airports are designated as critical infrastructure. As such, workers who are vital to
airport operations may be eligible to receive priority vaccination or medical treatment. To support
priority provision of medical countermeasures, the first step is to establish priorities for vaccination
among airport personnel based on criticality of functions to airport operations, exposure to the public,
and ability to work remotely. The tiers below provide guidance for assigning priority:2!

e Tier 1 — Critical: Personnel required to work on-site who maintain daily airport functionality
and respond to immediate critical needs. This group may interact directly with the traveling
public or other airport employees outside of their workgroup, or may be confined to a shared
workspace with multiple colleagues.

e Tier 2 — Forward Facing: Personnel who work on-site (full time or hybrid) who interact
directly with the traveling public or other airport employees. This tier may include employees
working in a confined area with colleagues where an outbreak may easily occur.

e Tier 3 — On-site, Limited Public Interaction: On-site personnel who provide service to the
traveling public or airport employees, but do not do so in a direct interaction or forward-facing
environment.

e Tier 4A — Operations and Regulatory Compliance (Work from Home): Staff working
exclusively at home who may have a regulatory or minimum facility operations responsibility.

e Tier 4B — Tier 1 Staff Household Members: Individuals who live within a Tier 1 employee’s
household.

e Tier 5 — Non-Regulatory Off-site Personnel: Staff able to perform the entirety of their job
function off-site and who have no regulatory or minimum facility operations responsibilities.

e Tier 6 — All Staff Household Members: Household members of any airport employee.

Airport authorities should also coordinate with on-site federal partners (CBP, FAA, TSA, etc.) to
determine if they should be included in prioritization tiers.

Once the airport-specific prioritization is established, Step 2 is to coordinate with the LPHA and LEMA
to identify available medical countermeasures and establish distribution parameters. Points to consider
in consultation with the LPHA and LEMA include:

e Location of Point of Distribution (POD — Coordinate POD options; if it is to occur at the
airport, a drive-through model is recommended (see Section 3.4.3 for more details).

e Coordinate Quantities — Consult the tiered distribution model to establish the quantity of
medical countermeasures needed and an approximate schedule.

e POD Planning and Logistics — Coordinate to identify personnel and resource needs.
e Establish Responsibilities — Identify POD positions and staff for training.

¢ Training and Exercises — Provide various types of training, including position-specific training
(as needed) and just-in-time training (for greeters and non-medical staff); conduct a drill prior to
beginning distribution of medical countermeasures to evaluate and improve the process.

21 Adapted from Airport COVID-19 Vaccine Closed Point of Dispensing, Denver International Airport, January 5, 2021.
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Employee Communications — Provide employees with web links for updates and additional
information, as needed; prior to mass notification of airport employees, validate messaging with
the LPHA and LEMA.

Tracking and Privacy — If possible, track distribution of medical countermeasures via existing
human resource systems to maintain confidential records.

Staff Counsel — Work proactively with human resources and staff counsel to address legal issues
and any necessary waivers.

Language/Special Needs — Address language barriers and accessibility needs.
POD Worker Priority — Provide vaccinations to POD workers prior to POD activation.

Once plans are established and vaccine availability is confirmed, the next step is to communicate with
employees and their supervisors to begin scheduling. A checklist to support planning for providing
medical countermeasures to airport personnel is provided in Appendix C6-2.

3.4.3 Medical Countermeasure Point of Distribution

A drive-through POD model is preferred to support safety during an epidemic or pandemic, and offers a
relatively simple method to distribute the greatest amount of medical countermeasures. A drive-through
POD may use airport parking lots to distribute medical countermeasures to vehicle occupants pre-
authorized to receive it. Staging areas will also be necessary to support material storage, registration,
patient education, dispensing, and patient counseling. Bottlenecks and gaps may be created by not
having an adequate flow pattern. A general POD flow diagram is provided in Figure 3-3.

Figure 3-3. POD Flow Diagram

Parking
. Symptomatic
Triage (to hospital)
y
Information
! 1
Drug Dispensing Drug Dispensing
(special needs) (non-special needs)
I |
v

Monitoring Area

Operational considerations are described below.
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INITIAL OPERATIONAL CONSIDERATIONS
Parameters that support ease of operation, expedited distribution, and safety include:

e Require pre-registration and accept patients by appointment only.
e Pre-registration enables monitoring and planning for upcoming patient flow.
e Gather information during pre-registration to expedite processing.
e A separate process should be employed if subsequent doses are required or recommended.
e This model is dependent on weather conditions; consider shelter for staff and storage for
equipment and medications.
TRAFFIC CONTROL
While pre-registration and appointments should improve traffic control, the following measures should
also be considered to address vehicular traffic control:
e Traffic control points should be stationed at the beginning of the POD flow so that traffic can be
routed to the proper entrance.

e Traffic control points should have signs directing patients to different lines depending on needs
of the individuals in the vehicle (e.g., language, special needs).

e Traffic flow should be maintained at a pace that does not cause bottlenecks.

e Traffic control points should be stationed at the end of the POD flow to direct traffic to the
monitoring area and exit.

e Provisions should be made for medical emergencies and for cars running out of gas.

DRUG STORAGE

Vaccines and other medications require special storage, which may include extreme refrigeration. While
storage issues should be managed by the LPHA, the following considerations may be important to
airport authorities:

e Drug storage needs are an important priority, and power, networking, and space needs must be
accommodated
e Two types of storage are necessary:
1) bulk supply storage away from traffic
2) supplies for each station

e Security is necessary at all storage locations

TRIAGE

While risk communication should indicate to patients that they should not attend a POD if feeling ill,
triage should be available. Medical personnel should be available to perform initial assessment for every
vehicle, and procedures should be in place to ensure that symptomatic patients go to the nearest hospital.
DRUG DISTRIBUTION

Drug distribution stations generally require completed pre-vaccination checklist forms, which may be
similar to the example in Figure 3-4. Procedures for registration and drug distribution include:

e Pre-distribution checklists will be required from all recipients.
e Medication will be provided along with the drug information sheets.
e A pharmacist will be present to oversee the dispensing operation.
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¢ Confidential logs may be Figure 3-4. Example Pre-Vaccination Checklist
kept on who received
medication.
. . Prevaccination Checklist
e Staff will review all for COVID-19 Vaccination
documentation.

Name
ioth children and adulte):

ne if there is any reasen COVIC- 19 vaccine cannat b= given today.
5 ot ily mean the i begiven, it just means

e Personnel will monitor
those receiving medications
for a specified period of
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For vaccine recipients

Don't
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1. How old is the person Lo ke vaccnatac?
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e Security should be posted at
each distribution station for crowd control.

e The number of stations for drug dispensing will be dependent on the number of staff available.

PATIENTS WITH SPECIAL NEEDS
The POD should include plans to dispense medication to the following special needs groups:

e Physically disabled e Frail elderly

e Chemically dependent e Sight impaired

o [lliterate e Hearing impaired
SECURITY

Security considerations include:
e All operations staff should be badged to clearly identify them and their access to specific areas
and/or functions.

e Security should be posted at traffic control points to ensure that security issues do not arise
between patients.

e Security should be posted at the triage area to prevent patients from bypassing the station.
e Security should be posted at all entrances and exits.

e Security should be posted near drug storage areas.

e Roving security patrols should be present throughout the POD to assist staff as needed.

SAFETY
Given the inherent risks of a communicable disease event, the following safety measures should be
employed at PODs:
e Conduct just-in-time safety training for all volunteers based on LPHA guidelines.
e Ensure a plentiful supply of PPE, including high-visibility vests for those in high traffic areas.
e Do not transfer documents by hand.
e Ensure that appropriate types of waste disposal are available for PPE and contaminated articles.
e Interface with public health officials regarding safe handling of medications/vaccines.
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GENERAL OPERATIONAL EQUIPMENT

Operational equipment typically found at a POD is provided in the list below. The LPHA, LEMA,
and/or healthcare providers should provide most of the equipment. Additional medication-specific
needs, such as level of refrigeration, should be addressed on a case-by-case basis in accordance with
manufacturer requirements. POD operational equipment generally includes:

e (General information signs for the POD e Generators, exterior outlets for generators,

e Triage signs directing people to exterior lights, flashlights

appropriate lines e Sanitation supplies, cleaning supplies,

e Barriers to direct people into the triage garbage cans, and biohazard bags

area and entrance e Shelters, water, and coolers

e High-visibility vests for traffic control e Reliable internet/Wi-Fi connection
personnel e Dispensing supplies

e Office supplies e PPE — Masks, disposable gowns,

e Public information sheets in multiple disposable gloves
languages, including fact sheets on the e Tables and chairs

communicable disease, and specific

. . . " e Fax machines, copier machines
information sheets on medical conditions » COp

e Communications equipment, including 2-
way radios for internal communication,
radios for communication with the EOC,
and telephones

STAFFING REQUIREMENTS FOR DRIVE-THROUGH POD

An example POD staff organizational chart is provided in Figure 3-5. The positions described in the
chart support the functions described above, and allow for coordination with jurisdictional EOCs among
health officials, emergency management, and airports.

Figure 3-5. POD Staff Organizational Chart
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Based on the organizational chart above, Table 3-1 provides a staffing model to support POD
operations. Coordination with the LPHA and LEMA will enable more precise determination of staffing
needs.

Table 3-1. Staffing Model, Five Lane Drive Through POD?

POD Position Staff Per Shift
POD Manager 1
Safety Officer
Public Information Officer
Medical Operations Team Leader
Screeners
Triage Support
Dispensers/Vaccinators
Translator
Security Operations Team Leader

Ol = 2 01 U1 01 = —a A

Greeters

—_
N

Security Officers

—_

Logistics Team Leader
Vaccine Runners

[ e

Supply Runners
TOTALS 49

This staffing model may expand or decrease in number and scope depending on the size of the event and
the limitations of the POD’s physical area. A checklist for medical countermeasure distribution and
POD operations is provided in Appendix C6-3.

3.5 Airline and Tenant Tactical Coordination

Preparedness guidance and lessons learned indicate the need for coordination between airport
authorities, airlines, tenants, and passengers in support of communicable disease response. Information
is provided below regarding opportunities for coordination and education, as well as assessment of
ongoing exposure control measures to facilitate a safe environment for passengers and employees.
Airport stakeholder coordination tools are provided in Appendix C7.

3.5.1 Airline Measures

Measures taken to control exposure to communicable diseases in airports have the best opportunity to be
effective if they are applied consistently within the departure airport, throughout air travel, and at the
destination airport. The recommendations below focus on airlines and measures taken on aircraft. They
and summarized here as items that airport authorities may want to discuss with airlines to coordinate
exposure control throughout the air transport continuum. Specific issues focusing on aircraft and airline
operations include:

22 Adapted from Airport COVID-19 Vaccine Closed Point of Dispensing, Denver International Airport, January 5, 2021.
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SEAT ASSIGNMENT PROCESSES:

e Maximum risk reduction results from maintaining a social distance consistent with public health
guidelines.

e Airlines should consider limiting seat availability to enable passengers to maintain social
distance from each other during the flight.

e When social distancing cannot be practiced on a flight, passengers should be made immediately
aware and be offered alternative flight options without penalty.

e If physical distancing is not achieved in flight due to passenger load, seat configuration, crew
dead-heading, or other operational constraints, crew members should ensure that passengers
onboard the aircraft adhere to all other preventive measures, including wearing masks, strict
hand hygiene, and respiratory etiquette.

ADJUSTED BOARDING PROCESSES

e Airlines should board passengers in ways that reduce the likelihood of passengers having to pass
or wait in close proximity to each other (e.g., board all window seats first, board from the back of
the aircraft forward), as long as the boarding process is consistent with FAA weight and balance
requirements.

LIMIT/SUSPEND ONBOARD CUSTOMER SERVICES

e Limit or discontinue food and beverage service on short-haul flights, or require dispensing in
sealed, prepackaged containers.

e Suspend unnecessary in-flight services that require crew/passenger interactions, such as duty-
free item sales.

e Continue to comply with disability access requirements such as providing boarding or deplaning
assistance, on-board wheelchairs, assistance to the aircraft lavatory, and opening food packages
for people with disabilities as needed.

SEGMENT LAVATORY ACCESS
e Designate passenger lavatory use based on seat assignment to limit cabin movement.

¢ Provide disinfectant wipes in lavatories for passengers and crew to wipe down high-touch
surfaces before and after use.

PPE FOR CREW AND ILL PASSENGERS
e Ensure crew have adequate onboard PPE to mitigate communicable disease exposure.

e Equipment should include Universal Precaution Kits that contain adequate protection in cases of
suspected communicable disease-related illness for both crew and passengers.

e Provide necessary PPE and training to enable crew to follow CDC guidelines for responding to a
sick passenger with communicable disease symptoms:

o Have protocols in place for isolating potentially ill passengers discovered during flight.
o Train all crewmembers on those protocols.

o Use additional standard procedures to prevent spread of diseases on commercial aircraft
as described in CDC guidance.??

23 CDC.gov: https://www.cdc.gov/quarantine/air/managing-sick-travelers/commercial-aircraft/infection-control-cabin-
crew.html
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ADDITIONAL CREW PROTECTIONS:

Assigned crewmembers should provide service only to specific sections of the cabin to the
maximum extent possible.

To the extent consistent with FAA regulations, cabin crewmembers should be seated in
passenger seats if necessary to improve social distancing.

Crewmembers should not share equipment used for safety demonstrations without adequate
sanitization.

DISEMBARKATION PROCEDURES:

Airlines should prohibit passenger queueing in the aisle when departing the aircratft.
Passengers should be required to stay seated until it is their turn to depart.

AIRCRAFT DISINFECTING:

Airlines should ensure aircraft cabins are disinfected between each flight segment when
passengers and/or crew change.

Personnel should use appropriate PPE and cleaning supplies to clean frequently touched surfaces
in the cabin between each flight, including the galley, arm rests, tray tables, screens, seatbelt
buckles, etc.

Lavatories must be cleaned between each flight.
The flight deck should be cleaned between each crew change.

Airlines should consult with aircraft manufacturers to ensure cleaning products and processes do
not damage aircraft equipment.

CBP CLEARANCE (AS NEEDED)
Airlines and airports should work locally with CBP to support and promote the following measures:

Separate passengers within the CBP queuing space to adhere to social distancing practices.

Limit the number of passengers allowed into the Federal Inspection Station (FIS) area at any one
time to the extent possible.

Consider expanding existing facial biometrics capabilities for primary processing to limit the
need to handle documents and to maintain separation between the public and officers.

Consider expanding ways to verify traveler documentation to enable maximum social distancing.

Streamline local processes and passenger flows for the rescreening of passengers with
connecting flights.

Develop necessary infrastructure changes to implement modified egress, enable installation of
Plexiglas barriers at locations not currently available, and eliminate any potential choke points
upon exiting the FIS area.

Encourage participation in CBP’s Global Entry program for crew and passengers, which
provides expedited inspection and clearance, thereby reducing lines and congregation in the FIS
area.

Default to verbal customs declarations where appropriate.

An Airline Coordination Checklist is provided in Appendix C7-1.
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3.5.2 Passenger and Personnel Education

Internal and external communications strategies should include education regarding proper travel
etiquette and exposure control measures among passengers, crewmembers, and airport workers of all
kinds. Education materials should do the following:

e Discourage symptomatic or ill passengers, crewmembers, airport workers, and those with known
exposure to a person diagnosed with a communicable disease from coming to the airport in
accordance with public health guidance.

e Enhance education for passengers on what to do and what to expect before, during, and after
travel, including the additional time and responsibilities they should expect to incur (screening,
social distancing, masks, etc.).

e Provide passengers with all available information regarding local conditions, including any
restrictions on travel via as many communication channels as possible.

Also see Section 3.7, Risk Communications, for more guidelines regarding external communication.

3.5.3 Daily/Routine Reporting

Throughout the course of a communicable disease event, it may be useful to conduct daily assessment
and reporting of activities, issues, and potential hazards at the airport, including:

e PPE breaches
e Shortages of cleaning materials
¢ Incidents involving passengers and airport workers

¢ Concession/contractor non-compliance with policies and requirements

This approach is consistent with near-miss reporting and other risk-based monitoring of health, safety,
and compliance issues. A Daily Report Form is provided in Appendix C7-2. Airport authorities may find
it useful to assign responsibility for this form to supervisory personnel. The form may also be shared
with other airport stakeholders for their use in reporting and communicating among their employees and
with the airport authority. When compliance deficiencies or hazards are found, best practices and
recommended actions for mitigation should be followed.

3.6 Personal Protective Equipment

For most pathogens, the probability of contracting a communicable disease is determined by 1) Duration
of exposure; 2) Distance from infected party; and 3) Dose or amount of pathogen to which a person is
exposed. These factors are important in choosing PPE, particularly respiratory protection such as masks.
During an outbreak, and particularly under epidemic and pandemic conditions, certified respirators*
may be in short supply, and are likely to be reserved for healthcare workers. For this reason and due to
practical considerations, the CDC recommended the use of cloth masks throughout the COVID-19
pandemic to support respiratory protection in the general public.

Additional considerations for PPE selection and use are discussed below. A PPE checklist is provided in
Appendix C8.

24 In the U.S., respiratory protection and other PPE devices are approved by the National Institute for Occupational Safety
and Health (NIOSH) and all devices are marked as such with the NIOSH logo, approval number, and efficacy rating.
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3.6.1 Risk-Based Approach

Traditional occupational safety and health guidelines suggest a risk-based approach to choosing and
using respiratory protection and other PPE. The CDC definition for a “close contact” relative to
transmission of COVID-19 is when a person is within six feet of an infectious individual for a total of 15
minutes in any 24-hour period.?> However, scientists’ understanding of viral transmission continues to
evolve, and there is nothing concrete about six feet of distance or 15 minutes of exposure. These are
general criteria for indicating risk on a relative scale.

For most pathogens or toxins in a Table 3-2. Risk Matrix for Personal Protective Equipment
workplace or public setting, the
onset of an illness is predicated on _ Duration of Exposure in 24 Hours™
duration, distance, and dose. The Distance ] . )

. . < 15 minutes 15 minutes > 15 minutes
matrix in Table 3-2 characterizes
a risk-based approach to PPE use, > 6 feet Low risk Low Risk Moderate Risk

dose) is highest when there are
many people in an area. This
approach supports determinations *Distance and duration are consistent with many pathogens and may be
used as default measures in consultation with public health officials.

However, if information is available, it is important to adjust distance and
duration based on latest data regarding the specific pathogen of concern.

regarding which employees

within an airport may require

higher levels of respiratory

protection and other PPE, if available.

In an airport setting, other forms of relevant PPE generally include eye protection and gloves. While the
primary source of exposure that may lead to infection is respiratory, additional barriers to the eyes, face,
and hands can also reduce exposure in concert with hygiene and social distancing.

Table 3-3 outlines PPE recommendations based on employee risk category. When exposure potential
cannot be verified, PPE decisions should err on the side of caution.

Table 3-3. COVID-19 PPE Recommendations by Employee Risk Category

Employee Risk Category

Moderate Risk Low Risk
Recommendation Probable/Sporadic Public Limited or No Normal
Exposure Public Exposure
N95 respirator* Yes, if available No No
I\C/Iask/ '.:aif Yes, if N95 is unavailable Yes Yes
overing
Eye Protection Yes Yes No, un]ess funlctlor?
otherwise requires it
Gloves** Yes Yes No, unless function

otherwise requires it

*NIOSH approved; consult CDC guidelines for current recommendations for specific pathogens.

**Masks/face coverings should have two or more layers of washable, breathable fabric, completely cover the nose
and mouth, and fit snugly against the sides of your face without gaps.

***Hand hygiene required before donning and after removing gloves.

25 Contact Tracing, Appendices, Centers for Disease Control and Prevention, October 19, 2021,
https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/appendix.html#contact
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3.6.2 Procedural Considerations
If the communicable disease event requires PPE, the following policies should be considered:

e Passengers and airport employees should correctly wear a mask over their nose and mouth at all
times while in the air transportation system. Requirements are likely to differ for children under
two years old, those with applicable medical conditions, or those who are unable to remove a
mask without assistance.

e Airports, airlines, and service providers should have masks available for passengers and airport
workers who may arrive without one or require a replacement.

e While mask usage should be enforced at all times, it is critically important to enforce wearing a
mask any time social distancing cannot be maintained.

e Reasonable accommodations will be made for persons with disabilities or ailments who cannot
wear masks. However, exposure to others should be reduced with respect to time, distance, and
via advanced PPE, if possible.

e Physical barriers or face shields should be used to protect employees and the public in instances
where passengers and aviation workers are asked to briefly remove masks for official purposes.

e Accommodations for persons with disabilities or ailments who cannot wear masks should be
considered on a case-by-case basis, and may include seating that allows social distancing from
non-companion passengers.

e Brief removal of masks should be permitted for drinking or eating.

If the communicable disease is transmissible via fomites, the following policies should be considered for
baggage handlers:

e Ensure baggage handlers wear gloves when handling passenger baggage.

e Train handlers on proper use of gloves and hand hygiene to prevent contamination.

e Provide handlers with an adequate supply of hand washing and sanitizing materials, disinfectant
wipes, and gloves as needed.

The following should be considered for ground transportation drivers:

e Ground transportation drivers (buses, taxis, etc.) should wear a mask while transporting
passengers.

e Barriers should be considered to isolate drivers from their passengers.

The PPE checklist in Appendix C8, combined with situational data, provides the Safety Officer with
information to develop a risk-based Safety Plan for communicable disease response operations.

3.6.3 Public Health Mandates

Historically, there have been few instances where local, state, and/or federal agencies have issued
mandates for public health purposes. Protective measures in the form of mask mandates were issued
during the pandemic influenza outbreak in 1918, and in 2014 a few people were subjected to localized
quarantining due to the fear of Ebola. As a result of the COVID-19 pandemic, on January 31, 2021, the
TSA issued Security Directive (SD) 1542-21-01: Security Measures — Face Mask Requirements. The SD
defines requirements for mask use for all airports regulated under 49 CFR § 1542.103 and airlines that
have exclusive area agreements under 49 CFR § 1542.111.
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In lieu of the risk-based safety process described above, public health mandates may specify necessary
protective measures. Questions regarding public health mandates should be addressed to the LPHA or
the CDC.

3.7 Risk Communications

Robust communication is vital for an effective response during a communicable disease scenario. The
Airport PIO should work with the LHPA and LEMA to develop risk communication products and
advise airport stakeholders about the nature of the communicable disease and its impact on airport
operations. Key functions include:

e Establishing contact with PIOs from LEMA, LPHA, and other emergency response stakeholders
to coordinate messaging and establish a Joint Information Center (JIC) as needed

e  Working with the Incident Commander or their designee to establish an approval process for
public messaging

e Establishing communication links with airport stakeholders, including:

o Internal: o External:
= ARFF =  General public
= Airfield service providers =  Hospitals and healthcare providers
= Airlines =  Hotels/hotel associations
= Concessionaires and retailers =  Media
= CBP = Other peer airports
=  EMS providers =  Tourism/travel organizations
= FAA =  Travelers

= Ground transportation providers
= Law enforcement agencies

= TSA

= Other stakeholders as necessary

General PIO and crisis communication functions are addressed in Appendix C9, Risk Communications
Checklist. Communication needs relative to communicable disease scenarios are described below.

3.7.1 Traveler Communication Needs

Travelers should have access to consistent and accurate information regarding requirements and
restrictions for air travel during an infectious disease outbreak. Requirements and restrictions are
generally determined via health authorities at the local, state, or federal levels, and may include:

e Postponing travel for those who are symptomatic or test positive for a pathogen

e Health screening measures and testing protocols to identify potentially exposed persons

e PPE requirements

e Hygiene and sanitary requirements

e Social distancing requirements

Ideally, travelers should be able to access restrictions and requirements prior to their arrival at an airport
via airport and airline websites, social media, recorded telephone messages, and print media. The news
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media can also serve a vital role in informing travelers of restrictions and requirement