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HERC Region 4 LTC Active Shooter TTX AAR   

Western Wisconsin Healthcare

 


Incident Overview

Name:  HERC Region 4 LTC Active Shooter TTX
Date/Location: 26 April 2023; Riverside Transitional Care, La Crosse, WI
Incident Hazard or Threat: Active Shooter 
Incident Summary: An individual is seen in the parking lot with what appears to be a hand gun walking toward the front entrance.  Upon entering the facility, the individual begins yelling; “no one treats my family this way”, shortly after this gun fire is heard inside the facility.  9-1-1 receives reports of an individual shooting indiscriminately on one of the wings at your facility.

Staff and residents begin fleeing from the area and disperse in all directions and upon arrival, 

law enforcement neutralizes the shooter while attempting to flee the scene.  There are a number of wounded, some in critical condition.  Media outlets have begun showing videos and spreading misinformation about the shooting
After Action Report / Hot Wash: The Hot Wash/AAR allowed an opportunity to solicit facility feedback and collect response data to validate processes that worked and identify areas of improvement for processes that were not effective and provide recommendations to enhance these areas. These identified strengths, areas for improvement and suggested corrective actions are captured in this After-Action Report (AAR) and associated Improvement Plan (IP) Matrix.
List of participating agencies:
Lake View Health Center

Hillview Health Care Center

Riverside Transitional Care
Region 4 Coalition 

Rolling Hills Senior Living

Bethany St. Joesph's

Morrow Home

La Crosse County Emergency Management
Gundersen Tweeten

Harmony Care Centers

Gundersen Health System – La Crosse/Hospital

Mayo Health System/Sparta Clinic

La Crosse Fire Department/EMS
Editors Note: During the execution of the exercise, the city was under a flooding threat, with the Mississippi River cresting on the day of the exercise.  Due to this, some of the supporting agencies were preoccupied with other duties concerning this real-world event.  Some of those agencies participated via phone check ins or proxy agencies, but still provided information that would have been addressed during a real event such as this.  
Analysis of Incident Core Capability Performance

Aligning incident objectives and core capabilities provides a consistent taxonomy for evaluation that transcends individual events to support preparedness reporting and trend analysis. Table 1 includes the incident core capabilities with associated overall performance ratings (P, S, M) as evaluated in the event after action debriefing.
Table 1-Summary of Core Capability Performance
	Core Capability Performance


	Rating

	Operational Communications 
	S

	Operational Coordination 
	S

	Public Information & Warning
	S

	Resident Evacuation & Accountability
	S

	Ratings Definitions

	· (P): The targets and critical tasks associated with the core capability were completed in a manner that achieved the objective(s).

· (S): The targets and critical tasks associated with the core capability were completed in a manner that achieved the objective(s) and did not negatively impact the performance of other activities.  However, opportunities to enhance effectiveness and/or efficiency were identified.

· (M): The targets and critical tasks associated with the core capability were completed in a manner that achieved the objective(s), but some or all of the following were observed: demonstrated performance had a negative impact on the performance; contributed to additional health and/or safety risks; and/or was not conducted in accordance with applicable plans, policies or procedures.


Core Capability: 1. Operational Communications          
Description: Ensure the capacity for timely communications in support of security, situational awareness, and operations by any and all means available, among and between affected organizations that are impacted by the event and all response agencies.
Analysis and Key Observations: 
At the beginning of the exercise, a staff member saw a sidearm on a visitor prior to shots fired and called 911, promptly after that the Facility Administrator/Patrick was notified.  It was noted that as much information should be given to dispatch, who, what, when, where, why, in order to paint the picture for law enforcement before and when they arrive.  The facility received active shooter training by the La Crosse County Sheriff’s Department prior to the exercise, where the staff learned that law enforcement will ensure scene is safe by going straight to the threat, which may take some time.  The shooter came in through front entrance and went to 600 hallway, an alert went out to other staff in the facility.  The facility has various ways of doing this, however it was not demonstrated in real time, due to the concern for some of the residents and the process was explained for all attending to understand how this would take place.  It is considered important to give a description and what type of weapon(s) the shooter has, if known, this allows law enforcement insight into the capabilities of the suspect.  It was explained that when police arrive, keep hands visible with palms up and stay down, point direction of danger with description if known and follow directions of law enforcement.  Once the incident is deemed safe the Facility Administrator, Patrick, will activate the incident command and pre identified staff should report to the designated location for further instructions.  Once activated, someone should be assigned to start notifying families with known condition of residents, department heads must reach out to all staff to get all hands-on deck.  Hannah sent a test emergency message to nursing staff and had 3 nurses and 3 CNA’s respond.  Calls made to family members that will potentially take resident with 2 families responding saying they would accept their family members during the investigation period, about 2 weeks.  Pastor Linda sends out communication to look for other pastors to provide pastoral care, 7 responding to the request for support.  During the course of the exercise, the facility administrator maintained contacted with the HERC coordinator to provide updates in EMResource so the region and DHS could maintain situational awareness of the event, see Appendix A for a copy of the messages.
Strength(s): Very good communication between all of the staff.  Utilizing the HERC as a communication tool for other organizations in the coalition will greatly enhance the alert process and remove much of the burden of communicating and later coordinating for potential resident evacuation operations.  Staff were quickly identified to do various tasks that supported the actions immediately following this type of event.  Swift action by staff spotting a potential active shooter prior to shots being fired, followed by quickly calling 9-1-1 for assistance would be critical if this would have been a real event.  Follow up actions by staff to begin to bring in additional staff happened in a timely manner, this coupled with the facility pastor reaching out for additional support, demonstrated a clear knowledge of senior staff knowing what critical steps that needed to be taken.
Recommendation(s): A process needs to be developed to craft messages for residents and staff families to call shortly after an event such as this.  The use of 2-1-1 will be very important to leadership, as this will provide initial information and possible directions for families to follow when the time is appropriate for post event updates.  The staff were not aware of such this capability and should consider adding this to their emergency plan(s).  Emergency plans need to include the county emergency manager in this, this individual has many capabilities and support assets the facility does not have. Continue to refine the internal and external messaging plans for the facility.  This should include social media and altering staff and family members of an emergency at the facility.  Social media was not discussed very much and should not be forgotten about during events such as this.  Good communication builds trust among family members and the community.  Rehearse plans for events such as this and incorporate training for all staff, new or staff that has been for a long period of time.  Conduct round table discussions for situations such as this.
Core Capability: 2. Operational Coordination 
Description: Establish and maintain a unified and coordinated operational structure and process that appropriately integrates all critical stakeholders and supports the execution of appropriate actions that supports a desired outcome.
Analysis and Key Observations: 
Once the situation is secure and the incident command was established, various coordination actions began to take place.  As noted in the communications portion of this document, actions need to take place to notify families and other agencies of current ongoing actions that are taking place internally.  Staff are now being assigned to start notifying families with known condition of residents, information provided under the direction of the overall Incident Commander, local law enforcement.  Doing so, an opportunity was identified to ask if families would volunteer to take care of their loved one until they could return to the facility after the investigation was completed; of note, 2 families responded they could and would do this.  During the incident, there were 2 fatalities, 1 staff and 1 resident, and 8 were injured, 2 staff, 5 residents and 1 visitor. Staff were assigned to calls the families of those injured.  Further coordination needed to notify the next of kin for those that were killed, this is a conversation that needs to take place with the county coroner/medical examiner due to the ongoing investigation.  Of note; no mention was made of the visitor and how that family would be notified or addressed.  With the identification of residents that will need to be evacuated due to the investigation, leadership identified that additional staff will be needed to support the residents that did not need to be evacuated and those what will be evacuated.  A recommendation to reach out to Brenda Lutz-Hanson, La Crosse County public health, with prepared numbers for extra resources through WEAVER and the MRC, the facility identified that these positions filled would be paid positions, which makes it easier to find temporary help or volunteers.  It was noted by the La Crosse Fire Department (LCFD) that the facility administrator or liaison would need to be sent to incident command for ongoing coordination and for situational awareness, this will be critical for the facility to gain and maintain insight into the overall coordination that is taking place with various outside assets and to be aware of any required meetings the facility would be required to attend.  A chain of command should be identified and all staff informed of the structure and if the facility administrator is required to leave the facility, everyone will know who is now in charge and an announcement should be made to all staff to ensure they understand the change in the command structure.  In this case the D.O.N. took over when the facility administrator was requested off property.  A process was established for staff coming in to help, they were notified to have Riverside identification and password (great care), this way the police controlling the entrance into the area are aware of their intentions and have a legitimate reason to be there.  Once accountability is achieved for everyone, the next critical step is to determine which residents will stay and which ones will be relocated temporarily.  Sierra and Miranda reach out to the identified facilities to see how many residents they can take and transport, with or without staff needed.
Once a determination was made with all the supporting facilities of where they could go, the leadership was briefed, locations finalized and residents and their families were notified.  The staff then determined what type of staff support would be needed and who would be assigned to the new location or request for additional staff made, coordination was then determined by staff such as pick up or drop off time, how many, where to and what is needed to accompany the resident and transportation needs.  The facility would coordinate with the county emergency manager for transport needs if that was identified as a requirement for movement.  The MDS nurse will give a nurse-to-nurse report and find out supplies/staff needed for the new location, the MDS will work on paperwork to send with resident.  The discussion of food preparation was concentrated around the concept if the kitchen was not accessible for a period of time and were could this gap be filled.  A possible solution could be from local churches for space in making food, or for temporarily used as shelter.  Use of catering or use of other NGO’s, such as the Red Crosse.  If residents needed to be moved out of state, where would funds come from to pay for their lodging, fold, etc., this was identified as a gap and would be considered as a last resort due to some residents having WI state funds supporting their current location.
Strength(s): 
Incident command was established once the situation was secure, various coordination actions began to take place.  Tasks were quickly assigned and coordination began promptly to relocate residents that would be affected by the ongoing investigation by law enforcement.  Staff are being assigned to start notifying families with known condition of residents and simultaneously affected residents that needed to be relocated, those families could be approached to see if they would be willing to host their family member until they could return to the facility*.  A lot of discussion concerning the procedures for covering the staff that were injured or killed by the shooter.  This indicates that procedures were in place and staff understood what was needed.  Staff were quickly assigned to contact other facilities that were identified to support the relocation of residents, the staff understood what was expected of them and what time frame was needed to relocated residents.  Leadership provided guidance and reinforcement as was needed throughout the relocation process.  Chain of command was identified quickly and reinforced when changes were made to the existing chain of command.  The staff was adaptive and discussed various courses of action in the event law enforcement increased the size of the quarantined area in the facility.  An example of this was when it was determined that the affected area was not just the wing in which the shooter fired his shots, but also that the hallways leading into this wing would be shut down as well, thus increasing the number of residents that needed to be relocated.  This success will only be reinforced with training and rehearsals moving forward.  A recommendation would be to periodically conduct this training or conduct table top discussions surrounding these situations.  The facility maintenance staff would have been coordinating with the first responders alerting them to potential hazards with the local wildlife that may try and enter into the facility through broken windows, thus contaminating the crime scene and coordinating with law enforcement to secure any entrance points that wildlife may try and enter through.  They would also work with law enforcement to ensure that no power lines, water lines or any other critical infrastructure items were not damaged due to the shooter.
Note: Staff should be prepared to address questions regarding payment during the period the family member stays at a private residence.  This information should be known prior to making calls and asking about relocating residents temporarily.  
Recommendation(s): As noted in the highlights above, the facility did not account for the visitor that was wounded in the incident.  This individual was not noted in the notes taken during the exercise.  Something of this nature could have a severe impact on the facility, anyone injured on facility property must be follow up on.  There was discussion about where an EOC should be located, and possible an alternate.  This would be a recommendation for future training and or exercises.  More than one location is preferable, due to the unknown events that could unfold at the facility, a recommendation for a location outside of the facility should be considered as well, for events such as fire, flooding, or some other event that requires the facility to be evacuated in its entirety.  A supporting facility noted that they were contacted for support, however, the request was sent via “a familiar individual” rather than via an “official” channel.  Future coordination should be accomplished through proper channels to ensure timely response by supporting facilities.  There was a delay in achieving the desired information due to locating the right person for the information to be processed through.  For alternate sources of staff for short periods of time, consider utilizing the WEAVER program or requesting support from the regional Medical Reserve Corp (MRC).  The program point of contact for the region is Ms. Brenda Lutz-Hanson with the La Crosse County Public Health Department.  Her contact info is BHanson@lacrossecounty.org or 608.792-1503.  With as busy as everyone will be during an event such as this, consider utilizing the 211 system.  To gain access to this program you must work through your county emergency manager, Tracy Hameau, thameau@lacrossecounty.org or Office: (608) 789-4811, Cell: (608) 386-5911.  For more information regarding this program contact the Great Rivers 2-1-1
 office for Ms. Carla Lundeen; O: (608) 775-6335, F: (608) 775-4766 or cflundee@gundersenhealth.org. See Appendix B for a sample form to submit for information needed for incident support. 
Core Capability: 3. Public Information and Warning
Description: Review plans, policies, and procedures that support public information needs, to ensure the delivery of coordinated, prompt, reliable, and actionable information to the whole community both during and in the aftermath of an incident.
Analysis and Key Observations:  As the event is in it’s initial stages, warning staff, residents, and family members of the situation is the most critical.  These warnings are for both those inside and outside the facility.  It will be important to provide correct, timely and frequent information to the public and staff as the event progresses.  Collaborating with law enforcement to ensure a unified message is being put out will be vitally important, as this will demonstrate to the public that the facility and law enforcement are working in tandem to provide the most accurate and timely information as the situation allows.  In addition to coordinating with local law enforcement to develop and provide a unified message, the organizations PIO will be very much involved, Todd Wilson.  The facility would post a message on its’ FB site alerting staff and family members of an event currently in progress at the facility, the same message would also be posted on the facilities website, either by the site administrator or Todd Wilson the corporations PIO.  A pre-recorded message for call line (staff/residents) would also be developed and recorded in an attempt to reduce the number of inquiries that facility would be receiving.  The facility Administrator and corporate PIO would send email with information that can be shared to the public, it should be noted that this coordination might have to take place via phone or email due to the facility being secured by law enforcement.  
Strength(s): The organization felt that they currently have an effective way of alerting families and staff about emergency situations that are taking place at the facility in a rapid manner.  An external contact list facilities have was referred to again as an effective way of alerting and warning outside agencies there is an emergency situation ongoing.  Alerting the HERC Coordinator so that he can alert as many in the region as possible and posting an alert in EMResource could be the most effective way of spreading the word around the region and preparing regional partners of a potential surge situation.  Again, the utilization of 2-1-1 would also be an effective way to alert and keep family and staff that are not present, aware of the ongoing situation.  Continue to utilize the HERC coordinator for alerts and updates for the region, alerts can be posted in EMResource to notify many in the region that an emergency event is ongoing
Recommendation(s):  The PIO should be a focal point during situations such as these, but must also be consulted when posting things on social media, again to ensure a unified message is be relayed to the public PIO training is something that needs to be included on future training schedules for facilities and consider mock briefings to staff and others to fine tune media presentations and assist with the corporate PIO if that individual is not allowed inside the facility for an extended period of time.  The corporate PIO was not present during this exercise, this should be a consideration for future events such as this. Coordinate ahead of time with local county public health to better understand the WEAVER/MRC request process and pre identify defining what maybe needed to support evacuation needs.  Familiarity with the 2-1-1 platform and how it works would be a good source of support during such an event, understanding this now instead of learning on the fly would be of great advantage to the facility.  
Core Capability: 4. Resident Evacuation, Tracking & Accountability
Description: Discuss plans and policies designed to provide track resident movement or accountability as they are transferred to other facilities during evacuation purposes.  

Analysis and Key Observations:  As the situation allows, staff would begin to take accountability of all residents in the facility.  This would require cooperation and coordination with law enforcement to ensure that the situation was safe. Staff would not be allowed to enter the scene to retrieve and account for missing residents, so a location of where to gather those not harmed but still within the crime scene can be moved to for accountability and medical attention as needed.  It was determined that staff accountability would be done by the department leads to ensure that all staff was accounted for, notification of next of kin would need to be coordinated with the county medical examiner and law enforcement to ensure proper protocols were being followed.  Accountability for residents and visitors is needed with a known number of residents, 52, but an unknown number of visitors.  Missy will account all residents, including those on appointments, and Hannah will account for all nursing staff.  Accountability for those injured, 7 were injured (2 staff and 5 residents) and 2 fatalities, 1 staff and 1 resident, and 1 visitor. 

Once accountability was taken, the task fell to how many residents need to be relocated, which residents will stay and which ones will go.  The next step identified was to create lists (extra staff coming in, residents leaving, residents moving to open beds here, staff needed at ongoing facility) to ensure that complete accountability was taken at all times.  It was felt that the facility had a good grasp on the accountability of staff and residents, it was felt that this was a strength, but reinforcement for continued rehearsals would be important.  
Strength(s):  A good tracking system when transferring, evacuating residents out of the facility as details of who, where and when they were going to be transferred seemed to be well established by the staff tasked with this process.  Accounting for the residents and staff as the situation allows is a priority for all, this too would be coordinated with law enforcement to ensure the scene was safe and any concerns by residents could be alleviated with the cooperation with the staff and law enforcement.  A recommendation was made to utilize the county emergency manager for transportation needs if a supporting facility did not have the capability to do so. The staff was flexible and adaptable to the situation, they identified locations to accumulate those residents that will be affected by the evacuation and began to coordinate for their temporary relocation.  Close coordination with the first responders is vital for the movement and relocation of residents to a predetermined location within the facility.  Overall good teamwork and strong leadership by the administrator and DON.
Recommendation(s):  Consideration needs to be given to utilizing outside assets such as the county emergency manger for things such as transportation assets and access to the 2-1-1 system.  These two items alone will assist greatly throughout an incident such as this.  Future training and rehearsals should include staging residents, to gain an idea of how many can be located in a designated staging area can hold, develop evacuation packets and checklists for staff that are tasked to call other facilities for assistance to ensure the right information is gathered and proper information is shared with other facilities.   One significant flaw that was discovered was the facility does not know how many visitors are in the facility at any given time, situations such as this will dictate some kind of tracking system to ensure everyone is accounted for at all times.  If the facility does not have a resident tracking board that can be moved from one location to another, consideration should be given to developing such a tool. 
Hotwash Input

Sustains

-
Teamwork and collaboration

-
Effective communication

-
Trust with one another

-
Increased preparedness

-
Learning experience
Improves

-
Knowing job duty and having alternative personnel

-
Family notification

-
White board for command center (needs to be portable)

-
Identify a safe place

-
Add payer source list

-
More drills

-
Can ECS become a SNF in case of emergency?

-
Maybe have DHS participate for Q&A

-
Information needed from facilities coming to pick up: contact name, phone number, ETA, etc.

-
Track who has left facility: when, with who, where, etc.

-
Directions/address/phone # for point of contact

-
Directions/address/phone # for facility taking residents
Exercise Sponsor:  Wisconsin Healthcare Emergency Readiness Coalition, Region 4

Point of Contact:  Loren Klemp, Region 4 HERC Coordinator 
608-751-0698 

loren.klemp@gmail.com 
This IP has been developed specifically for HERC Region 4 based on the response to the Long-Term Care Active Shooter full scale exercise; 26 April 2023
	Core Capability
	Recommendations
	Primary Responsible Organization
	Target Completion Date

	Operational Communications

	Utilize the HERC for a wide area coverage
	Riverside & HERC
	December 2023

	
	Familiarize with 2-1-1 system and how to obtain
	Riverside
	December 2023

	
	Establish communications with county Emergency Manager
	Riverside
	December 2023

	
	Incorporate more drills and exercises into facility training plans to reinforce processes
	Riverside
	December 2023

	
	Conduct round table discussions to garner staff input
	Riverside 
	December 2023

	Operational Coordination

	Identify a primary and alternate EOC within the facility; consider a location outside the facility
	Riverside
	December 2023

	
	Incorporate WEAVER and MRC into emergency personnel staffing plans, coordinate with LCPH
	Riverside
	December 2023

	
	Ensure correct points of contact are used and not familiar individuals at potential supporting facilities
	Riverside
	December 2023

	Public Information & Warning
	Internal PIO & social media training for emergency events
	Riverside
	December 2023

	
	Incorporate 2-1-1 into facility plans for external messaging
	Riverside
	December 2023

	Resident Evacuation, Tracking & Accountability
	Visitor accountability after major events
	Riverside
	December 2023

	
	Incorporate county emergency manager into facility emergency response plans
	Riverside
	December 2023

	
	Develop a resident tracking board that can be transported from one location to another
	
Riverside
	December 2023


Appendix A – EMResource Alerts Messages

EMResource Alerts for Riverside FS Exercise

April 26, 2023; 1-4pm
1:00 – Exercise Exercise Exercise: Active shooter reported at Riverside LTC facility, La Crosse, WI.  2575 S. 7th St.  Uknown number of casualties.  Law enforcement and first responders are on scene and enroute.  The scene is not secure at this time.

1:15 – Exercise Exercise Exercise: Update 1: The scene is now secure, 6 known wounded and unknown number of fatalities.  Due to this now being a crime scene, some residents will need to be evacuated.  EMS is evacuating the injured at this time to local hospitals.

1:30 – Exercise Exercise Exercise: Update 3: All injured personnel have been evacuated to local hospitals for treatment.  Law enforcement is beginning their investigations at this time.  Riverside is contacting family members to provide an update to them. 

1:40 - Exercise Exercise Exercise: Update 4: All injured personnel have been evacuated to local hospitals for treatment. Riverside staff are accessing affected staff and will be requesting coordination for temporary transfers until law enforcement completes their investigation.  If you are able to support with housing residents temporarily, an email will be provided in a future update for you to provide your details on how you could support.  A request for transfer support will be provided in the next update.

1:45 – Exercise Exercise Exercise: Update 5: If you are able to support with housing residents temporarily, provide your info to Miranda Rushlow, Admissions Director, email; mrushlow@eaglecrestlife.org.  Please include how many you can take and if you require additional staff to accompany those transferred residents.  Please indicate if you can provide transport to your facility.

2:00 – Exercise Exercise Exercise: Update 6: There are a total of 8 patients, either treated at scene or transported to local hospitals and 2 fatalities.  

3:15 – Exercise Exercise Exercise: Update 7: All necessary residents have been relocated temporarily to other facilities at this time.  No further action is required.

3:30 – Exercise Exercise Exercise: Update 8: The exercise has now ended.

Appendix B – 2-1-1 sample FORM  
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* Required


* This form will record your name, please fill your name.


Information Collection Form: Disaster Events
Use this form to collect details and information from sources to aid Great Rivers 211 in disaster response efforts.


Agency Name * 1.
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Date Contacted * 2.


Please input date (M/d/yyyy)


Approximate Time Contacted (please indicate AM or PM) * 3.


Ask: Who is the best contact we can continue to check in with throughout the disaster? 
Document name and title (if applicable). * 


4.


Contact Person's Phone Number * 5.
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Contact Person's Email * 6.


Another other important information we should know about when or how to contact this 
person?


7.


Consider: What resources are being set up? Where are they being set up? Is there a shelter? What resources will
be available for people to pick up (sandbags, bottled water, trash bags, cleaning supplies, etc.)? 
Are there any places/sites to avoid? 
Are volunteers being requested? If people call wanting to volunteer, is there any information we can share? 


Ask: Please share any information you have about what is happening right now regarding 
disaster response?  * 


8.
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Other Notes or Information not captured elsewhere (optional)9.
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Reminders and Requests to Share with Community Partner Agencies
Requests of Community Partner Agencies:
1. We would request that you or someone from your agency call (211 or 608-498-1566), text (608-498-1566) or email 
(gr211@gundersenhealth.org) GR211 when you learn of additional resources that may benefit the public. We can then share 
that information with those who contact us. 
2. Please email any Press Releases or other vital information about the disaster to gr211@gundersenhealth.org or fax to 1-
608-775-4766 


Other Notes:


If an agency is interested in giving out the GR211 name and phone number as a place to call for disaster information 
they would need to talk with a member of the management team before committing to this. Help make that 
connection by encouraging them to call the On Call Cell Phone at 608-498-1566.


If an agency makes a special request to have GR211 assist them in disaster efforts (i.e., to take calls for volunteer 
needs/help, to take initial damage reports) they would need to talk with a member of the management team. Help 
make that connection by encouraging them to call the On Call Cell Phone at 608-498-1566.


Pass disaster resource information to the members of the database team to add to VisionLink and iCarol (when disaster 
occurs in Minnesota). 


Communicate with staff for oncoming shift regarding calls still needed or missing information.



mailto:gr211@gundersenhealth.org

mailto:gr211@gundersenhealth.org
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This content is neither created nor endorsed by Microsoft. The data you submit will be sent to the form owner.


Microsoft Forms


Add any additional comments or information here (optional)10.






