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US&R GENERAL MEMORANDUM – 2020-029 

March 6, 2020 

FOR:  National Urban Search & Rescue Response System 
Task Force Representatives 

FROM: Fred Endrikat, Chief 
Urban Search and Rescue Branch 

SUBJECT: US&R General Memorandum 2020-029 – COVID-19 Operational Update 

The purpose of this General Memorandum is to provide an operational update regarding the U.S. 
Government’s (USG) coordinated federal response activities for COVID-19 in the United States. 
The President appointed the Vice President to lead the USG effort with Department of Health 
and Human Services (HHS) serving as the Lead Federal Agency (LFA) under Presidential Policy 
Directive (PPD) 44 for this response. Under the National Response Framework all other Federal 
agencies will support HHS through the appropriate Emergency Support Functions.   

 

The response will be carried out according to the National Response framework and along with 
established departmental authorities and standing policies and procedures. The Pandemic Crisis 
Action Plan and associated Adapted U.S. Government COVID 19 Response Plan identify the 
anticipated roles and responsibilities of HHS, other federal departments and agencies, and 
supporting organizations to establish lines of authority and eliminate overlap and duplication of 
effort. 
 
Background 
 

Late in December 2019, Chinese authorities announced a possible epidemic of viral pneumonia 
of unknown etiology centralized on a local seafood market in Wuhan, China.  Estimated case 
onset was early December.  The clinical syndrome includes fever and cough which in some cases 
can lead to difficulty breathing with bilateral lung infiltrates on radiologic imaging.  The virus 
was identified as a novel coronavirus, now named “SARS-CoV2.”  The disease it causes is called 
“COVID-19.”   
On January 10, Chinese health authorities were able to preliminarily identify the novel virus and 
established the source of the outbreak to be associated with a large local seafood and animal 
market in Wuhan City, Hubei Province, China.  This suggested a possible zoonotic origin to the 
outbreak.   
Shortly after discovery of this novel virus, the US Centers for Disease Control and Prevention 
(CDC) established a formal response in order to provide ongoing support to the COVID 19 
outbreak.  CDC established a COVID-19 Incident Management System on January 7, 2020 and 
has been operationalizing all of its pandemic preparedness and response plans, working on 
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multiple fronts to meet these goals, including specific measures to prepare communities to 
respond to local transmission of the virus that causes COVID-19.   
 
HHS established a response effort from the Secretary’s Operations Center on January 28. 
The first U.S. case of 2019-nCoV was confirmed in Washington State on January 20.  CDC 
deployed a multidisciplinary team to Washington to assist with clinical management, contact 
tracing, and communications.  Additional cases continue to be identified. CDC has deployed 
multidisciplinary teams to assist health departments with clinical management, contact tracing, 
and communications.   
 
On January 30, the International Health Regulations Emergency Committee of the World Health 
Organization (WHO) declared the outbreak a “public health emergency of international concern” 
(PHEIC).  On January 31, the White House 2019 Novel Coronavirus Task Force announced the 
implementation of new travel policies regarding entry into the U.S.  On January 31, the HHS 
Secretary declared a public health emergency (PHE) for the United States to aid the nation’s 
healthcare community in responding to 2019-nCoV.  FEMA established a planning team element 
at HHS to support the response on February 10. 
 
Current Situation 
 
The following information is furnished by Dr. Anthony Macintyre, FEMA’s Chief Medical 
Officer (and long-tenured member of our Virginia Task Force One): 

 
What we know: 
 The virus causes a cough and fever in the majority of symptomatic cases.  These are very 

broad symptoms and overlap with many other illnesses including influenza (we are in the 
midst of a comparatively heavy flu season). 

 The virus can kill some individuals.  Though we do not know all the facts, it appears that 
older populations and those with other diseases such as coronary artery disease and 
diabetes are affected more severely by the virus. 

 There are currently no medications or vaccines for this virus.  The only tools we have to 
control spread are old fashioned public health measures such as isolation, quarantine, and 
social distancing. 

 
What we think that we know: 
 The maximum incubation period is estimated to be 14 days.  This is extrapolated from 

other corona viruses.  The majority of individuals studied closely have come down with 
symptoms within 5-6 days of exposure. 

 The disease appears to spread more commonly among close contacts (e.g. 
families).  There are, however, documented cases of transmission in relatively limited 
settings (e.g. giving a ride to another individual). 

 The disease does not appear to make children particularly ill.  There is currently only one 
pediatric death in the world that has been attributed by the World Health Organization 
(WHO) to this disease.  Once more testing is done, we may establish that children are a 
component of the transmission chain but appear to have relatively mild expression of 
illness. 
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 Some with minimal symptoms appear to have a high viral load in their body, which may 
mean they are still capable of transmitting the disease. 
 

What we don’t know: 
 The exact modes of transmission.  All corona viruses transmit predominantly through 

droplet transmission.  CDC has recommended airborne isolation in the healthcare setting 
out of an abundance of precaution.  Transmission through fomites (or objects, surfaces) 
has not been well delineated.  There are some early studies showing that this virus can be 
found concentrated around sinks and toilets of patients’ rooms, but these were small 
studies and not conclusive.  It is not known how long the virus stays alive on surfaces. 

 Case fatality rate (CFR):  We don’t know what percentage of the population that 
contracts the disease will die.  This rate will predictably go down as more minimally 
symptomatic are found and tested.  It could go down significantly if children are 
determined to be a big percentage of carriers.  This still does not belie the fact that when 
focusing just on the older populations, a specific percentage become severely ill 
(percentage varies depending on source). 

 
Things to watch: 
 Diagnostic testing: Testing kits have been rolled out to state labs for the first time this 

past weekend.  As more testing is done, more disease will be found.  Though the goal is 
to test every individual who requires one, there will be an initial lag in the roll out of test 
kits. 

 International spread:  There are most likely countries with spread that have either poor 
public health capabilities or limitations on the ability to test.  Though official case counts 
may be low, there is most likely higher numbers of infected people. 

 International travel:  Both CDC and DoS have issued travel advisories for multiple 
countries.  These could change in the coming days and could impact US citizen travel 
even more. 

 Domestic travel:  Health actions are typically initiated in the US by State-Local-Tribal 
and Territorial (SLTT) authorities.  It will be difficult to predict which ones will initiate 
any travel restrictions within their jurisdictions. 

 Nonpharmaceutical interventions (NPIs): Broader NPIs such as school closures and 
social distancing are similarly determined at the SLTT level.  These could affect planned 
meetings or in your home jurisdiction, childcare. 

 
 
Leader’s Intent - Considerations for National US&R System: 
 
 The System’s primary concern is our ability to continue to be able to perform our 

mission.  The most significant consideration in this regard is personnel staffing. 
 Some NPIs include quarantine (exposed) and isolation (sick).  These actions can impact 

your workforce on your regular day to day job or in your ability to deploy a fully rostered 
task force.  You are encouraged to keep a current accounting of your personnel, 
especially ones you do not interact with on a regular basis (e.g. doctors, canine handlers, 
engineers) to ensure you have full situational awareness on deployability. 
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 Another major concern is Personal Protective Equipment (PPE), particularly respiratory 
protection (and specifically the concerns for an adequate inventory of N95 face masks).   
HHS has put out a bid for 500 million N-95 masks to promote domestic 
manufacturing.  This is primarily intended for first responders and healthcare 
professionals.  You are encouraged to review your supplies dedicated for Task Force use. 

 Please see the following link for additional information regarding N-95 masks:  
https://www.cdc.gov/coronavirus/2019-ncov/release-stockpiled-N95.html  

 US&R Branch leadership continues to coordinate with US&R System Advisory 
Organization leadership regarding currently scheduled activities.  We are monitoring the 
situation on a daily basis.  At this point in time, our course of action is to continue with 
all scheduled activities as planned.  Any changes to this posture will be communicated as 
soon as possible.  

 
Questions regarding this correspondence should be sent to Buddy Ey at elwood.ey-
iii@fema.dhs.gov. 
 
 
cc:  
 US&R Strategic Group 
 US&R Advisory Group 
 US&R Branch Staff 
 Regional/International ESF #9 Representatives 
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