Commonwealth of Virginia

FY2006 NBHPP Application

Project Narrative Table of Contents




Section
 and Topic




Pages 




Section 1 
Overview of Progress 2002-2005



2-7
Section 2 
Overview of Existing Tiered Response


7-21
Section 3  
Four Scenarios - Tiered Response



22-30
Section 4  
Capabilities Based Planning




31-39
Section 5 
Methodology/Workplan




40-47
Section 6  
Resolution of Challenges




48-51
Section 7  
Evaluation and Technical Support 



52
Section 8  
Organizational Information




53-54
Section I

Overview of Program Progress, 2002-2005 and FY 2006 Goals Statement 

From the outset, Virginia has adopted a regional approach for its participation in the NBHPP. Coordination of emergency response planning, funding allocation, surge capacity preparedness activities and response actions have and continue to be focused at the sub-state (local and regional) jurisdiction level.  Program progress from project start to date with challenges noted and an outline of goals for FY2006: 

Planning, Administration and Oversight:  An Advisory Committee was formed in the spring of 2002 to provide input to the Virginia Department of Health (VDH) and the Virginia Hospital and Healthcare Association (VHHA) concerning both the CDC and HRSA bioterrorism grants.  The Advisory Committee was broadly representative of stakeholders concerned with health related emergency preparedness and response, including local and state government, local health departments, fire, rescue, and law enforcement, medical and hospital communities, and the military. In 2002, Advisory Committee meetings were combined with meetings of the Health and Medical Sub-panel of the Secure Virginia Panel. The Secure Virginia Panel was created by the Governor in January, 2002 to address all emergency preparedness needs within the Commonwealth.  Membership of the Secure Virginia Panel includes key Cabinet Secretaries, state legislators, the Supreme Court, the Attorney General and key representatives of fire, rescue, police, local government and private business.  The Health and Medical Sub-panel addresses all health and medical issues related to emergency response, is chaired by a physician member of the Virginia General Assembly and staffed by VDH.  Since early 2003, membership of the Advisory Committee has been modified to address new grant requirements, including the needs of special populations.  A Hospital Disaster Preparedness Task Force (HDPTF) was established in 2002 and re-designated in 2003 as the Hospital Emergency Management Committee (HEMC). The HEMC functions as a statewide planning group and advisory panel to VHHA and VDH.  HEMC provides advice for the implementation of the NBHPP and for the development and ongoing direction of an effective statewide healthcare hospital emergency management program. The HEMC serves as the conduit between the hospital private sector, and other professional associations and public agencies involved in the improvement of the state’s healthcare emergency management program. Funding is allocated by HEMC to the six hospital planning regions with additional oversight from VHHA and VDH’s Emergency Preparedness and Response Programs. Hospital and healthcare preparedness committees in each of the six hospital regions coordinate the planning, funding allocation, and preparedness improvement activities among the region’s hospitals.
 Regional Healthcare Coordinating Centers (RHCC) have been established to facilitate emergency response, communication and resource allocation within and among each of the six hospital regions, and will be described in more detail below. 

Financial Management and Accountability: The budget process at both the regional and state levels has been refined and expedited.  Obligation of funds has been expedited through written agreements with each regional preparedness committee and sub-recipient hospital. Liquidation of obligated funds has been expedited through oversight at the regional and state levels. 
Surge Capacity and Capability: 

Bed Capacity:  Virginia’s total capacity to surge beyond the current daily staffed bed levels exceeds the calculated benchmark of 500 adult and pediatric patients per 1 million in population.  Virginia’s hospitals can accommodate an additional 4,241 patients above normal staffed bed capacity within 24 hours of notification that an event requiring a surge response has occurred. This minimal level of readiness has been achieved by expanding hospital “on-campus” capacity through special emergency protocols for patient treatment and disposition, utilizing all available healthcare facility surge care areas (i.e. all licensed beds, outpatient areas and converted patient care areas), adjustment of staffing ratios, and augmentation of patient care equipment and supplies with those acquired through the NBHPP. Alteration of the normal standard of care due to a significant increase in the ratio of patients to existing trained and qualified medical staff is an acknowledged consequence of an expansion of surge capacity to this level.   

 Isolation Capacity: All sub-recipient hospitals (88) now have the capacity to maintain at least one suspected highly infectious disease case in negative pressure isolation.   Individual hospitals have added permanent isolation capacity by modifying existing HVAC systems for selected patient rooms or areas to provide the required negative air flow with HEPA filtering. All six hospital regions have at least one facility capable of isolation for the initial evaluation and treatment of at least 10 adult and pediatric patients, and a total of 37 hospitals can accommodate at least 10 patients requiring isolation. Although the minimal level of readiness has been exceeded, a widespread infectious disease outbreak will severely test and may likely exceed current isolation capacity.  
Surge Staffing:  Virginia’s Volunteer Registration System has been developed in accordance with the ESAR-VHP national guidelines and will be the portal through which volunteer health professionals will be recruited, registered and credentialed.  Virginia legislative code provides legal protection for volunteer members of MRC chapters. 

Through the VHHA, legal advice has been contracted to provide the hospitals the legal framework and guidance for protecting their employees and the corporate entity. The ESAR-VHP/MRC Volunteer Management System is currently being tested by MRC and other healthcare and public health users to refine the system and make it more user friendly.  
Personnel Protection: 

Pharmaceutical Caches: 84 of 88 sub-recipient hospitals (over 95 percent) have established pharmaceutical caches of antibiotics sufficient to provide prophylaxis to all hospital employees and medical staff, any first responders (EMS) personnel associated with the facility and their family members for a 72 hour period. 
Personnel Protective Equipment:  Minimal levels of readiness for PPE has been reached in all six regions. Unit maintenance and increases in stock levels at individual facilities or in regional caches to accommodate the needs of additional volunteer staff in a surge event is an ongoing activity.
Decontamination Throughput Capacity: Fixed and portable decontamination systems along with supporting equipment and supplies and a trained workforce are in place throughout all of Virginia’s hospitals to support a throughput of 2,844 ambulatory patients per hour and 628 non-ambulatory patients per hour. 

Planning for the Psychosocial Consequences of Public Health Emergencies:  Progress in this program area has been achieved through collaboration with the Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS) and has focused on pre-event preparation to support rapid augmentation of disaster behavioral health response teams. Application templates for federal disaster assistance grants have been created and are available for immediate release. Fact sheets, “best practice” examples and “how to” guidance for addressing the needs of Special Population groups have been developed and distributed through 40 statewide Community Service Boards (CSB) and other local mental health agencies. A public information and communication template to help CSBs effectively communicate following a disaster has been developed. Sample materials, tips and suggestions for good communication have been provided to CSBs for community outreach. Training in disaster behavioral health and All-Hazards Disaster plan development has been provided to CSB providers. The Governor’s Terrorism and Disaster Behavioral Health Advisory Committee (TADBHAC) has promoted interface, collaboration, and response uniformity with disaster response agencies such as the American Red Cross through joint planning and training activities. Virginia has collaborated with the Metropolitan Washington Council of Governments to develop and distribute a plan for accommodating behavioral health surge capacity in the National Capital Region (NCR) and throughout the Commonwealth. Additionally, the disaster behavioral health training competencies developed in collaboration with DMHMRSAS are being implemented at the hospital region and sub-recipient (hospital) level through in-service training and distribution of training materials and “just-in-time” ready reference material to hospital staff. 

Interoperable and Redundant Communications System Capability: VDH, in collaboration with the state hospital association (VHHA) has developed redundant communications systems to provide backup capability during a public health emergency. The same web-based system adopted by the Virginia EOC (WebEOC) is employed as the platform for hospital bed and resource tracking and incident response.  Each of the RHCCs can connect into the public health video conferencing system. Extension of the use of satellite phones, satellite terminals to provide access to the internet, and VHF radio systems is ongoing. The interoperable Statewide Agencies Radio System (STARS) system is not yet accessible by hospitals, but is under installation statewide and will be available to all state emergency response agencies and hospitals.  As the summary listing indicates, HAM radio systems are installed in hospitals statewide. Most HAM systems have both voice and data capability.  

Linkages to Public Health Departments:         
Hospital Laboratories: 100% of hospital labs have received the Bioterrorism Response Guide for Clinical Laboratories.  Critical update information such as new shipping and packaging regulations, Anthrax and Tularemia Health Alert information, Vesicular & Pustular Rash Illness Specimen Collection and Shipping information is distributed via blast fax and e-mail distribution and is available for reference via DVD.  Scientists from the state laboratory Division of Consolidated Laboratory Services (DCLS) have provided in-house hospital lab training.  DCLS has hosted 4 wet workshops (November 2005) training 44 hospital lab staff.  These individuals represented 17 hospitals and 6 reference labs that provide microbiology testing to numerous hospitals. Four DCLS-hosted wet workshops are scheduled in 2006. Two in May have been completed, with more scheduled in September and October. To date, 7 hospital labs have received on-site training and six table top laboratory exercises have been conducted.  Five additional exercises have been scheduled throughout 2006.  Currently DCLS is working with the Wisconsin State Lab of Hygiene to provide a proficiency testing panel to sentinel hospital labs in Virginia. The CAP LPS program has not been well received by sentinel laboratories and the Sentinel Laboratory Training and Communication Committee has not supported its continued use.  Therefore, DCLS will expand the proficiency testing panel listed above to include additional laboratories. Based on input from the Sentinel Laboratory Training and Communication Committee, a proposal template has been developed for laboratories to request supplies and communications equipment. 

Disease Surveillance:  Virginia was one of the first 8 states to go into production use with the CDC-developed NEDSS Base System (NBS) and was among the first 5 states to implement it for all conditions and for statewide data.  The NBS has been in use in Virginia for over a year.  It is used by VDH central office staff in 4 Divisions and by the Regional Epidemiologists in all 5 regions.  Epidemiology and nursing staff in 12 of Virginia’s 35 health districts have been trained in its use.  We anticipate that all districts will be actively using the system for management of surveillance data before the end of the year.  This will represent well over 300 users. Incorporating hospital staff as direct users of the system must wait until access by non-public health users can be secure and limited to appropriate patient information

Training and Education Programs:   

State Hospital Educational Forum- Since 2002, a statewide educational forum has been conducted annually to provide an opportunity for hospital emergency preparedness personnel affiliated with the NBHPP to learn from recognized experts and share “best practice” ideas with their counterparts across the Commonwealth. These events have included planning, administrative and clinical tracks for training to NBHPP goals. 

Competency Based Training Programs- The following competency based training has been conducted by Virginia’s sub-recipient hospitals: Hospital Emergency Incident Command System (HEICS), Basic Disaster Life Support (BDLS), Advanced Disaster Life Support (ACLS), Instructor training for BDLS & ACLS, Healthcare Leadership Course at the Noble Training Center, AL.  Additionally, training in RHCC development and operations is in progress. 

Exercises and Performance Evaluation:  Virginia has exceeded the minimal level of readiness in the conduct of multiple regional and statewide exercises. The first statewide exercise was conducted in October, 2003.  Beginning with the most recent statewide exercise: 

· October, 2005: OctoberTEST ’05              October 24-27, 2005

The 2005 Multi-state Exercise provided an opportunity for the neighboring states of Kentucky, North Carolina, Tennessee, Virginia and West Virginia to demonstrate a coordinated response to a widespread public health hazard, including both a zoonotic disease outbreak and intentional foodborne contamination. The exercise provided a mechanism for the cross-jurisdictional demonstration of local, regional and state plans in response to a public health crisis.
· August, 2004: Exercise Determined Promise ’04 (DP04) 


Determined Promise was a multi-level major exercise for the Department of 
Defense, Northern Command. DP04 tested NORTHCOM's ability to respond to 
multiple, simultaneous events (biological, chemical and explosive) that 
overwhelmed the civilian response system. The exercise provided a valuable 
opportunity to test and evaluate communication and resource allocation 
procedures at the local state and federal levels.  

· Hurricane Isabel (September, 2003)/Statewide bio-terrorism drill in October, 2003 


After Action Report (AAR) and lessons learned from real-world weather related 
events and a statewide bio-terrorism exercise provided performance improvement 

goals that led to improved communications among hospitals, public health district 
offices, local jurisdiction emergency management offices, the state EOC and the 
VDH Emergency Coordination Center (VDH ECC). The exercise experience at 
the state and sub-state levels also identified the need to train for the uniform use 
of the Incident Command System to ensure “common language”. The exercise 
also resulted in improved management of fatalities in the event of an MCI, 
refinement of standard protocol for reporting deaths to OCME and an improved 
system for managing and transporting large numbers of human remains. 
Challenges and Goals  

Challenges: The challenge of fostering a working partnership between the public health and medical provider communities was overcome early on in the program through formal agreement and close collaboration between VDH and VHHA. A similarity in regional structure between the hospital community and public health has been helpful in full implementation of regional planning and response activities.  Developing a similarly effective relationship with local jurisdictions and the non-hospital affiliated medical provider community is the greatest remaining challenge.  Establishing viable Alternate Care Sites and identifying adequate staffing for site operation to accommodate a surge in patient demand that exceeds expanded hospital surge capacity will require greater cooperative efforts at the local level.  

Goals:   

· Facilitate the establishment of community-based medical response plans and infrastructure through local jurisdictions and community based medical providers. Progress toward this goal will be measured by the number of community sponsored alternative care sites established and the number of community medical providers available for response. This effort will be ongoing and will show incremental increase beyond the project period, but the goal is to establish an alternative care site capability in each region in order to provide some level of community surge capacity for the hospitals in the region by August, 2007. 

· Fully implement NIMS and the ICS into healthcare emergency response, and integrate the healthcare response more seamlessly among the healthcare coalition partners for all response tiers.  This will be measured by the number of NIMS compliant hospitals, the number of HICS trained staff, and the performance of the hospital and healthcare communications and incident management system during drills, exercises or actual events.  The timeline for the first phase of NIMS compliance and ICS training is August 31, 2007. 
· Operationalize Virginia’s ESAR-VHP through active recruitment, registration, credentialing and training of volunteers, as individual healthcare professionals or as organized into medical response teams. Progress will be measured through the number of individuals and/or medical response teams registered and credentialed through the MRC using Virginia’s VMS.  A timeline for registration of sufficient volunteers to staff one alternate care site per region is August 31, 2007. 

· Continue to build state and regional caches of equipment, supplies and pharmaceuticals to enhance surge capability for scenarios linked to identified HVAs. Progress will be measured by the number of additional surge patients or healthcare staff provided for or protected for each cache component. The timeline for building state and regional caches will be continuous through the year with completion by August 31, 2007. 

Section II

Overview of Existing Tiered Response System in Virginia

Operational Concept:

Six healthcare emergency planning regions have been established to allow for the development of regional plans based on the specific needs of these areas.  Regional Healthcare Emergency Planning Committees have been established to coordinate the development of these plans.  The primary responsibility of these committees is to plan for the provision of critical medical care needs and coordinate with other agencies/organizations to provide an effective Medical Surge Capacity and Capability (MSCC). Emergency coordination at the regional level is provided by Regional Healthcare Coordinating Centers (RHCC).  These centers are responsible for serving as the contact between regional healthcare facilities, other regions and the statewide response system through the hospital representative seat at the VDH/ECC. The hospital seat at the VDH/ECC serves as the contact between the healthcare provider system and the statewide emergency response system. This function provides an interface through the VDH/ECC to the State Emergency Operations Center (EOC). 
It must be emphasized, that the structure noted above is in addition to and does not replace the relationships and coordinating channels established between the individual health-care facilities and their local emergency coordinating centers and/or health department officials. This structure is intended to enhance the communication and coordination of specific issues related to the healthcare component of the emergency response system at both the regional and state levels. 

Regional Healthcare Emergency Planning Committees – These regional committees are composed of representative of the regional healthcare coalition (Hospitals, EMS, Public Health, Behavioral Health). The function of the committee is to address the objectives of the HRSA guidelines and provide an appropriate healthcare emergency response based on the region’s needs. The committee works with other regional and state level partners to facilitate effective coordination of planning and response.

VHHA/HEMC – Virginia Hospital and Healthcare Association (VHHA) HRSA project staff and the Hospital Emergency Management Committee (HEMC) will facilitate development of statewide healthcare planning activities and assist the regions with planning direction as needed. VHHA HRSA project staff and identified hospital personnel will support the VDH Hospital Coordinator as requested to staff the Hospital seat in the VDH/ECC in response to an incident.

VDH – The state department of health is responsible for the development and maintenance of the state health and medical services emergency response plan, Annex G of the Virginia Emergency Operations, Basic Plan. 

The VDH EMERGENCY RESPONSE PLAN includes the State and District coordination of response with the partners in the provision of medical services, treatment and preventive services for the citizens of the Commonwealth – local governments, hospitals, the American Red Cross and other non governmental organizations. It assigns duties and responsibilities to agencies and support organizations for disaster mitigation, preparedness, response and recovery. It also provides the needed framework within which more detailed emergency plans and procedures are maintained by the VDH. For example, hazard specific plans include:   

Radiological Health Program Emergency Implementation Procedures

Terrorism Consequence Plan 

Strategic National Stockpile Plan

Virginia West Nile Virus Surveillance and Response Plan

Pandemic Flu Plan

SARS Plan

OCME Mass Fatality Plan

Epidemiologic Response Plan

A. Tier 1: Management of Individual Healthcare Assets

Tier 1 planning has focused primarily on enhancing the capabilities of the 91 non-DoD acute care hospitals in the State.  In addition, other healthcare facilities and some community surge capabilities have been developed in cooperation with localities and other community assets.

All hospitals meet the requirements of the JCAHO Emergency Management Standards and have augmented their patient surge, decontamination, isolation and staff protection capabilities with the use of HRSA funds.  The Virginia system identifies two levels of surge capabilities within hospitals.  An explanation of these levels is provided in the following figure that contains information taken from the Statewide Hospital Emergency Management Guide.

The following surge level descriptions are provided to establish common terminology for the activation of procedures to increase available in-patient care capacities for large-scale events.  Surge Levels for general patient populations and isolation patients have been defined.

	Healthcare Response/In-patient General Surge

Level 1 - Redistribute/Maximize Staffed Beds Capability

- Activate MCI plan (i.e. open auxiliary emergency treatment areas) 

- Activate procedures to provide a rapid in-patient intake capability (i.e. stop elective procedures, expedite early discharges and utilize 100 percent of staffed beds)

- Probable activation of Regional Healthcare Coordinating Center for diversion coordination

- Each hospital responsible for self-sufficiency (Resources and Staffing)

- Activation: 0 to 4 hours

- Surge Level Increase – 0 above staffed beds data. Estimated staffed beds available for influx of surge patients within four hours of incident statewide    2,613 patients

Level 2 - Maximum use of staffed beds + augmentation by in-house auxiliary capabilities. 

- Activate procedures to provide maximum hospital based in-patient treatment facilities within the region (i.e. activate all available beds, utilize Healthcare Facility Surge Areas (HFSA) i.e. out-patient services areas [same-day surgery, sleep study], conference rooms, semi-private conversions, Medical Office Buildings

- Each hospital responsible for self-sufficiency with augmentation from regional caches and/or inter-hospital sharing agreements.

-Planned modification of care standards (i.e. Staffing ratios)

- Elevation of Regional Healthcare Coordinating Center to regional healthcare coordinating function

- Activation: 4 to 24 hours

- Surge Level Increase – Cumulative pre-established surge capacity above normally staffed beds of hospitals in region (i.e. established from individual hospitals evaluation of capacity).

 Estimated Level 2 Regional Surge (Capabilities above Level 1, Normal Staffed Beds): 4,241 patients 
	Healthcare Response/In-patient Isolation Surge

Level 1 Isolation- Redistribute/Maximize Isolation Beds Capability

- Activate Isolation MCI plan (i.e. open aux. isolation emergency treatment areas) 

- Activate procedures to provide a rapid Isolation In-patient intake capability (i.e. expedite early discharges as needed, re-evaluate current occupants of isolation beds and relocate as appropriate).

- Probable activation of Regional Healthcare Coordinating Center for specific diversion coordination

- Each hospital responsible for self-sufficiency (Resources and Staffing)

- Activation: 0 to 4 hours

- Surge Level Increase – 0 above existing isolation bed data. Estimated Level 1 Regional capability: 

948 Isolation/Cohorting patients

(Neg Press/HEPA patients)

Level 2 Isolation- Maximum use of existing isolation beds + augmentation by auxiliary isolation capabilities. 

Activate procedures to provide maximum hospital in-patient isolation treatment facilities within the region (i.e.  activate all pre-established areas for isolation conversion [ individual rooms with portable isolation conversion units, segregation of specific units or wings for cohorting of infectious patients])

- Each hospital responsible for self-sufficiency with augmentation from regional caches and/or inter-hospital sharing agreements.

- Elevation of Regional Healthcare Coordinating Center to regional healthcare coordinating function

- Activation: 4 to 24 hours

- Surge Level Increase – pre-established number over existing isolation beds data established from individual hospitals evaluation of capacity). Estimated Level 2 Regional Surge (Capabilities above Level 1 surge):

559 Isolation/Cohorting patients




The hospitals coordinate their efforts during an emergency by sharing information about their current capabilities on the statewide hospital status system (WebEOC).  This system is also available to the local health departments and jurisdictions as well as to the VDH ECC.  A listing of the information provided by each hospital to the hospital status system is listed below:

Statewide Hospital Status

Information System Terminology and Data Collection Elements

The following terms and data are established as the standard information elements collected in the Statewide Hospital Status Information System. Hospitals are able to provide this information through their existing hospital status system vendors when requested during emergencies.

Diversion Status

- “Open”: unrestricted access to all EMS agencies.
- “Special Diversion”: indicates that specific services are unavailable or are currently being utilized to maximum capacity.  EMS units are advised to transport to another health care facility if possible for patients needing these specific services.

- “Full”: indicates that patient load is utilizing all current emergency department/hospital resources.  EMS units are advised to transport to another health care facility if possible.

- “Comments”: a comments area is provided to provide additional general text information about the status.

Clinical Status

- “Normal”: indicates that hospital clinical resources are operating within normal conditions.

- “Level 1”: indicates that hospital clinical resources are operating at Level 1 surge conditions.

- “Level 2”: indicates that hospital clinical resources are operating at Level 2 surge conditions.

- “ Full” indicates that hospital clinical resources are exceeded and acceptable care cannot be provided to additional patients. Diversion or Community surge response is required.

- “Emergency Department MCI capabilities”: number and severity of patients that can be handled on an emergency treatment basis by the facility.  “Red” = Immediate, “Yellow” = Delayed, “Green” = Minor, “Black” = Deceased

- “Inpatient Bed Capacity”: number and category of patients that can be provided inpatient services. Adult Critical Care, Med/Surg, Psych, Burn, Peds, Peds ICU, Isolation, Negative Pressure/HEPA filtered

- “Decon capacity”: Inactive, Open, Full, Exceeded

- “Morgue capacity”: Open, Full, Exceeded

Hospital Emergency Operations Status

- “Inactive”: indicates that a hospital has not activated its Emergency Operations    Plan

- “Active”: indicates that a hospital has activated its Emergency Operations Plan

- Comments (Nature of Emergency):

Hospital Emergency Operations Center Status

- “Inactive”: indicates that a hospital EOC is not activated
- “Activated”: indicates that a hospital has staffed its EOC.
Facility Status

- “Normal”: no conditions exist that adversely affect the general operations of the facility.

-  “Compromised”: general operations of the facility have been affected due to damage, operating on emergency backup systems or facility contamination.

- “Evacuating”: indicates that a hospital is in the process of a partial or full evacuation.

- “Closed”: indicates that a hospital is no longer capable of providing services and only emergency services/restoration personnel remain in the facility.

- “Comments”: explain the above.

Security Status


- “Normal”: hospital is operating under routine security procedures.

- “Elevated”: hospital has activated increased security procedures (awareness, surveillance) due to a potential threat, or specific security related event i.e. increase in local threat level, VIP, bomb threat.

- “Restricted Access”: based on security needs, a hospital has activated procedures to allow access to the facility through a reduced number of controlled entrances.

- “Lockdown”: based on security needs, a hospital has activated procedures to control entry to the facility to authorized persons only.

- “Quarantine”: based on a public health emergency, entry and exit of the facility is controlled by public health officials.

- “Comments”: explain the above

Resources Status


- “Staffing” – Adequate
Insufficient

- “Facility Operations Supplies” – Adequate

Insufficient 

- “Clinical Operations Supplies”- Adequate

Insufficient

- “Comments”: explain each above

A map of Virginia showing the six hospital regions is found in Attachment 8. 

The following chart lists each of the six hospital emergency management regions with the sub-regional jurisdictions with acute care hospitals and poison control centers located within that region.  (Includes Veterans Affairs and DoD hospitals)

	Region
	Localities
	Acute Care Hospitals and Poison Control Centers

	Central
	Amelia

Brunswick

Buckingham

Charles City

Charlotte

Chesterfield

Colonial Heights City

Cumberland

Dinwiddie

Emporia City

Goochland

Greensville

Halifax

Hanover

Henrico

Hopewell City

Lunenburg

Mecklenburg

New Kent

Nottoway

Petersburg City

Powhatan

Prince Edward

Prince George

Richmond City

Surry

Sussex
	Bon Secours Memorial Regional Medical Center-Hanover

Bon Secours St Francis Medical Center-Richmond

Bon Secours St Mary's Hospital -Richmond

Bon Secours Richmond Community Hospital-Richmond

CJW Medical Center – Chippenham- Richmond

CJW Medical Center - JW Campus- Richmond

Community Memorial Healthcenter-South Hill 

Southern Virginia Regional Medical Center-Emporia

Halifax Regional Hospital-South Boston

Henrico Doctor's Hospital – Forest- Richmond

Henrico Doctors' Hospital – Parham- Richmond

John Randolph Medical Center-Hopewell 

VCU Health System, MCVHospitals-Richmond

Retreat Hospital-Richmond

Southside Community Hospital-Farmville

Southside Regional Medical Center-Petersburg

Veterans Affairs Medical Center – Richmond

Virginia Poison Center- Richmond

	Eastern
	Accomack

Chesapeake City

Essex

Franklin City

Gloucester

Hampton City

Isle Of Wight

James City

King And Queen

King William

Lancaster

Mathews

Middlesex

Newport News City

Norfolk City

Northampton

Northumberland

Poquoson City

Portsmouth City

Richmond County

Southampton

Suffolk City

Virginia Beach City

Westmoreland

Williamsburg City

York
	Bon Secours-DePaul Medical Center-Norfolk

Bon Secours-Maryview Medical Center-Portsmouth

Chesapeake General Hospital-Chesapeake

Children's Hospital of the King's Daughters-Norfolk

Bon Secours Mary Immaculate Hospital-Newport News

McDonald Army Community Hospital, Ft. Eustis 

Naval Medical Center, Portsmouth

Obici Hospital-Suffolk

Riverside Regional Medical Center-Newport News

Riverside Walter Reed Hospital-Glouster

Sentara Bayside Hospital-Virginia Beach

Sentara CarePlex  Hospital-Hampton

Sentara Leigh Hospital-Norfolk

Sentara Norfolk General Hospital-Norfok

Sentara Virginia Beach General Hospital-Virginia Beach

Southampton Memorial Hospital-Franklin

U.S. Air Force Hospital, Langley

Veterans Affairs Medical Center -- Hampton

Sentara Williamsburg Community Hospital-Williamsburg

Rappahannock General Hospital-Kilmarnock

Riverside Tappahannock Hospital-Tappahannock

Shore Memorial Hospital-Nassawadox

	Northern
	Alexandria City

Arlington

Caroline

Fairfax

Fairfax City

Falls Church City

Fauquier

Fredericksburg City

King George

Loudoun

Manassas City

Manassas Park City

Prince William

Spotsylvania

Stafford
	DeWitt Army Community Hospital, Ft. Belvoir

Fauquier Hospital-Warrenton

Inova Alexandria Hospital-Alexandria

Inova Fair Oaks Hospital-Fairfax

Inova Fairfax Hospital-Falls Church

Inova Mount Vernon Hospital-Mount Vernon

Loudoun Hospital Center- Leesburg

Mary Washington Hospital-Fredericksburg 

Northern Virginia Community Hospital-Arlington 

Potomac Hospital-Woodbridge

Prince William Hospital-Manassas

Reston Hospital Center-Reston

Virginia Hospital Center Arlington-Arlington

	Northwestern
	Albemarle

Augusta

Bath

Buena Vista City

Charlottesville City

Clarke

Culpeper

Fluvanna

Frederick

Greene

Harrisonburg City

Highland

Lexington City

Louisa

Madison

Nelson

Orange

Page

Rappahannock

Rockbridge

Rockingham

Shenandoah

Staunton City

Warren

Waynesboro City

Winchester City
	Augusta Medical Center-Fishersville

Bath County Community Hospital-Hot Springs

Culpeper Regional Hospital-Culpeper

Martha Jefferson Hospital-Charlottesville

Page Memorial Hospital-Lurary

Rockingham Memorial Hospital-Harrisonburg

Shenandoah Memorial Hospital-Woodstock

Stonewall Jackson Hospital-Lexington

University of Virginia Hospital-Charlottesville

Warren Memorial Hospital-Front Royal

Winchester Medical Center-Winchester 

Blue Ridge Poison Control Center- Charlottesville

	Near-SW
	Alleghany

Amherst

Appomattox

Bedford

Bedford City

Botetourt

Campbell

Clifton Forge City

Covington City

Craig

Danville City

Floyd

Franklin

Giles

Henry

Lynchburg City

Martinsville City

Montgomery

Patrick

Pittsylvania

Pulaski

Radford City

Roanoke

Roanoke City

Salem City
	Alleghany Regional Hospital-Low Moor

Bedford Memorial Hospital-Bedford

Carilion Franklin Memorial Hospital-Rocky Mount

Carilion Giles Memorial Hospital-Pearisburg

Carilion New River Valley Medical Center-Christiansburg

Carilion Roanoke Community Hospital-Roanoke

Carilion Roanoke Memorial Hospital-Roanoke 

Danville Regional Medical Center-Danville

Lewis-Gale Medical Center-Salem

Lynchburg General Hospital-Lynchburg

Memorial Hospital-Martinsville

Montgomery Regional Hospital-Blacksburg

Pulaski Community Hospital-Pulaski

Veterans Affairs Medical Center -- Salem

Virginia Baptist Hospital-Lynchburg

R. J. Reynolds-Patrick County Memorial Hospital-Stuart

	Far-SW
	Bland

Bristol City

Buchanan

Carroll

Dickenson

Galax City

Grayson

Lee

Norton City

Russell

Scott

Smyth

Tazewell

Washington

Wise

Wythe
	Wythe County Community Hospital-Wytheville

Bristol Regional Medical Center – TN

Buchanan General Hospital-Grundy

Dickenson Community Hospital-Clintwood

Clinch Valley Medical Center-Richlands

Johnston Memorial Hospital-Abingdon

Lee Regional Medical Center-Pennington Gap 

Norton Community Hospital- Norton 

Russell County Medical Center-Lebanon

Smyth County Community Hospital-Marion

Mountain View Regional Medical Center-Norton 

Tazewell Community Hospital-Tazewell 

Twin County Regional Hospital-Galax 

Wellmont Lonesome Pine Hospital-Big Stone Gap


B. Tier 2: Management of the Healthcare Coalition

Tier 2 planning has incorporated the regional structure outlined in the overview of the State system.  The regional committees consist of a diverse representation of healthcare professionals and include representatives from health departments, EMS and emergency management as well as hospitals.  Each region has developed an Emergency Operations Guide that describes the coordination efforts and resources within the region.  These plans also identify the role and responsibilities granted to the Regional Healthcare Coordinating Center (RHCC).

Capabilities and functions of the Regional Healthcare Coordinating Centers:

Basic Capabilities:


- One Primary and one Alternate RHCC per region


- 24-hour in-house contact. ( radio, phone, pager, fax, cellphone and/or e-mail)


- Area with emergency power, phones, supplies (separate from hospital’s ECC)


- Satellite phone , Polycom


- Backup radio system, inter-operable with state agency systems

- Regional hospital status data system access

- Statewide integrated hospital status data system/WEB-EOC access

- Plan to staff for extended operations

Functions/ Responsibilities:


- Activate the RHCC and regional plan at request of VDH and/or per regional 
plan


- Distribute emergency information within the region at request of VDH and/or 
per regional plan

- Collect information within the region at request of VDH and/or per regional plan
- Facilitate coordination of regional emergency response activities at request of VDH and within the scope of the regional plan

- Participate with VDH and regional facilities on communications exercises and drills

- Conduct duties of RHCC as defined in the regional plan



- Coordinate diversion status/patient distribution within region as defined in the 
regional plan




- Provide regional situation reports to VDH during emergency 



- Notify VDH of activation of regional emergency plan or coordinating center

- Coordinate regional sharing of healthcare resources during emergencies based on guidelines developed in regional plan

Each region and healthcare organization receiving HRSA funds is required to execute a memorandum of understanding that defines their roles and responsibilities in the medical emergency response system. These MOUs are designed to facilitate the sharing of resources, information and planning in order to maximize medical surge capacity and capability.  The following are examples of the regional and Healthcare organization memoranda of understanding:




   Memorandum of Understanding

Between VHHA and (Regional Hospital Preparedness Coordinating Group)
(FY 054 HRSA Project )

Purpose

This agreement is made between The Virginia Hospital and Healthcare Association (VHHA) and (Regional Hospital Preparedness Coordinating Group) to facilitate the continuing development of a statewide healthcare emergency response system that addresses the requirements of the fourththird year of the Health Resources and Services Administration (HRSA) Bioterrorism Hospital Preparedness Program Cooperative Agreement that begins on Sept. 1, 2005. This system also and establishes a regional emergency preparedness infrastructure for healthcare institutions in Virginia. Regional hospital preparedness coordinating groups will foster collaborative planning efforts between the medical care facilities and local emergency response agencies in the established geographically and demographically diverse regions.  These groups will also provide representation to the VHHA’s Hospital Emergency Management Committee (HEMC) to develop standardized protocols, agreements and operating procedures necessary for a statewide system.

Definition of Regions

As previously recommended by the HEMC, regional boundaries are defined in Appendix A, which also lists the acute care hospitals in each region.

VHHA Agrees To:

1. Seek and provide to the regions guidance from HRSA and Virginia Department of Health (VDH) on Cooperative Agreement requirements 

2. Convey concerns and recommendations from the HEMC to VDH or HRSA, as appropriate; issues of public policy may be brought to the Board of Directors of VHHA

3. Take a leadership role for the HRSA program at the state level as a contractor to VDH. Host and staff the meetings of the HEMC

4. Consolidate regional updates into semi-annual progress reports for VDH and HRSA (through VDH)

5. Facilitate discussion of proposed regional funding allocation methodologies before the HEMC 

6. Serve as a fiscal agent for the distribution of funds to the regions.

7. Develop a statewide system to budget and track expenditures by priority area

8. Assist regions in the selection, supervision, and support for a regional healthcare coordinator

9. Establish and maintain a password-protected web site with limited access, on a tiered basis, to designated healthcare professionals and governmental agency personnel.

10. Provide leadership in development of a statewide hospital information system for tracking of bed status across the state, disaster response coordination and disease surveillance and detection

11. Coordinate administrative and planning activities with those of the CDC Cooperative Agreement for public health preparedness

12. Respond to requests from the media and legislators

13. Support the statewide CDC/HRSA Advisory Committee

14. VHHA will assist VDH with planning and implementation of a statewide health and medical emergency management exercise.

Regional Coordinating Group Agrees To:
1. Establish Committee Representing Healthcare Institutions

· Consists of representatives from each acute care hospital within the designated geographical area.  

· At least one representative from an area Community Services Board (CSB) must be included.

· At least one representative from an area inpatient mental health institution must be included (if in the region).

· At least one appropriate representative from public health must be included. 

· Representatives of other facilities and/or agencies will be included at the discretion of the hospital representatives on the committee. 

· Efforts should be made to include disciplines that reflect the diversity of hospital operations.

· Execute MOU's (Appendix B.) with hospitals and other organizations receiving funds or participating in planning and implementation activities in the region. Make copies of these MOU's available to VHHA.

· Appointment of the acute care hospital representatives will be confirmed in writing by the CEO or COO of each facility, in accordance with MOU between regional coordinating group and area institutions (Appendix B.).  Efforts should be made to include representation that reflects the diversity of hospital operations.

· A charter (or corresponding document) will be developed that defines the function, membership and voting/appointment process for the region.

· This group will meet at least quarterly to conduct necessary activities and maintain meeting minutes and documentation of activities.
· Coordinate with VHHA staff to identify and supervise a regional hospital coordinator(s) to staff and execute regional activities and provide linkage to VHHA and VDH emergency preparedness staff.


2. Designate Representatives to VHHA’s Hospital Emergency Management 
Committee

· The regional healthcare emergency preparedness coordinating group will designate an administrative and a clinical care representative to participate on the HEMC to represent the views of the region.

· The designated primary Regional Hospital Coordinating Center (RHCC) in each region will also appoint a representative to participate on the VHHA HEMC.


3. Develop and Maintain a Regional Hospital Emergency Operations Plan

· Plan will include the information needed to address the requirements of the FY05 HRSA guidance document. 
· Plan should address coordination between hospitals and other health-care facilities, medical care providers, public health officials and local emergency response agencies. This will include the sharing of resources (Personnel/Supplies) between hospitals and with other Healthcare providers.   

· The plan should be based on an “all hazards” concept but specifically identify a process to respond to biological agents.  

· This plan in conjunction with other regional plans in Virginia will identify capabilities needed to respond to emergency conditions as defined in the FY05 HRSA guidance document.

· The identity and function of a regional hospital coordinating center (RHCC) and an alternate RHCC will be stated in the plan and comply with the guidelines included in the Statewide Hospital Emergency Operations Guide. The RHCCs will coordinate the sharing of hospital resources (Personnel/Supplies) between regions.  

· The regional plan must be updated as improvements and/or changes are identified.  Copies of the plan will be posted on the VHHA-MCI website in a timely manner (Appendix C) and in accordance with the HRSA Cooperative Agreement (FY 05).


4. Plan and Participate in Biological Disaster Drills

· Plan and conduct one regional biological/all hazards disaster drill prior to September 1, 2006.

· Assist with planning and coordination of a statewide biological/all hazards disaster drill in cooperation with VDH.

· Participate in a statewide drill coordinated by VDH (activate RHCC and hospital status system).

5. Post and Update Information on the Regional Section of the VHHA Emergency Management Web Site.    

· Administrative documents - meeting minutes, charter, budget process information
· Regional Hospital Emergency Operations Guide
· Listing of regional coordinating group members

· Persons assigned to key functions (i.e. regional web site administrator, HEMC representatives).

· Dates and times of meetings, drills and training activities on the regional calendar section.
· Periodically (see FY05 timeline - Appendix C) review and ensure that information provided by regional hospitals and organizations to the VHHA-MCI web site is current.

· Optional: Post Regional guidelines, standards, training documents, best practices.



6. Develop Regional and Facility-specific Budgets

· Proposed expenditures should be justified based on identified needs and must fall within one or more of the HRSA priority areas for current grant cycle and segregated according to those categories using VHHA regional budget form (Appendix D.)

· Proposed expenditures must be broken down by facility and priority area using VHHA hospital budget form (Appendix E.) if facility-specific awards are contemplated 

· Proposed expenditures must not exceed the agreed-upon regional or hospital allocation (whichever applies)

· Regional and facility budgets will be approved by the regional hospital coordinating group prior to submission to VHHA for review and final approval. Regional meeting minutes or a letter from the regional committee chairperson will be provided as proof of regional approval.

7. Expend HRSA Funds According to Federal and State Requirements

· Expenditures must comply with general federal grant guidelines pertaining to allowable costs (e.g. OMB Circular A-122) and fall within one or more priority areas identified in  the HRSA FY 05 Cooperative Agreement Guidance 
· Expenditures may not supplant any operating funds (non-HRSA), including federal, state, or local sources

· Requests for payment must be supported by appropriate documentation (i.e. purchase orders, quotes, invoices, or time logs) for the full dollar amount requested and signed by an official representative of the institution authorized to request HRSA funding using the Request for Payment form, Appendix F.

· Requests for payments from individual institutions must be approved by the authorized regional representative prior to being submitted to VHHA for payment.


8. Maintain and Make Available Complete and Accurate Financial Records

· Ensure that the region and/or participating institutions are aware of the requirement to maintain a record of budget requests and approvals, payment requests and approvals, and deliverables (inventory - equipment, service, or supplies).

9.  Provide Regional Program Status Reports and Data Collection in a timely 
fashion

· Provide specific regional data when needed for response to HRSA requirements.

· Provide semi-annual reports on regional actions using VHHA provided report forms and as specified in the FY05 Timeline – Appendix C.

Appendix B. Memorandum of Understanding

Between (Regional Hospital Preparedness Coordinating Group) and (Participating Regional Organizations)

(FY 05 HRSA Project)


Purpose:
This agreement is made between (Regional Hospital Preparedness Coordinating Group) and (Participating Regional Organization) to facilitate the continuing development of a regional healthcare emergency response system. This regional system supports VHHA's development of a statewide healthcare emergency response system that addresses the requirements of the fourth year of the Health Resources and Services Administration (HRSA) Bioterrorism Hospital Preparedness Program Cooperative Agreement that begins on Sept. 1, 2005. This system also establishes a regional emergency preparedness infrastructure for healthcare institutions in Virginia. Regional hospital preparedness coordinating groups will foster collaborative planning efforts between the medical care facilities and local emergency response agencies in the established geographically and demographically diverse regions.  These groups will also provide representation to the VHHA’s Hospital Emergency Management Committee (HEMC) to develop standardized protocols, agreements and operating procedures necessary for a statewide system.

Regional Area:

This region is as defined in the MOU between the (Regional Hospital Preparedness Coordinating Group) and VHHA.

Regional Coordinating Group:


The (Regional Hospital Preparedness Coordinating Group) is the identified 
regional healthcare emergency preparedness coordinating group for this region.  
Its membership consists of representatives from acute care hospitals and other 
facilities and/or agencies within the designated geographical area.
The operational guidelines for the (Regional Hospital Preparedness Coordinating Group) are defined in the region’s charter (or corresponding document).

Organizational Expectations:

The following expectations are established for the participating regional organizations to facilitate development of the regional healthcare emergency response system:

1.  Designate organizational representative(s) to the (Regional Hospital Preparedness Coordinating Group).



2.  Participate in the coordinating group’s regional emergency response system 
development activities to meet the requirements of the HRSA FY054 NBHPP 
Continuation Guidance. This will include planning for the sharing of resources 
(Personnel/Supplies) between hospitals and with other Healthcare providers. 

3.  Participate in regional drills and a statewide drill coordinated by VDH to test hospital surge capacity and information coordination systems.

4.  Establish, maintain and test (monthly) a system to provide hospital status information to the Statewide Hospital Emergency Management Status Board (WebEOC). 

5.  Participate in the regional HRSA funds budgeting process, using VHHA hospital budget process and forms.

6.  Comply with federal and state funding requirements as specified in the MOU between the (Regional Hospital Preparedness Coordinating Group) and VHHA.

7.  Comply with financial recordkeeping requirements as specified in the MOU between the (Regional Hospital Preparedness Coordinating Group) and VHHA

8.  Maintain current organizational information on the VHHA-MCI web site.

9.  Maintain current Key Contact Personnel information on the VHHA-MCI web 
site.

*****************************************************************

Interregional coordination and resource sharing is conducted through the RHCCs.  These centers may contact neighboring regions for assistance or communicate directly with the VDH/ECC for assistance.  These centers function primarily to facilitate the sharing of healthcare resources.  Healthcare facilities needing other support such as fuel, security or water would still contact their local Emergency Operations Center for assistance.

C. Tier 3: Jurisdiction Incident Management

The relationship of healthcare facilities to the local jurisdictions is well-defined in the State and local Emergency Operations Plans.  In most cases the point of contact is the ESF-8 seat within the Local or State Emergency Operations Center.

Virginia emergency management and public health agencies are addressing the requirements to be NIMS compliant. Currently, most hospitals in the state have opted to wait for completed guidance and training materials from HRSA and DHS before initiating NIMS activities.  Hospital compliance with the required elements of NIMS is expected by August, 2007.

As previously indicated, the function of RHCCs does not diminish the relationships that healthcare facilities have with the local Emergency Operations Centers or emergency management structure.  This concept of operations is clearly stated in the statewide hospital emergency operations guide as follows:

“It must be emphasized, that the structure noted above is in addition to and does not replace the relationships and coordinating channels established between the individual health-care facilities and their local emergency coordinating centers and/or health department officials. This structure is intended to enhance the communication and coordination of specific issues related to the healthcare component of the emergency response system.” 

In addition, all acute care hospitals have a primary and back-up means of communications with the local emergency operations center.  Hospitals have also participated in numerous local, regional and statewide exercises to test their integration with the other components of the emergency response community.

D. Tier 4: Management of State Response and Coordination of Intrastate Jurisdictions

The Virginia Department of Health (VDH) is recognized in the State Emergency Operations Plan as the responsible agency for ESF-8 functions.  It is responsible for maintaining plans and systems that address public health and medical issues. Through its contractual agreement with the Virginia Hospital and Healthcare Association (VHHA) and the agreements with individual hospitals, a collaborative relationship is established within the acute care healthcare system.

As indicated in the overview section above, the VDH maintains a position in the state emergency operations center and operates a departmental emergency coordinating center to provide coordination during emergency situations.  Coordination with the hospitals is maintained through contact with the regional hospital coordinating centers.

The exchange of information between VDH and the hospitals is facilitated through the statewide hospital status system (WebEOC).  The list of information elements provided is contained in the Tier 1 section of this report.

E. Tier 5:  Interstate Regional Management Coordination

Virginia maximizes interstate coordination in support of MSCC through active participation in the Emergency Management Assistance Compact (EMAC).  The Virginia Department of Emergency Management (VDEM) is the lead agency for EMAC coordination in Virginia, and requests for mutual aid from EMAC member states are received at the Virginia Emergency Operations Center (VEOC). Response tasking for health and medical services are assigned to VDH for action and coordination with the healthcare coalition that includes public health, hospital providers, EMS, long-term care facilities, rural healthcare facilities, and private physician offices.  Requests for MSCC generated through EMAC assistance with patient treatment, patient movement, medical equipment and supplies, and healthcare provider staff are coordinated by VDH through the VDH Emergency Coordination Center (ECC) through the RHCCs. Details on resources available for interstate MSCC support are collected by the RHCC from regional facilities and provided to VDH for a coordinated response to the EMAC request.  Similarly, if Tier 4 response is not adequate to meet MSCC requirements in Virginia, a request for EMAC support will be generated by VEOC with input from local jurisdiction EOCs and the VDH ECC.  Medical resource needs (patient treatment capacity, patient movement, specialized medical equipment and supplies) will be communicated through the RHCCs to the VDH ECC for consolidation. As stated above, this Tier 5 response protocol does not replace but is intended to enhance the coordinating channels established between the individual health-care facilities and their local emergency coordinating centers for the purpose of facilitating inter-state mutual aid to support MSCC.  In October, 2005 a multi-state exercise provided an opportunity for the neighboring states of Kentucky, North Carolina, Tennessee, Virginia and West Virginia to demonstrate a coordinated response to a widespread public health hazard, including both a zoonotic disease outbreak and intentional foodborne contamination. The exercise provided a mechanism for the cross-jurisdictional demonstration of local, regional and state plans in response to a public health crisis and an opportunity to test interstate communication, public information and risk management communications. 
Virginia is NIMS/NRP compliant. (See attachments 1 and 2). Several real world events (Hurricane Isabel, anthrax alerts, and response to Hurricane Katrina) have provided excellent opportunities to interact with our Federal partners at HHS, DHS, and DoD. We have also engaged in Federal response interaction during statewide exercises, most notably during Exercise Determined Promise 04. VDH was involved, along with other State agencies in exercise planning and participated in scenario response including the request and receipt of Federal assistance.  In July, 2006 Virginia will be a primary player in a joint State/Federal exercise that will test Federal interaction in the delivery of SNS assets. We have solicited Federal in Virginia’s Pandemic Influenza exercise scheduled for October, 2006. National Capital Region partners Maryland and the District of Columbia may also participate, along with the DHS representative to the NCR.  

We expect that future exercise interaction will further refine planning and response interaction between the Commonwealth and our Federal response partners. 

Section III

Virginia’s Tiered System Response to Four Scenarios with Identified Gaps in Current Response Capability

A. Pandemic Influenza

Guiding Principles in Planning 

· Pandemic planning will be built on all-hazard planning, already underway at local, regional and state levels within Virginia.

· In advance of a pandemic, VDH will work with public and private partners to coordinate preparedness activities.  Advance preparations can reduce the number of people who become ill or die and can minimize the economic and community impact.

· Federal, state and local governments will not be able to address all pandemic influenza needs or meet all resource requests. Responsibility for preparing for and responding to a pandemic spans all levels and sectors.  In addition to government entities, healthcare, business, faith-based organizations, schools and universities, volunteer groups, and individuals have critical roles to play in pandemic preparedness.  VDH encourages all Virginians to be active partners in preparing for a pandemic.  An informed and responsive public is essential to minimizing the health effects of a pandemic and the resulting consequences to society.
· Sustained human-to-human transmission anywhere in the world will be a triggering event to initiate a pandemic response by federal and state responders.  
Assumptions

· Susceptibility to the pandemic influenza subtype will be universal.

· In an affected community, a pandemic outbreak will last about six to eight weeks.  At least two pandemic disease waves are likely.  Many geographic areas within Virginia and its neighboring jurisdictions may be affected simultaneously.  Localities should be prepared to rely on their own resources to respond.  

· An influenza pandemic will present a massive test of the emergency preparedness system.  Advance planning for Virginia's emergency response could save lives and prevent substantial economic loss.

· There may be critical shortages of health care resources such as staffed hospital beds, mechanical ventilators, medical and healthcare supplies including personal protective equipment morgue capacity, temporary holding sites with refrigeration for storage of bodies, and other resources.

· Healthcare workers and other first responders may be at higher risk of exposure and illness than the general population, further straining the healthcare system. 

· Widespread illness in the community could increase the likelihood of sudden and potentially significant shortages of personnel in other sectors who provide public safety and other critical services.

· An effective response to pandemic influenza will require coordinated efforts of a wide variety of organizations, both public and private, and health as well as non-health related. 
Virginia Morbidity and Mortality Projections
The CDC has developed a model for predicting estimates of the impact of deaths, hospitalizations, and outpatient visits due to pandemic influenza.
  The model was used to develop Virginia-specific estimates of morbidity and mortality from pandemic influenza.  Calculations were based on Virginia population estimates from 2000 U.S. Census Bureau data (population total: 7,078,515).  Eight weeks of pandemic influenza activity were assumed, with attack rates of 20%, 25% and 30%.   
Outpatient Visits by Attack Rate
	Age Groups (years)
	Number of Outpatient Visits

	
	20% Attack Rate
	25% Attack Rate
	30% Attack Rate

	0 –18
	229,134
	286,417
	343,701

	19 – 64
	447,426
	559,283
	671,139

	65+
	82,006
	102,508
	123,010

	Total
	758,566
	948,208
	1,137,850


Projected Hospitalizations by Attack Rate

	Age Groups (years)
	Number of Hospitalizations

	
	20% Attack Rate
	25% Attack Rate
	30% Attack Rate

	0 –18
	723
	904
	1,085

	19 – 64
	10,718
	13,398
	16,077

	65+
	4,618
	5,773
	6,928

	Total
	16,059
	20,075
	24,090


Death projections, were calculated using national estimates of influenza mortality from past epidemics, applied to Virginia population data

Projected Deaths by Attack Rate

	Age Groups (years)
	Number of Deaths

	
	20% Attack Rate
	25% Attack Rate
	30% Attack Rate

	0 –18
	40
	51
	61

	19 – 64
	1,814
	2,268
	2,721

	65+
	1,732
	2,165
	2,598

	Total
	3,586
	4,484
	5,380


Tier 1 Response:    The general response actions to a Pandemic Influenza scenario that threatens to overwhelm hospitals and other healthcare providers in a local jurisdiction will be similar to other mass casualty events in terms of those immediate actions taken to accommodate as many patients as possible and provide the best care possible under the circumstances to the greatest number of patients. Allocation of scarce medical resources in a surge event such as Pandemic Flu will be a significant challenge. Initial Tier 1 response will be to:

· Redistribute/maximize staffed beds capacity/capability. 

· Activate MCI plan (i.e. open auxiliary emergency treatment areas) 

· Activate procedures to provide a rapid in-patient intake capability (i.e. stop elective procedures, expedite early discharges and utilize 100 percent of staffed beds)

· Activate Regional Healthcare Coordinating Center for diversion coordination and VDH ECC for ESF 8 Coordination

· Activation Time: 0 to 4 hours

· Surge Level Increase – 0 above staffed beds data. Estimated 2,613 staffed beds available for influx of surge patients within four hours of incident statewide   

Isolation - Redistribute/Maximize Isolation Beds Capability
· Activate Isolation MCI plan (i.e. open aux. isolation emergency treatment areas)
· Activate procedures to provide a rapid Isolation In-patient intake capability (i.e. expedite early discharges as needed, re-evaluate current occupants of isolation beds and relocate as appropriate).
· Surge Level Increase – 0 above existing isolation bed data. Estimated 948 isolation beds available statewide : 
Level 2 (4-24 hours post event) Tier 1 Response: Maximum use of staffed beds and augmentation by facility “on-campus” surge capabilities. 
· Activate procedures to provide maximum hospital based in-patient treatment facilities within the region (i.e. activate all available beds, utilize Healthcare Facility Surge Areas (HFSA) i.e. out-patient services areas [same-day surgery, sleep study], conference rooms, semi-private conversions, medical office buildings
· Each hospital responsible for self-sufficiency with augmentation from regional caches and/or inter-hospital sharing agreements.
· Planned modification of care standards (i.e. Staffing ratios)
RHCC begins coordinating resource allocation within region 

· Surge Level Increase: 4,241 patient surge capacity above normally staffed beds statewide 

Level 2 Isolation- Maximum use of existing isolation beds/augmentation by auxiliary or portable isolation capabilities. 

· Activate procedures to provide maximum hospital in-patient isolation treatment facilities within the region (i.e.  activate all pre-established areas for isolation conversion (individual rooms with portable isolation conversion units, segregation of specific units or wings for cohorting of infectious patients)

· Surge Level Increase: 559 isolation beds available above the Level 1 capacity.

Tier 2 Response:  Regional response of the healthcare coalition will be coordinated through the RHCC and monitored by VDH.  Hospitals will share clinical and resource information (needs and availability) and, if appropriate, resources allocation will be coordinated through the RHCC.   

Additional Tier 2 Healthcare Coalition Measures: 

· Pre-scripted risk communication messages advising community based providers on best practices disease containment and treatment

· Provide psychosocial support services that will help workers manage emotional stress during the response to an influenza pandemic and resolve personal, professional and family issues. 

· Interface with long-term care facilities to assist with supply requirements, risk communication messages, workforce support, disease surveillance and containment.

· Community-based triage and information centers established to assess and re-direct presenting patients appropriately according to severity of breakout

Laboratory Support (Applies to Tiers 2-4):   DCLS, VDH, and local health departments will continue to build partnerships with healthcare providers within Virginia, including the physicians who participate in the Sentinel Provider Network during the regular influenza season. DCLS will continue to build partnerships with clinical laboratories within Virginia and provide laboratories with updated information as it becomes available.  The DCLS training coordinator and training office provide a formal liaison from DCLS to the clinical and local public health laboratories.  DCLS maintains a contact list for clinical laboratories throughout Virginia, and when necessary can distribute updated information by BLAST FAX, email, letter, and/or posting on the DCLS website.  
When a pandemic begins, public health and clinical laboratories will need to manage increased numbers of requests for influenza testing.  CDC will work with state public health laboratories and the LRN to provide clinical laboratories with guidelines for safe handling, processing, and rapid diagnostic testing of clinical specimens from patients who meet the case definition of pandemic influenza.  DCLS will provide clinical and local public health laboratories within Virginia with these CDC guidelines using the mechanisms created by Emergency Preparedness and Response (EP&R) planning such as BLAST FAX, email, letter, or website posting by the DCLS Training Office.  VDH will provide clinicians with guidance about the case definition of pandemic influenza and which subset of patients should have specimens sent to DCLS for pandemic influenza testing. DCLS and VDH will work with local health departments to provide local healthcare providers with specimen submission forms that specify the clinical and epidemiologic data that should accompany specimens sent to DCLS for pandemic influenza testing.  (For example, during the early stages of a pandemic, clinicians should include information on patients’ symptoms and risk factors, if known.)
Response at Tiers 3-5:  As indicated in Section 2, the integrated health and medical response to a Pandemic Flu outbreak will be coordinated by ESF 8 as part of unified command approach. Jurisdictional management of the response and recovery at the state level will work to integrate response partners in support of the unified command. VDH will likely be recognized as the lead agency and will coordinate the response. The information management function will be facilitated by use of a common, on-line incident management system by the health and medical as well as the state and local jurisdiction emergency management team. At Tier 4, State level response and coordination will integrate public health and the medical provider community pandemic flu response with the other emergency response partners (law enforcement, fire and EMS).  Early in the Pandemic Period, if Isolation and Quarantine measures are warranted, coordination with the justice system will be a key element of the response. 

Expert medical advice and observations from the provider community will be available via the RHCC to VDH for statewide assessment and coordination of Tier 4 response measures.  At Tier 5, VDH, with input from the health and medical coalition will assist in the management of interstate activities by coordinating surveillance activities and findings with other states and federal agencies. Interstate planning and coordination of public service messages will be an important element in the ongoing response. 

Identified Gaps

· The hospitalization rate will far exceed Level 2 hospital surge capacity and capability

· Many flu victims admitted to hospitals will require ventilator assistance, creating a demand that exceeds current supply. Gaps also exists in hospital, long term care, and other health care facility supplies of PPE, monitors, and associated air-way management equipment and supplies. 

· Public demand for information and triage management will be challenged (this gap is being addressed at state public health level with proposed creation of public inquiry call center)

· Staff shortages, even with a fully operational ESAR-VHP, will impact ability to provide treatment in high volumes over time

· Nursing homes, other long-term facilities and community-based healthcare facilities also have gaps in preparedness planning, staffing and material resources that require definitive assessment and remediation

· The existing bed-tracking system should be modified to provide more flexibility in data collection in order to assist in disease tracking

· Insufficient numbers of alternate care sites exist at present

· Policies and procedures for deployment of mobile assets and training of mobile staff is incomplete

· Security and public access control to acute care facilities may be inadequate 

· Fatalities caused by influenza will severely test the capacity to manage the dead in a manner that protects the public health and respects cultural norms and sensitivities. Because death caused by influenza is not a Medical Examiner case, (consider a death by natural causes) Pandemic Flu fatality management is a local community responsibility supported by State level coordination of available resources.

B. Explosive MCI    

Assumptions
· an explosive event may be the result of an accidental occurrence at numerous    industrial facilities identified in all regions of the state
· An explosive event may be the result of terrorism directed against numerous large gatherings identified in all regions of the state (sports events, political gatherings, graduations, concerts). 
· The Northern Virginia region is considered a high-risk area due to its proximity to Washington D.C.
· the magnitude of an event may be as large in a rural area as one in an urban area, depending on the concentration of persons at the scene 
· an explosives event would produce severe trauma and burn injuries with larger numbers of moderate to minor injuries
· based on previous events and the practical limitations of an explosive device, an incident of this nature may be expected to produce 300 to 1000 casualties with a mix of 10 percent major (severe trauma and burn), 20 percent moderate and 70 percent minor injuries
· A large number of fatalities with identification issues is a significant possibility with this type of event.
Tiers activated:   An event of this type could result in a Tier 2 to Tier 6 response depending on the location and number of casualties

· The medical surge capacity of the most of the state's regions would allow care of these patients within the region with some distribution of severe trauma and burn patients to Level 1 Trauma Centers located out of the affected region (Tier 3).

· Situations occurring adjacent to state borders may escalate to Tier 5 due to distribution of patients to hospitals in neighboring states.

· A terrorist related event would escalate to a Tier 6 due to FBI involvement 

· An event in the Northern Virginia region may escalate to a Tier 6 regardless of the cause due to its proximity to Washington D.C.

Tier 1 and 2 Related Comments: 

· An explosive event scenario has a great potential to overwhelm rapidly the healthcare and responder communities with many fatalities on the scene.  Providing treatment to many fatality injured victims may have severe psychosocial impact on first responders and hospital staff. 

· High volume of victims will require fast, effective coordination of air transport assets and some victims will have to be treated at non-trauma designated facilities.  Burn and trauma management will have to begin locally.  In some cases, depending upon the volume, trauma centers may be filled and the smaller hospitals will need to care for the patients themselves. 

· Law enforcement issue until the explosion is verified as an accident or a terrorist event; crime scene procedures will be in place; Medical Examiner (ME) will be involved

· Fatality Management, with ME involvement will require coordination at regional and state levels.

· If explosion due to suspected criminal activity, security measures may impact delivery of care (staff access to hospital, and emergency transport) 

Identified Gaps:  

· Competency to treat severe trauma and burn injuries at non-trauma designated facilities; training being developed for all hospitals and regional partners to export specialized trauma and burn treatment capability from Trauma centers to non-trauma centers for stabilization, treatment and transport 
· Insufficient supplies and equipment to care for the trauma/burn patient especially at non-trauma centers. 

· Equipping and training of mobile medical facilities (STIP) is incomplete

· Will require additional clergy and/or psychosocial support for victims, victim families and community  
· Patient tracking systems for hospital admissions and alternate care site/mobile medical facility treatment is required

C. Hazmat (Chemical/Radiation Exposure) Event
 Assumptions
· a chemical exposure event may be the result of an accidental occurrence at numerous industrial facilities identified in all regions of the state
· A nuclear exposure event may be the result of an accidental occurrence at numerous military vessels in the eastern region or the nuclear facilities identified in several regions of the state.
· A nuclear exposure event may be the result of terrorism directed against numerous military vessels in the eastern region or the nuclear facilities identified in several regions of the state.
· A chemical event may be the result of terrorism directed against numerous large gatherings identified in all regions of the state (sports event, political gatherings, graduations, concerts). 

· the magnitude of an event could be as large in a rural area as one in an urban area due to the location of large-scale events involving large numbers of people across the state

· A chemical/nuclear exposure event would produce contamination requiring large-scale decontamination operations.

· A large number of contaminated corpses are a significant possibility with this type of event; the Medical Examiner will be involved.

· Provision of antidotes in a timely fashion will be critical to survivability for severely affected individuals in many exposure events.

Tiers Activated:  An event of this type could result in a Tier 2 to Tier 6 response   depending on the location and type of material. 
· The medical surge capacity of most of the state's regions would allow care of these patients within the region with some distribution of severe cases involving burns to Level 1 Trauma and Burn Centers located out of the affected region 


(Tier 3).

· Situations occurring adjacent to state borders may escalate to Tier 5 due to distribution of patients to hospitals in neighboring states.

· A terrorist related event would escalate to a Tier 6 due to FBI involvement 

· An event in the northern Virginia region may escalate to a Tier 6 regardless of the cause due to its proximity to Washington D.C.

Identified Gaps

· The current bed availability tracking system will need additional capabilities to provide flexibility in data collection as the event escalates.  

· Patient tracking systems for hospital admissions and alternate care site/mobile medical facility treatment is required

· Caches of critical care equipment are insufficient (ventilators, monitors, PPE, etc.).

· Caches of medications are insufficient (chemical antidotes, nuclear exposure treatments)

· Equipping and training of mobile medical facilities (STIP) is incomplete

· Additional training required to mitigate hazards identified in regional HVAs, particularly railroad related hazmat. Training required to protect hospital systems and personnel from contamination, and training of hospital and EMS response personnel in self protection.

D. Weather related natural disaster
Assumptions:  The HVA related to weather related disasters ranks hurricane as the highest risk, with vulnerability to the effects of hurricane damage landscape extending throughout the Commonwealth. Although coastal areas are the most directly exposed to the force of a hurricane, Virginia’s mountainous areas are vulnerable to the flash flooding that often accompanies heavy rains associated with a hurricane. 
· A Category 3 Hurricane is the highest possibility for Virginia, though a category 4 is not out of the question if off-shore waters remain warm enough to sustain a more intense storm. A Category 5 storm is unlikely, but the effects would be catastrophic. 
· The deadliest hurricane to affect Virginia killed approximate 150 people. All were in the mountainous areas of Virginia and many drowned in flash flooding.
· A Category 3 Hurricane may result in coastal flooding in the Tidewater area which could necessitate evacuation of multiple healthcare facilities. For planning purposes the number of patient evacuees is estimated to be between 3,000, if only facilities in known flood zones are affected, and up to 10,000 if all Eastern Region hospitals and nursing homes are forced to evacuate. 
· Localities throughout Virginia are subject to the severe damage that tornadoes can inflict in local areas.  Unlike a hurricane, tornadoes strike with little or no warning. Although tornado damage is not nearly as widespread as a hurricane, the localized effects can be severe.
· Virginia is also subject to severe winter storms that often disrupt electrical power and transportation systems. 
Tiers activated:  Most weather related events (winter storms, tornadoes, one hurricane) would require a Tier 1 response with monitoring and minimal support required at the Tier 2 level. RHCCs and the VDH ECC would likely be activated.  Individual facilities needing facility operations support (i.e. fuel, transportation) would activate a Tier 3 response (contact and support from their jurisdiction’s local EOC).  A major coastal storm requiring healthcare facility evacuations will require a Tier 4 response.  All RHCCs and the VDH ECC would be activated to coordinate redistribution of patients from the coastal areas to other regions.  Assistance from the state EOC would be needed to coordinate transportation resources for this evacuation.
Planning Considerations and Identified Gaps: 

· Evacuation: Evacuation of patients and long-term care residents is an identified HVA in coastal flood-prone areas. Safe transport of medical fragile patients to a secure facility will require Tier 4 coordination of medical transport units and effective communication systems. 

· Long-term care facilities located in flood zones have more vulnerable infrastructure and, generally, are less well prepared for evacuation. 

· Evacuation of the general population along hurricane evacuation routes with interstate highway lane reversal in effect will require special provision for emergency response vehicles. 

· Past experience in a hurricane event taught that hospitals can be impacted by the public seeking shelter or power at the facility and by an influx of medically fragile people who may be oxygen dependent or require some level of observation but not acute care. A combination of better public communication about where to seek appropriate shelter and the provision of adequate emergency shelter is needed.  Efforts to improve sheltering, including sheltering capability to serve the medically fragile, is ongoing.  

· Infrastructure support - improvements are needed to provide greater infrastructure protection for healthcare facilities (i.e. wind resistant mitigation, electrical system protection, on-site water systems). Although it is understood that infrastructure improvements are not provided for in the NBHPP, it remains a major element in the HVA for facilities, especially in “hurricane-prone” areas.























































































Section IV


Capabilities Based Planning and Prioritization of Resources





A. Personnel


ESAR-VHP: 


Virginia’s Volunteer Management System (VMS) has been developed in accordance with the ESAR-VHP national guidelines and will be the portal through which volunteer health professionals are recruited, registered and credentialed. The system is currently being tested for accuracy, reliability and ease of access and use by VDH and MRC volunteer managers.  


Virginia is a signatory of EMAC and was actively engaged in deployment of volunteers to the Gulf Coast area in the aftermath of Hurricanes Katrina and Rita. Today there are 21 MRC units across the Commonwealth, with at least one unit in each hospital region. Approximately 75% of the more than 7,280 MRC volunteers now registered are medical professionals and all MRC units have participated in training opportunities including mass prophylaxis distribution. MRC volunteers have participated in over 20 state and local exercises. Sixty-one MRC volunteers deployed to the Gulf Region to assist with Katrina response efforts. Virginia’s MRCs are fully integrated into ESAR-VHP through the Virginia VMS. MRCs utilize the ESAR-VHP standard Virginia VMS to recruit, register, credential, and alert its members.  Local MRC units are also the portal through which hospital-based medical response teams will be registered and credentialed. 


The ESAR-VHP standard VMS is currently being tested and improved where necessary to enable the system to register and verify credentials of health professionals, whether organized as medical response teams or as individuals. Virginia legislative code provides legal liability protection for volunteer members of MRC chapters. 


Information regarding the deployment availability of healthcare volunteers with verified credentials will be able to be extracted from VMS and shared with other states or with Federal partners upon request to VDH.  There is no plan to provide direct electronic access to VMS by our state or Federal partners. 


Current plans for the deployment of Volunteer Healthcare Professionals (VHP) were exercised during the response to Hurricanes Katrina and Rita. Volunteers who are employees of the Commonwealth are deployed via the EMAC system.  MRC volunteers, who have been pre-screened, credentialed and trained, can and have been deployed to assist in the efforts of disaster relief organizations such as the Red Cross. 


Pursuant to � HYPERLINK "http://leg1.state.va.us/cgi-bin/legp504.exe?000+cod+54.1-3030" �§54.1-3030�, et. seq., Code of Virginia, Virginia became a participating state in the Nurse Licensure Compact on January 1, 2005.  The Nurse Licensure Compact authorizes Licensed Practical Nurses and Registered Nurses licensed and residing in a compact state to practice in other compact states without the necessity of obtaining an additional license.  The Nurse Licensure Compact facilitates nursing practice among the compact states by requiring the nurse to maintain a license in his/her primary state of residence which grants “multi-state privilege” to practice in other compact states.  However, this privilege requires that the nurse practice according to the laws and regulations of each state in which the nurse practices or provides care (i.e., the state in which the patient is located at the time care is rendered), either physically or electronically.  Nursing practice is not limited to patient care, and includes all nursing practice as defined by each compact state’s practice laws.  As of February 4, 2005, the Virginia Board of Nursing no longer verifies Virginia licenses to other states.  Verification of Virginia licenses are processed through an automated, web-based system maintained by the National Council of State Boards of Nursing. 


Activities planned to further enhance and provide a fully operational ESAR-VHP system:  Through the VHHA, legal advice has been contracted to provide the hospitals the legal framework and guidance for protecting their employees and the corporate entity concerning use of volunteers during times of emergency. VMS system upgrades will speed up the credentialing process, provide a more accessible registration and training experience and operationalize a reliable volunteer information and emergency alerting system. Hospital based Medical Response Teams will be registered with credentialing data and alerting contact information into VMS through MRCs to take advantage of state sovereign immunity legal protection. 





Medical Response Teams: As indicated above, Medical Response or “Strike” Teams will be organized, equipped and trained on a regional basis to provide a response element for mutual aid within a region or a deployable unit for inter-regional or inter-state support. This activity will be described in Section V. 


	





B. Planning


Alternate Care Sites: 


How many sites have been identified at the State and sub-State regional level?  A total of 23 alternate care sites have been identified. In an event that does not result in a surge of acute care treatment demand beyond hospital Level 2 capacity, such as a weather related event, many of these sites can also serve as shelters for displaced citizens with the capability of providing limited care to the medical fragile. 


What types of facilities are being considered?   Some regional plans include the expanded use of Red Cross shelters in public school buildings. Going forward in this project year, and in order to provide adequate capacity and capability in infrastructure and staffing, current planning will focus on identifying existing medical office practices, urgent care centers, and other outpatient centers for use as alternate care centers.  Feedback from community-based physicians indicates that the preferred venue for community surge treatment is at currently functioning outpatient facilities in the community, both independent practices and those associated with hospitals and health systems. Equipment, supplies and staffing are in place and providers are familiar with the existing systems. Identifying through MOU and providing additional logistical support to this type of facility will be the primary focus of activity. 


What can the facilities accommodate in terms of the numbers of patients and level of care, (i.e. triage, basic care and stabilization, trauma level type care, patients transferred from hospitals, medical needs shelters etc)?  The capacity and level of care that could be provided at community-based outpatient facilities will vary by facility. For those alternate care sites already identified, the capacity averages between 50-100 patients. Only basic care and stabilization is available. Special needs cases to include oxygen dependent patients, very young or assisted living type patients can be accommodated.  Basic triage and assessment is possible, along with minor medical care, vital sign assessment, simple cardiac monitoring and supportive assistance and care.


What staffing plans have been developed for these facilities?  Initial staffing to be provided by registered and credentialed healthcare volunteer members of local MRCs with assistance of local Red Cross personnel.  


What are the plans for supply and re-supply of the facilities?  Initial supplies for a 72 hour period are stored in mobile cargo trailers strategically located and ready for deployment to any given site.  Additional supplies would be requested as needed from local, regional and national stock piles.  


What are the plans for the security of the site?  At those sites already identified, local law enforcement will provide security.  In a complex and wide-spread scenario, law enforcement may not be available to provide 24/7 security at each facility. This is a potential gap which may require mutual aid assistance from adjacent jurisdictions, state, or federal law enforcement or military assets.   


What are the plans for patient movement to the sites and from the sites to more definitive care sites either within or outside of the State?  EMS units will be utilized to transport minimal care patients from hospitals to the identified sites, and to transport patients to more definitive care sites from alternate care sites. Local public transportation and school bus lines will assist in non-acute patient movement to the alternate care sites. EMS units will provide transport from the incident scene or triage area to the appropriate treatment facilities based on established protocol. 


Mobile Medical Facilities: 


What activities have been undertaken to establish mobile medical facilities in the State?  Four of the six regions have or are in the process of purchasing mobile medical facilities. The units are identical and provided from the same supplier which will enhance standardization for intra-regional collaboration.  These assets can be deployed or established on or adjacent to a hospital campus. 


What activities have been undertaken to provide for the staffing, supply and re-supply of the facilities and associated training of medical teams associated with these facilities?   Staffing will be provided by regional medical response teams made up of experienced hospital based providers and other volunteer healthcare professionals from the area. Supplies and equipment are, for the Near Southwest and Northwest Regions, being provided and maintained by the manufacturer. Central and Eastern Regions will purchase and stockpile or contract for rotational stock of supplies for the units. 





If these facilities exist in the State how many of them are available, where are they positioned?  These mobile facilities, described as “Stabilization and Treatment in Place” or STIP units are made up of multiple treatment unit shelters that can stand alone or be connected to a domed central or command unit. Two are positioned in the Near Southwest Region and will be deployable to any location in the Near Southwest or Northwest Region within 6 hours. Contractual arrangement with the manufacturer includes transport and set-up of the units as well as maintenance of all necessary medical supplies. One will be positioned in the Richmond area for deployment anywhere in the Central Region. In the Eastern Region, 18 individual treatment shelters will be distributed to each of 18 hospitals for use as on-campus STIPs, but will be available for transport and consolidation for a centralized operation. In the Eastern Region the two RHCCs will each house a domed central unit.


What are they capable of handling in terms of numbers of patients and level of care provided (triage, primary care, tertiary care, trauma etc)   Each has the capability to provide stabilization and treatment in place for up to 35 patients with an isolation capability.


What capabilities do they possess (i.e., Do they posses the capability to perform surgery? Do they have a lab? Can they provide x-ray services? Do they posses an ICU? Do they have pharmacy services?) They are intended for the initial triage, stabilization and treatment of patients. Surgery would not normally be provided, nor would extended intensive care. Acute cases would be transported to the most appropriate tertiary center if warranted. 


How long can these assets be deployed to the field before they would need to be re-supplied?  Initial supplies will provide for the first 72 hours of deployment, more or less, depending on the intensity of demand for treatment. Two regions have contracted for re-supply by the manufacturer. 


What plans, MOU’s and other arrangements exist for the transfer and use of the facilities and any associated medical teams, equipment and supplies within the State and between adjoining States as may be needed in an emergency?  Current emergency plans provide for resource re-allocation, including mobile medical facilities, regional medical response teams and associated supplies and equipment, among regions as coordinated by the RHCCs and the VDH ECC. Deployment outside of the state will be in accordance with EMAC procedure. 





C. Equipment and Systems


    Bed Availability Tracking System


What activities to date have been undertaken to develop bed tracking systems at the State, sub-State regional and local level?  A bed and facility resource tracking system is in place and fully operational at the local, regional and state level. In an emergency scenario, hospitals provide resource data on request to a web-based resource tracking system maintained by the state hospital association. The bed tracking system is a component of an incident management and communication system (WebEOC) that has been adopted by the State EOC for statewide use. A full description of the data elements contained in the bed and resource tracking system is contained in Section II (Overview of Tier Response). 


If bed tracking systems currently exist in the State are the systems capable of reporting on the bed types as outlined in the Program Requirements section of this guidance?   Technical activity is now in progress which will make the existing system compatible with the “HavBed” System as described in the Program Requirements section of the guidance, and fully capable of providing the information requested to the HHS Operations Center. It is anticipated that compatibility with HavBed will be complete by the end of this calendar year. 


How the tracking system is implemented during an event, how many times a day reports are asked for and the chain of reporting that happens from the hospital level to the State EOC?  In response to an event affecting health and medical resources, the VDH ECC will be activated as will all RHCCs. Individual facilities will be queried by the RHCC for bed and other applicable resource tracking information to be reported as described above. Normally, hospitals will be asked to report once per shift, but the frequency may depend on the scenario and circumstances.  The VDH Hospital Coordinator and a representative of the VHHA will staff the VDH ECC and monitor bed and resource tracking on the hospital WebEOC system. Consolidated reports can then be provided to the State EOC. Alternatively, access to the hospital bed tracking data can be provided to the State EOC via technical interface through WebEOC. 


    Interoperable Communications Systems


What protocols exist at the State, sub-State regional and local levels for redundancy in communications systems to ensure communication during an event when power is lost and facilities possibly become isolated from other entities? 	VDH, in collaboration with the state hospital association (VHHA) has developed redundant communications systems to provide backup capability during a public health emergency. Satellite phones have been provided to each of the RHCCs and a complete network of HAM radio systems links each hospital facility to other facilities in the region and to the RHCC. HAM systems are wired into facility emergency power systems. Most HAM systems have voice and data capability. The interoperable Statewide Agencies Radio System (STARS) system is not yet accessible by hospitals, but is under installation statewide and will be available to all state emergency response agencies and hospitals. Additionally, hospitals in the Eastern Region have implemented an extensive VHF radio system for further redundancy.  A similar VHF system exists in the Northern Region, called MedCom. If power is lost, but the Internet is available and accessible, facilities will rely on emergency power systems to allow connectivity.  Each of the RHCCs will be provided a satellite terminal equipped with an extended battery supply to provide connectivity to the internet in the event normal land-line connection is lost. The acquisition of these units is in progress. The units are expected to be in-hand by the end of September, 2006. 


What training/education on the equipment and protocols takes place for personnel involved with a response to include efforts incorporating communication plans in tabletop or operational exercises?  Local licensed HAM radio volunteers practice communication techniques on a regular basis and as part of periodic exercises.  At least monthly communication drills are conducted statewide to test and train in the use of the web-based incident management and bed tracking system. 


What primary and secondary communication capabilities exist for patient tracking and information dissemination between healthcare and other response entities?  The primary means for communicating between healthcare and other response entities is use of the web-based incident management system adopted by the State’s lead agency for emergency management, the Virginia Department of Emergency Management (VDEM), and available to local jurisdiction response agencies. The secondary system is the interoperable Statewide Agencies Radio System (STARS) system, now being installed statewide. Until it is fully operational and available to all hospitals and other response agencies, radio systems such as the HEAR system are in use. 


What are the means for establishing and exchanging voice communications amongst participating hospitals and healthcare organizations in any given region/State (i.e., dedicated radio frequency and radios, VOIP, satellite phones)? As described above, in addition to the satellite phones provided to RHCCs, HAM Radio systems are installed at all facilities, HEAR Radio is widely available, a VHF radio system links Eastern Region hospitals and the Hampton Roads MMRS, a similar VHF system is in place in the Northern Region. Cell phones, pagers, and “Blackberry” units are in common use and provide additional communication options. 


What are the means for establishing and exchanging data information amongst participating hospitals and healthcare system in any given region/State?  As described above, the primary means is via a web-based data collection tool. Bed tracking and other resource data can also be exchanged through fax capability if in service or via HAM Radio systems which have the capability of providing both voice and data. Satellite terminals positioned at RHCCs will enable back-up internet connectivity for relaying consolidated regional reports of data from the individual facilities. 


     Hospital Laboratories


What systems are currently in place to ensure hospital labs have the capability to report and receive reports 24-7 with local health departments and LRN sites?


     Virginia’s State Lab, (Division of Consolidated Laboratory Services or DCLS) has 	identified 79 laboratories that perform minimal to complex microbiological 	procedures that support patient care. These laboratories have been included in 	Virginia’s Laboratory Response Network, have been provided a copy of 	Bioterrorism Response Guide for Clinical Laboratories, have been included in our 	sentinel laboratory database, and have been assessed to identify basic needs for 	worker safety and communication equipment needs. The majority of these 	laboratories have the ability to receive blast fax emergency communications both 	from DCLS and the HAN.  The fax machines also can be used to transmit critical 	data to both the local health departments and DCLS.  DCLS continues to 	encourage these laboratories to establish and maintain emergency contact lists. In 	addition to fax communications, DCLS has 	established an e-mail distribution list 	to transmit critical information rapidly.  


How are lab personnel incorporated into drills and exercises on terrorism preparedness?   DCLS is involved in all statewide bioterrorism and chemical drills and exercises. To date, however, sentinel laboratories have had insufficient involvement in drills and exercises.  DCLS has identified this as a gap in laboratory preparation. DCLS has hosted approximately 10 Table Top Laboratory Exercises that have involved the lab, local health departments and local emergency responders. In addition, site visits made by the DCLS Bioterrorism Response Training Coordinator have incorporated a communication drill during the visit. 


Discuss the number of laboratories and the Biological Safety Levels (BSL) of them in your State and how these laboratories will interface with hospitals.  To date, DCLS has identified 79 advanced sentinel laboratories.  Based on self-reporting, all facilities have BSL-2 workspace and four facilities have BSL-3 workspace.  DCLS is one of the four facilities possessing BSL 3 workspace in the Commonwealth.  DCLS has been Select Agent Registered and inspected by the CDC and USDA/APHIS.  DCLS is linked to hospitals via the statewide courier system.  Samples are logged and bar coded at the shipping site, transported to and accessioned at DCLS; and are tested at DCLS.  Results are transported to the submitter via courier return trip or can be faxed if more immediate notification is required.  


Discuss upgrades to hospital lab systems to enhance the ability to receive, handle, package and ship suspicious samples, as well as to accommodate the increased reporting and receiving of data with multiple entities to include public health, LRN labs and others.   These activities are discussed in Section V. 





D. Training 


Describe the capabilities and competencies that will be focused on with training dollars, the training and evaluation methodology to be used, and linkages with drills or exercises.   1) NIMS compliance activities and the Hospital Incident Command System (HICS) will be a major focus in this project year.  Standardized competency based NIMS curricula and standardized HICS training will provide both a uniform standard for training and a universal evaluation methodology. Standard procedures, language, and reporting used in NIMS and HICS will be incorporated into regional and statewide exercises and drills. Periodic drills that test the State’s web-based incident management system will also incorporate the competencies gained from NIMS and HICS training. 2) Similarly, training activities in behavioral health disaster response will include competency-based methodologies such as participative learning, clear linkage of information provided and the competency addressed, and clear linkage during the training to desired competencies based on expected functions during an emergency. 


	3) Hospital Laboratory Training will focus on training newly identified 	laboratories and will include an introduction to DCLS, the Virginia Laboratory 	Response Network, and information about the proper shipping, packaging, and 	transportation of specimens or samples thought to potentially possess biological 	agents. In addition to these activities, advanced sentinel laboratory competency 	will be assessed through the administration of a proficiency testing panel provided 	by the Wisconsin State Lab of Hygiene in collaboration with DCLS. These panels 	will be used to determine advanced sentinel laboratory training needs. 	Laboratories failing to score 80% or greater accuracy on proficiency panels will 	be provided either on-site training or will be given preference for attendance at a 	DCLS wet workshop training.  4) Training packages developed by trauma and 	burn injury experts (adult and pediatric) based at designated trauma centers will 	be delivered to providers located at community hospital facilities or other 	hospitals that do not possess that specialized level of expertise. The object is to 	export and multiply some level of specialized trauma and burn injury capability 	throughout the state so that victims of MCI can be at least stabilized for transport 	to a tertiary facility, provided palliative care, or managed appropriately at the 	local level. 5) Regional Medical Response Team training will enable volunteer 	healthcare professionals an opportunity to train together in disaster response 	protocols when and if deployed. Both these medical training initiatives will link 	training material to practice and demonstrated competency.  The gained 	competencies will be 	incorporated into regional and statewide exercises.  


Applicants should identify the number of personnel targeted for training by professional group and the estimated funding required for accomplishing these tasks.   1) NIMS and HICS Training- Hospital Disaster Response Staff, Management and Senior Leadership: approximately 2,500 personnel; $400,000 required. 2) Behavioral Health Response- approximately 2,000 hospital based providers, CSB staff, volunteers, and other para-professionals: $200,000 required.  3) Hospital Laboratory Training- approximately 200 hospital based and other sentinel lab personnel: $150,000 required. 


	 4) Specialized trauma and burn care training- approximately 150-200


 	ER staff at non-trauma centers: $80,000 required.  5) Regional Medical 	Response Team Training- 5-6 Regional Teams: $170,000 required. 


Include in their application the name and contact information for the person “responsible” for overseeing training coordination and programming.  Name of person responsible for NBHPP training coordination and programming: Bill Berthrong, Hospital Coordinator.  Phone: 804-864-7034  Email: � HYPERLINK "mailto:bill.berthrong@vdh.virginia.gov" ��bill.berthrong@vdh.virginia.gov�





E. Exercises, Evaluations and Corrective Actions


What sub-State regional drills and exercises are planned for the FY 2006 budget cycle?  All regions will conduct at least one exercise during the upcoming project year. Sub-regional jurisdictions have the option of additional drill opportunities with healthcare coalition response partners. JCAHO standards require hospitals to coordinate disaster planning and exercising with the local community and each regional exercise will have that as a primary objective; i.e. to plan and conduct the exercise in collaboration with the jurisdiction emergency manager(s). 


How many hospitals, rural health facilities, health centers, and other health care entities will participate. All NBHPP participating hospitals will participate as well as selected state mental health facilities and, if feasible, DoD facilities. A primary objective of regional and local exercises will be to include community based providers and facilities including long-term care facilities, laboratories, blood distribution centers and rural community health centers. 


What will the exercises and drills focus on (pandemic influenza, biologic agents, chemicals, explosive scenarios etc)   The scenario of the statewide exercise in October 2006 will be Pandemic Influenza. All hospitals and as many other health care entities as feasible willing to participate will do so. Regional exercises will likely also focus on the pandemic flu scenario but may also include an explosive event, hazmat (chemical or radiological release) or a weather related natural disaster. 


The role that healthcare facilities play in development, participation, evaluation and after action reports of these exercises.  The Regional Preparedness Committees are closely involved in developing the training and exercise objectives for the region. Healthcare facilities are represented on those committees and have opportunity for input. Furthermore, hospital exercise planning input will be solicited via the HEMC and through the Regional Hospital Coordinators. 


How the awardee will ensure that lessons learned from after action reports are shared back to the healthcare facilities and that the emergency operations plans of those facilities are then modified.  It is standard procedure that post exercise activities involve all participants from an immediate “hotwash” of  the exercise to development of the After Action Report (AAR) 30 days post exercise.  A lessons learned report will be generated based on the AAR and will be shared with all participating healthcare facilities. The Regional Preparedness Committee, with assistance from the Regional Hospital Coordinator and VDH Emergency Planners with oversight from VHHA and VDH will then take necessary action to modify healthcare facility EOPs. 














































































































Section V


Methodology and Work Plan





The following is a description proposed activities to address identified gaps in tiered response system and capability elements. Activities will be planned and implemented with advisory input and oversight from the Hospital Emergency Management Committee (HEMC). HEMC is composed of two representatives from each of the six regional hospital emergency preparedness committees (as established through MOUs) and one representative from the designated primary Regional Coordinating Center in each of these regions. The following organizations are also represented on the HEMC: The Medical Society of Virginia; The Virginia Nurses Association; The Virginia Chapter of the American Academy of Pediatrics; The Office of EMS; The Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS); and The Community Services Board.  HEMC functions as a statewide planning group and advisory panel to VHHA and VDH.  HEMC provides advice for the implementation of the NBHPP and for the development and ongoing direction of an effective statewide healthcare hospital emergency management program. HEMC also serves as the conduit between the hospital private sector, and other professional associations and public agencies involved in the improvement of the state’s healthcare emergency management program. Members of HEMC also serve on the Health and Medical Sub-Panel of the Secure Virginia Panel. As described in Section I, The Secure Virginia Panel was appointed by the Governor to address all homeland security needs and oversee Federal Grant activity pertaining to these issues. Key agencies or organizations with which VDH and VHHA will participate and will contribute to this project include: Virginia’s 21 MRC Units, MMRS organizations in Northern Virginia, Hampton Roads and Richmond, VDEM, local government leaders and emergency managers, DMHMRSAS, and the State Lab (DCLS). 


	


Activity One: ESAR-VHP


a. Methods: 	


	1) Use system test results to design technical improvements to system


	2) Use feedback from system users and advisory panel to identify opportunities f	or improvement  


b. Steps: 	


	1) Continue and complete testing phase


	2) design and implement system improvements


	3) refine incorporation of ESAR-VHP standards into system  	


c. Method(s) of evaluating progress: 


	1) Monitor use and obtain feedback from MRCs


	2) Track number of volunteers registered/credentialed


	3) Measure system performance during drills and exercises


d. Timeline: 


	Continue testing and system improvement throughout project year; system fully 	operational by August 31, 2006


e. Responsible Staff: ESAR-VHP Coordinator- Bill Berthrong, HPC 


f. Deliverables: ESAR-VHP compatible system for advanced registration of volunteer health professionals and other volunteers. 


g. Funding allocation: $150,000





Activity Two:  Medical Response Teams


a. Methods: 1) Recruit among healthcare provider community including hospital, EMS, 	 	       and community based providers; register through MRC for legal protection


b. Steps: 1) Develop and articulate team composition and objectives 2) recruit and 	 	     register team members 3) equip and supply team with logistical support 4) 	 	     train as team


c. Method of evaluating progress: HEMC evaluation of reports from regions; numbers of 	 	             team positions registered; acquisition of equipment and supplies; training 	 	             accomplished.


d. Timeline: Recruit, register and train team members throughout project year. Teams 	 	         identified with training ongoing by August 31, 2006


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional 	 	          preparedness committees, VHHA Senior Medical Director and Technical 	 	         Advisor; VDH Hospital Coordinator 


f. Deliverables: 


	1) Staffed and equipped Regional Medical Response Teams by 8/31/2007 	


	2) Deployable Medical Teams when training complete 


g. Funding allocation: $200,000.  This allocation will fund the team infrastructure needs 	 	             as well as support for the ESAR-VHP project to support registration and 	 	             credentialing of these volunteer healthcare professionals.





Activity Three:  Behavioral Health- Development and delivery of psychosocial crisis intervention public information material to assist coalition partners in Tier 1 Response


a. Methods: Contract with DMHMRSAS to provide material and training to local 	 	    	        healthcare coalition partners


b. Steps: 1) Work through CSBs to identify opportunity for needs assessment at local 	 	   level 2) CSB staff or other disaster behavioral health specialist prepare and 	 	   deliver public “risk communication” material to disaster response partners in 	 	    each local jurisdiction 3) Receive feedback on material 4) Modify as required. 


c. Method of evaluating progress: 1) Feedback from coalition partners receiving risk 	 	  communication messages 2) Periodic reports from contractor DMHMRSAS


d. Timeline: Delivery projected throughout project year; approximately half of all 	 	   	        delivery by mid-year report with completion by August 31, 2007


e. Responsible Staff: DMHMRSAS Disaster Response Coordinator and VDH Hospital 	 	    Coordinator with oversight and feedback via the Regional Hospital Coordinator	 	     from the Regional committees. 


f. Deliverables: Public Risk Communication material for multi-scenario response 


g. Funding allocation: $100,000





Activity Four:  Alternate Care Sites


a. Methods: 


	1) Facilitate discussion among jurisdiction emergency managers, community 	based healthcare providers, hospitals and health systems to identify possible sites 	among outpatient medical offices, clinics, urgent care centers


	2) Survey community providers for needs assessment


	3) Jurisdictions coordinate logistical, transportation and public communications 		activities 


b. Steps: 


	1) Contact local community healthcare providers and identify possible sites 


	2) Negotiate and draft MOUs with community based healthcare providers 


	3) Identify and procure stockpile or source of supplies and equipment to support 	sites 


	4) Arrange for logistical support of sites during event 


	5) Prepare public communication to identify and direct patient movement to sites 	if needed. 


c. Method of evaluating progress:  


	1) Number and capacity of sites identified and under MOU


	2) Degree of involvement by local government


	3) Number of community based providers participating


d. Timeline: 


	Ongoing throughout project year; alternate care sites designated in each region 	by 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional preparedness committees, VHHA Senior Medical Director and Technical Advisor; VDH Hospital Coordinator 


f. Deliverables: Alternative care site capability in each region in order to provide some level of community surge capacity for the hospitals in the region 


g. Funding allocation: As the line item budget narrative (Attachment 7) indicates, a total of $2 million has been allocated for Alternate Care Sites and Mobile Medical Facilities. The exact allocation amount will depend on the activity proposal submitted by the regional committees. 





Activity Five:  Mobile Medical Facilities


a. Methods: 1) Organize and plan for the equipping, supply, deployment and staffing of the mobile facilities 2) Evaluate and acquire additional mobile facility in additional regions based on recommendation of regional planning committee. 


b. Steps: 1) Assess supply and equipment needs 2) Coordinate planning among regions to ensure supplies and equipment are standard across regions 3) Recruit, and train region medical response team to staff facility 4) Register team members through MRC for liability protection


c. Method of evaluating progress:1) Regular (monthly) reports from regional coordinator 					      2) Regional and statewide exercise 


d. Timeline: Continued from current year with anticipated operational readiness by August 31, 2007.  Training and team maintenance an ongoing effort.


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional preparedness committees, VHHA Senior Medical Director and Technical Advisor; VDH Hospital Coordinator 


f. Deliverables: Mobile Facilities operational and deployable in at least four of six regions


g. Funding allocation: As the line item budget narrative (Attachment 7) indicates, a total of $2 million has been allocated for Alternate Care Sites and Mobile Medical Facilities. The exact allocation amount will depend on the activity proposal submitted by the regional committees. 











Activity Six:  Regional Coordination and Tiered Response Planning and Management


a. Methods: 1) Regional Planning and Coordination of Response through Six Regional Preparedness Committees and a Regional Coordinator  


b. Steps: 1) Re-Evaluate Performance and Select Hospital Preparedness Coordinator for each region 2) Task each Coordinator to develop plans and programs designed to meet NBHHP objectives 3) Regularly assess performance and provide feedback. 


c. Method of evaluating progress: 1) Regular (monthly) reports from regional coordinator 				       2) Written reports at project mid-year and end-year


				       3) Regional and statewide exercise 


d. Timeline: Continued from current year through August 31, 2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional preparedness committees) with oversight from VHHA Senior Medical Director and Technical Advisor; VDH Hospital Coordinator 


f. Deliverables: Tiered response planning and NBHPP deliverables throughout year. 


g. Funding allocation: $927,000 





Activity Seven:  Bed Availability Tracking System


a. Methods: 1) Evaluate Requirements for HavBed Interface 2) Assess need for additional 	       data elements for Tiered Response in Four Scenarios 3) Improve access and 	    	       competency in use of WebEOC as an incident management tool 


b. Steps 1) Implement HavBed Interface 2) Provide training in use of WebEOC 3) Install 	   	   new data elements in bed tracking system as required


c. Method(s) of evaluating progress:  1) Reports from Contractor (VHHA) 2) evaluation 	 	                                                of WebEOC performance in drills and exercises. 


d. Timeline:  HavBed Interface complete by December 31, 2006; Performance measure 	 	         tool by Mid-Year FY2006; Installation of new data elements by Mid-Year 	  	        FY2006; Enhanced WebEOC performance is ongoing to be completed by 	  	        8/31/2007


e. Responsible Staff:  VHHA NBHPP Staff and VDH Staff with input from Regional 	  	                       Coordinators


f. Deliverables: HavBed Interface; Performance Measure data collection tool; Additional 	 	             data elements if necessary; better trained WebEOC users and improved 	  	             WebEOC performance


g. Funding allocation: $900,000 





Activity Eight:  Interoperable Communications Systems


a. Methods: 1) Assess interoperability of systems before and during October, 2006 			statewide exercise 2) Interface with partner state agencies to assess 			progress of STARS system in healthcare facilities and RHCCs (see 			Section 4 for STARS description) 3) Enhance communications 				redundancy and reliability with addition of satellite terminals in RHCCs


b. Steps: 1) Interface with state agency responsible for STARS installation for estimate of 	   project completion 2) Test current systems during October, 2006 statewide 	  	   Pandemic Flu exercise 3) Procure, distribute and test RHCC satellite terminals


c. Method of evaluating progress: 1) Monitor STARS installation progress 2) Evaluate 	communication performance in statewide exercise 3) Test satellite terminals and 	train in use


d. Timeline: Expect progress in STARS installation throughout year, with RHCCs complete by 8/31/2007; Exercise evaluation complete by December 31, 2006; Satellite terminals in place and operational by Mid-Year Report, 2007. 


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional 	preparedness committees, VHHA Senior Medical Director and Technical 	Advisor; VDH Hospital Coordinator


f. Deliverables: STARS Radio system in RHCCs by end of project year; improved interoperability resulting from exercise lessons learned and continued training; additional communications redundancy with satellite terminals in RHCCs and VDH ECC 


g. Funding allocation: See line item budget justification under bed tracking and interoperable communications.  The cost of the satellite terminals will be approximately $60,000; there is no cost for the STARS system installation. 





Activity Nine:  Hospital Laboratories-  


a. Methods: 	1) Enhancement of sentinel laboratory participation in drills and exercises 


		2) Establish relationship with all sentinel laboratories and advocate for 			inclusion in local, regional, state, and multi-state exercises and drills.


		3) Improve sentinel lab responsiveness and readiness through training   


b. Steps: 	1) Acquire services of a Laboratory Emergency Response 					Planner/Trainer (or contract for these services) 


		2) DCLS to expand its sentinel laboratory database


		3) Contract emergency courier services to support rapid transportation of 			specimens to DCLS


c. Method of evaluating progress: 1) Monitoring and reporting by DCLS 		Emergency Response Planner/Trainer 2) Exercise performance 


d. Timeline:  Exercise inclusion by end of October, 2006 and ongoing henceforth; 	Expand sentinel lab database by Mid-Year FY2006; Emergency Courier Services 	by Mid-Year 2006


e. Responsible Staff:  Lead Scientist for EP&R at DCLS and VDH Hospital 	Coordinator


f. Deliverables: Enhanced sentinel lab reporting and training competency; 	increased 	participation by sentinel lab personnel in regional/state drills and 	exercises; 	emergency courier service to enhance delivery of samples	


g. Funding allocation: $95,500








Activity Ten:  Upgrades to Hospital Lab Systems: 


a. Methods: Upgrade sentinel lab equipment, supplies, and testing proficiency through


	        provision of needed supplies, proficiency testing, and information system


b. Steps: 1) Enhance the existing LIMS (Lab Information Management System)


	   2) Administration of Proficiency Testing Panel 


	   3) Increase/Enhance Sentinel Lab Supplies and Equipment


c. Method of evaluating progress: DCLS microbiologist/trainer will visit and 	evaluate improvement and report results to VDH


d. Timeline: Progress monitored throughout year with 50 percent of sentinel labs 	  	  	         provided for by mid-year and others by 8/31/2006


e. Responsible Staff: DCLS Lead Scientist for EP&R 


f. Deliverables: Proficiency Testing Panel, Upgraded information system, an


                         necessary sentinel lab supplies


g. Funding allocation: $154,500 





Activity Eleven:  Upgrades and Enhancement to PPE, Isolation and Decontamination equipment (clearly linked to HVAs) 


a. Methods: Assess Need based on HVA		


b. Steps: 1) Inventory current equipment 2) identify and evaluate need based on HVA


	   3) Purchase and deliver product


c. Method of evaluating progress: Compare request for additional product to HVA by 		                                           region


d. Timeline:  Complete upgrade by 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional preparedness committees, VHHA Senior Medical Director and Technical Advisor; VDH Hospital Coordinator


f. Deliverables:  Upgrade PPE, Isolation, and Decontamination Equipment 


g. Funding allocation: $1,290,848





Activity Twelve: Developing State capacity to collect and analyze data to determine the status and progress in meeting NBHPP performance measures


a. Methods: 1) Assess data requirements to collect and analyze progress in meeting 	   	             performance measures


b. Steps:      1) Design and implement tool for collecting performance measure data


c. Method of evaluating progress: 1) Sub-recipient attainment of performance measure            				           standards


d. Timeline: Complete by 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional 	preparedness committees, VHHA Senior Medical Director and Technical 	Advisor; VDH Hospital Coordinator


f. Deliverables: Data collection tool for performance measure achievement evaluation


g. Funding allocation:  See budget justification; this activity included in bed-tracking  	  	                         activity; cost will be based on data elements already available and 	              	                         additional time required of contractor





Activity Thirteen:  Establishing stand-alone caches of ventilators, air-way circuitry, IV pumps, monitors, pulse oximeters, etc.  


a. Methods:  Assess need for ventilator cache based on estimate of patients requirement ventilator assistance in pandemic event; similar assessment for associated equipment


b. Steps:  1) Evaluate best value product for number of ventilators and capability required


	    2) Purchase product 3) stock in regional caches 


c. Method of evaluating progress: Reports from Regional Coordinators and assessment of 	                                         expert panel from Virginia Respiratory Care Association


d. Timeline: Acquire and cache equipment by 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional preparedness committees, VHHA Senior Medical Director and Technical Advisor; VDH Hospital Coordinator


f. Deliverables:  Stand-alone caches of ventilators and associated equipment to enhance preparedness for pandemic flu outbreak 


g. Funding allocation: $2,500,000





	


Activity Fourteen: Enhancing caches of specific categories of pharmaceuticals available on site in hospitals or in regional/state locations. 


a. Methods: Assess need for specific categories of pharmaceuticals to enhance readiness on regional level for events based on HVA 


b. Steps: 1) Inventory current stock of pharmaceuticals 2) Identify gaps in required medications 3) purchase or contract for necessary stock increase


c. Method of evaluating progress: Reports from Regional Coordinators 


d. Timeline: Complete enhancement of pharmaceutical cache by 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional 	 	                      preparedness committees, VHHA Senior Medical Director and 	     	                      Technical Advisor; VDH Hospital Coordinator


f. Deliverables: Upgraded/enhanced pharmaceutical cache 


g. Funding allocation: $1,050,000





	


Activity Fifteen: Competency Based Training 


a. Methods: 1) Administer NIMS and HICS Training to Hospital Disaster response staff


	        2) Develop and deliver trauma and burn training to non-trauma center ER 			staff  


	        3) Contract with DMHMRSAS for delivery of competency based 				disaster behavioral health training to hospital and other healthcare 				coalition personnel. 


b. Steps: 1) Determine appropriate training materials and method 2) Deliver training 3) 	 	    Evaluate competency through exercise performance 


c. Method of evaluating progress: 1) NIMS compliance and HICS training accomplished 						by hospital staff


				       2)  Periodic Training Reports from DMHMRSAS 


				       3)  Drill and Exercise Performance


d. Timeline: Complete by 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional 	preparedness committees, VHHA Senior Medical Director and Technical 	Advisor; VDH Hospital Coordinator and DMHMRSAS Disaster Preparedness 	Coordinator


f. Deliverables:  NIMS Compliance; HICS competency; additional disaster response competencies among hospital staff 


g. Funding allocation: $1,150,000 





	


Activity Sixteen: Terrorism Preparedness Exercises 


a. Methods: Involve Healthcare Coalition in Drills and Exercises to the maximum extent 		        possible 


b. Steps:  1) Plan Exercise(s) 2) Inform hospitals and other healthcare entities of exercise 	 	    objectives and recruit involvement in exercise planning and participation 3) 	 	    hold planning and TTX 4) Conduct exercise  5) Evaluate exercise 6) Identify 	 	    lessons learned  7) incorporate lessons learned into upgraded emergency plans


c. Method of evaluating progress: Exercise Performance


d. Timeline: Conduct statewide exercise in October, 2006 and at least one regional exercise before 8/31/2007


e. Responsible Staff: Six Regional Hospital Coordinators (representing the six regional 	 	          preparedness committees, VHHA Senior Medical Director and Technical 	 	         Advisor; VDH Hospital Coordinator, VDH State Exercise Planner and 	  	         Assistant


f. Deliverables:  Conduct one statewide and one exercise per region 


g. Funding allocation: $150,000 
































































































































Section VI


Resolution of Challenges





Activity One: ESAR-VHP


A. Likely challenges in design and implementation: 1) Healthcare professionals may be reluctant to provide personal data in registering as volunteers  2) Concerns over lack of workers compensation coverage may discourage some healthcare professionals from volunteering 


B. Approach to be used for resolution:  1) Minimize amount of personal data collected. One possible solution is for a Regional Medical Response Team to be registered and credentialed as a unit. Internal team management would be responsible for verifying and certifying credentials, experience, and competency of team members. Alerts for activation would be sent to team leaders for action. This would minimize individual interface with the system, alleviate privacy concerns and simplify the alerting process. 2) Continue attempts to find solution to workers compensation issue. 


C. Leverage and coordination with other homeland security activities:   No significant challenges likely; MRCs will benefit from the enrollment of new volunteers; Much of the interface in system implementation will involve VDH Public Health emergency planners. 





Activity Two: Medical Response Teams


A. Likely challenges in design and implementation: 1) Healthcare professionals with busy work and personal schedules may be reluctant to take on an additional commitment in time. 2)  Concerns over lack of workers compensation coverage may discourage some healthcare professionals from volunteering 3) High turn-over of team members may be an issue; team will need to “have depth”. 


B. Approach to be used for resolution: 1) Enlist leadership at hospital and Regional Preparedness Committee level to recruit members. 2) Provide professional incentives, such as education credits 3) Continue attempts to find solution to workers compensation issue. 


C. Leverage and coordination with other homeland security activities: 1) Much of the leadership and basis for team organizational structure involves existing MMRS entities. These organizations could provide needed leverage. 





Activity Three: Behavioral Health- Development and delivery of psychosocial crisis intervention public information material to assist coalition partners in Tier 1 Response


A. Likely challenges in design and implementation: 1)  Community Service Boards are not part of DMHMRSAS “organic” structure, so there is no direct authority over day-to-day operations and meeting established timelines for project completion. 


 B. Approach to be used for resolution: 1) Encourage DMHMRSAS to withhold funding until firm agreements are in place for meeting timelines. 


C. Leverage and coordination with other homeland security activities: VDH relationship with DMHMRSAS in other projects provides needed leverage and coordination to overcome any challenges with CSB compliance. 














Activity Four: Alternate Care Sites


A. Likely challenges in design and implementation: 1) Lack of local government support for project, and unwillingness to take the lead in organizing community surge capability 2) Lack of (or perceived lack of) resources and staff in local jurisdiction management to support project


B. Approach to be used for resolution: 1) Facilitate discussion of local jurisdictional managers and local healthcare coalition 2) Convince reluctant local jurisdiction managers that building community surge capability is an important planning function with significant positive pay-off if successfully done. 


C. Leverage and coordination with other homeland security activities:  VDEM has no direct authority over local emergency managers, but can help in the education process. Regional VDEM Coordinators can help “open the door” with personal connections. The Governor’s Office of Commonwealth Preparedness (OCP) is an influential voice throughout the State. 





Activity Five: Mobile Medical Facilities


A. Likely challenges in design and implementation: Although all mobile facilities acquired to date are identical in construction, other regions may want to select a different model, which could degrade inter-operability among regions. Similarly, selection of supplies and equipment to support the facilities may not be acquired in a coordinated way without careful planning. 


B. Approach to be used for resolution:  Require Regional Coordinators to coordinate acquisition of supplies and equipment to ensure interoperability of operations.  Strongly encourage that any future facility acquisition be of the same design. 


C. Leverage and coordination with other homeland security activities: Leverage through the VHHA and Regional Committees. 





Activity Six: Regional Coordination & Tiered Response Planning and Management


A. Likely challenges in design and implementation:  No significant challenges expected. Regional Coordinators for FY2006 have prior-year experience and have established good record of performance. They have been involved in the preparation of this application. 


B. Approach to be used for resolution:  Not applicable 


C. Leverage and coordination with other homeland security activities: Not applicable 





Activity Seven: Bed Availability Tracking System


A. Likely challenges in design and implementation:  Technically and otherwise, no significant challenges are likely to arise for this activity. This activity is being accomplished or coordinated directly by VHHA which has an excellent business relationship with the IT sub-contractor(s).  


B. Approach to be used for resolution:  Not applicable 


C. Leverage and coordination with other homeland security activities: Not applicable 





 


Activity Eight: Interoperable Communications Systems


A. Likely challenges in design and implementation:  VDH has no direct control over the installation schedule or priority of the STARS, statewide interoperable radio system. It is, essentially, a project coordinated by the State Police. 


B. Approach to be used for resolution:   Direct liaison with the state interoperability coordinator to encourage that higher priority be given to hospital installation. VDH also has a good relationship with the State Police. 


C. Leverage and coordination with other homeland security activities:   Direct interface to inform STARS project coordinators of importance of hospital installations. The OCP may be helpful in resolving ambiguity. 





Activity Nine: Hospital Laboratories  (Microbiologist Planner/Trainer)


A. Likely challenges in design and implementation:  Recruitment of a qualified micro-biologist trainer/EP&R coordinator may be a challenge given the uncertain nature of future funding for the position. 


B. Approach to be used for resolution:   DCLS will conduct a nationwide search for candidates.  


C. Leverage and coordination with other homeland security activities:  None, except that The Virginia State Lab (DCLS) has an excellent reputation in the scientific community. Qualified candidates should be attracted to this opportunity. Given its record of achievement, we are optimistic about successfully leveraging HHS for future funding to maintain this important position. 





Activity Ten: Upgrades to Hospital Lab Systems


A. Likely challenges in design and implementation: No significant challenges anticipated. 


B. Approach to be used for resolution: Not Applicable 


C. Leverage and coordination with other homeland security activities: Not applicable 





Activity Eleven: Upgrades and Enhancement to PPE, Isolation and Decontamination equipment (clearly linked to HVAs)


A. Likely challenges in design and implementation: 1) There are a number of alternative options in the selection of equipment and systems for isolating a section or wing of a facility. Reaching consensus on the selection may be a challenge. 2) Storage space for PPE and Decontamination equipment continues to be a challenge. 


B. Approach to be used for resolution:  1) Require that the Regional Coordinators reach consensus on additional isolation equipment. 2) Search for storage alternatives such as a common regional cache site or use of existing contracted storage space. 


C. Leverage and coordination with other homeland security activities:  Not applicable. 





Activity Twelve: Developing State capacity to collect and analyze data to determine the status and progress in meeting NBHPP performance measures


A. Likely challenges in design and implementation:      There remains some ambiguity on the details of the performance measures established by HRSA.  While this ambiguity remains, designing a data collection tool is problematic. 


B. Approach to be used for resolution:  Seek clarification from HRSA. 


C. Leverage and coordination with other homeland security activities: Not applicable 





Activity Thirteen: Establishing stand-alone caches of ventilators, air-way circuitry, IV pumps, monitors, pulse oximeters, etc.  


A. Likely challenges in design and implementation:   Selection the appropriate ventilator product from among a range of choices from the complex and capable and very expensive to the simple, basic and very inexpensive is a challenge.  It is a “best value for money” decision with an aim of procuring sufficient numbers of capable ventilators to save as many lives as possible in a Pandemic Flu outbreak. 


B. Approach to be used for resolution: Enlist a panel of respiratory care experts to make a recommendation for purchase.


C. Leverage and coordination with other homeland security activities:  Not applicable 





Activity Fourteen: Enhancing caches of specific categories of pharmaceuticals available on site in hospitals or in regional/state locations. 


A. Likely challenges in design and implementation:  No significant challenges are likely to arise. 


B. Approach to be used for resolution: Not applicable 


C. Leverage and coordination with other homeland security activities: Not applicable 





Activity Fifteen: Competency Based Training


A. Likely challenges in design and implementation: 1) There still remains some uncertainty as to what the final compliance requirements for hospitals and other healthcare facilities will be, as they have not yet been promulgated by the NIMS Integration Center. 2) Likewise, final revisions to HICS have not been completed. 


B. Approach to be used for resolution: 1) Continue to work with hospitals for the training of staff in the basic NIMS courses and await final compliance requirements before planning any follow-on training. 2) Delay arranging for HICS training until the revision is complete. 


C. Leverage and coordination with other homeland security activities:  Not applicable 





Activity Sixteen: Terrorism Preparedness Exercises





A. Likely challenges in design and implementation:  Enlisting participation by all healthcare coalition partners in regional and statewide drills and exercises. 


B. Approach to be used for resolution: Promulgate the objectives of the prospective exercise through the local jurisdictional managers, emphasizing the opportunity that participation will provide the jurisdiction to prepare and build stronger working relationships with coalition partners.  Communicate the same message to other healthcare coalition partners and involve them in the planning of the exercise so that they have an opportunity to meet their own objectives. 


C. Leverage and coordination with other homeland security activities:  Use leverage gained at the local jurisdiction management level to bring in other coalition partners into exercise participation. 



































Section VII


Evaluation and Technical Support Activity





A. How state level activities will be measured and evaluated:  Oversight from the Health and Medical Sub-Panel of the Secure Virginia Panel will evaluate statewide activities on a quarterly basis.  The Hospital Emergency Management Committee (HEMC) evaluates reports provided on a monthly basis by the VDH NBHPP Hospital Coordinator, the VHHA Technical Advisor for the NBHPP, and the VHHA Senior Medical Director. An annual statewide exercise will measure and evaluate plans, procedures, and systems now in place.  Post exercise after-action reports will generate lessons learned from the exercise, which will then be reflected in modifications to facility, region and state level emergency operation plans. 





B. How region level activities will be measured and evaluated:  The first level of measurement and evaluation of regional activities will be provided by VHHA by the VHHA Technical Advisor for the NBHPP and VHHA Senior Medical Director. The VDH NBHPP Hospital Coordinator will be fully engaged in planning as well as measurement and evaluation of progress.  Sub-Committees of the HEMC will also receive reports from the Regional Coordinators.  A required annual exercise at the regional level will test the activity progress in implementing initiatives, systems, and preparedness training. VHHA and VDH will observe regional exercises and participate in the post exercise evaluation and lessons learned process. 





C. How local level activities will be measured and evaluated:  The Regional Preparedness Committees, chaired by the Regional Coordinator will monitor, measure and evaluate local activities and progress.  Local drills and exercises may provide added measurement criteria.  The VDH Hospital Coordinator and the VHHA Technical Advisor will continue period site visits to sub-recipient hospitals to validate progress and conduct site audits of materials and systems in place.  





D. How healthcare evaluation activities will be coordinated with other homeland security activities to provide integrated evaluation strategy. 


	


1. Target Capability Assessments:  The Virginia Department of Emergency Management (VDEM) leads this effort with VDH as an active participant. A representative of VDH (The NBHPP Hospital Coordinator) is participating in upcoming Target Capabilities List workshop meetings. 


	


2. Public Health evaluation activities:  The integration of public health preparedness activities with the NBHPP allows for an integrated evaluation strategy.  Public Health representatives participate on the HEMC for oversight and evaluation. Public Health representatives participate as members of Regional Preparedness Committees for evaluation at the regional level.  Local Health District Public Health Officers and their emergency planner assistants are active in local community preparedness activities for evaluation of planning and exercising at the local level











Section VIII


Organizational Information for the Virginia Department of Health (VDH)


And 


The VDH Emergency Preparedness and Response Programs (EP&R)





A. Current Mission and Structure





	Mission


	VDH: Our mission is to achieve and maintain optimum personal and community health by emphasizing health promotion, disease prevention and environmental protection.


	VDH/EP&R: Our mission is to effectively respond to any emergency impacting public health through preparation, collaboration, education and rapid intervention. The Emergency Preparedness and Response Programs involve state, regional and local emergency response partners working together to enhance readiness to respond to bioterrorism, infectious disease outbreaks and other public health emergencies. Funding to support these efforts is provided through grants from the U.S. Centers for Disease Control and Prevention, U.S. Health Resources Services Administration and the U.S. Department of Homeland Security.





	Structure


	The Virginia Department of Health is an agency within the Secretariat of Health and Human Resources within the Commonwealth’s Executive Branch of Government.  The Emergency Preparedness and Response Programs (EP&R) is a Program within the Department of Health, led by the Deputy Commissioner for EP&R who reports directly to the State Health Commissioner. 





B. Scope of Current Activities


The Virginia Department of Health (VDH) is dedicated to protecting and promoting the health of Virginians. VDH is made up of a statewide Central Office in Richmond and � HYPERLINK "http://www.vdh.state.va.us/LHD/LocalHealthDistricts.asp" �35 local health districts�. These entities work together to promote healthy lifestyle choices that can combat chronic disease, to educate the public about emergency preparedness and threats to their health, and to track disease outbreaks in Virginia.








C. Capability to conduct program requirements and meet program expectations: The organization and structure of VDH contributes to its ability to meet program expectations in that as an “organic” health department, 33 of 35 Health District Directors report directly to the Deputy Commissioner for Community Health Services, and all staff are state employees. The two independent health districts function under contract with VDH and function similarly to the other 33 districts. Each health district is staffed with an emergency planner and epidemiologist who assist the District Public Health Officer in emergency planning and response including liaison with healthcare providers. Each District Health Officer is a physician; most also have a public health or management degree. The Commonwealth is divided into 5 Public Health Regions which very closely approximate the 6 Hospital Regions in geographic area. The regional organization has enhanced the ability of VDH to coordinate planning and response with its healthcare coalition partners. 





D. Coordination of public health planning and emergency response with other homeland security agencies, offices and activities in the Commonwealth:  VDH is one of 17 agencies of Virginia government that are designated as emergency response agencies. The designated agencies comprise the Virginia Emergency Response Team (VERT). VDH is responsible for coordinating the Health & Medical (ESF 8) response. The lead agency for emergency management is the Virginia Department of Emergency Management (VDEM). VDH works closely with VDEM and other VERT agencies such the following with the coordination intersect indicated: 


Department of Transportation- Access and delivery of mass prophylaxis 


State Police- Intelligence, HVA, infrastructure security, and emergency transport 


Department of Social Services-   Sheltering, Evacuation, and Mass Care


Department of Game and Inland Fisheries- Zoonotic Diseases 


Department of Agriculture and Consumer Affairs- Foodborne illness


Department of Mental Health, Mental Retardation and Substance Abuse Services- (DMHMRSAS)-Address behavioral mental health issues linked to emergency response


Department of General Services- Warehouse management for SNS


Division of Consolidated Laboratory Services- Laboratory services for biologic, chemical and radiologic response 
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