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1 Meeting Details

1.1 Source Information

	Client
	Texas Department of State Health Services (DSHS)

	Group
	Hospital Preparedness Program

	Date of Session
	February 23 and 24, 2009

	Date Notes Completed
	March 6, 2009

	Facilitators
	John R. Litaker  

Francesca Kupper

Virginia Headley

Charles Walts

	Note-Takers
	John R. Litaker  

Francesca Kupper

Virginia Headley

Charles Walts

	Document Number
	2009F-03-HPP

	Participants
	Hospital Preparedness Program regional contractors and DSHS employees


1.2 Background

The Department of State Health Services (DSHS) held a two-day strategic planning meeting to obtain input from Hospital Preparedness Program (HPP) contractors on program activities for fiscal years ’10 – ‘12.  Specifically, this meeting addressed:

1. The top two hazard vulnerability analysis (HVA) scenarios in Texas, not including pandemic influenza

2. Future preparedness goals based on capabilities identified by the U.S. Department of Health and Human Services Office of the Assistant Secretary for Preparedness and Response (ASPR), 2008 Cooperative Agreement requirements

3. Minimal levels of preparedness based on capabilities identified by ASPR, 2008 Cooperative Agreement requirements

1.3 Meeting Format

The two-day meeting allowed for ample interaction between HPP contractors, DSHS staff, and facilitators.  Day 1 included an introduction and overview of the two-day meeting as well as identification of the top two HVA scenarios facing Texas, not including pandemic influenza.  

Day 2 included a more specific discussion on current and future levels of preparedness, as well as discussion on FY ’10 – ’12 preparedness goals.  Day 2 also included the development of recommendations for minimal levels of preparedness for some of the ASPR 2008 Cooperative Agreement requirements.

On Day 1 meeting participants met in four groups organized by DSHS HPP Trauma Service Area (TSA) section to discuss the top two HVA scenarios faced regionally.  Figure 1 shows these four TSA sections.  Generally, the four sections represent the following geographic areas of Texas.

· Section 1:  West Texas

· Section 2:  Gulf coast and the Rio Grande Valley

· Section 3:  North Texas

· Section 4:  Central Texas

Figure 1:  DSHS designated Hospital Preparedness Program Trauma Service Area sections
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On Day 2, participants were organized by approximate city size to discuss current and future levels of hospital preparedness.

Breakout Group 1 (larger cities) 

· Austin

· Dallas / Fort Worth

· El Paso

· Houston

· San Antonio

Breakout Group 2 (mid-size cities)

· Amarillo

· Bay City

· Belton

· Bryan

· College Station

· Corpus Christi

· Harlingen 

· Laredo

· Lubbock

· Waco

Breakout Group 3 (smaller cities)

· Abilene
· Lufkin
· Midland
· Nacogdoches
· Odessa
· San Angelo
· Texarkana (Northeast Texas)
· Tyler
· Victoria
· Wichita Falls
A committee to discuss minimal levels of preparedness (MLP) composed of a DSHS staff member and HPP contractors from the following cities was also established on Day 2.

· Austin

· Dallas / Fort Worth
· El Paso

· Houston

· Laredo

· San Antonio
2 Findings

2.1 Top Two Hazard Vulnerability Analysis (HVA) Scenarios in Texas

The types of HVA scenarios identified by each group varied based on geography, local industry, and perceived threats to the region.  Table 1 identifies the scenarios identified by each TSA Section.

Table 1:  HVA scenarios, in alphabetical order, identified by participants in each of the four HPP TSA sections
	TSA Section 1
	TSA Section 2
	TSA Section 3
	TSA Section 4

	Agroterrorism
	Chemical exposure
	Chemical spill
	Active shooter

	Border violence
	Flooding
	Gas pipeline rupture
	HAZMAT / petro-chemical accident

	Chemical / pipeline explosion
	Hurricanes
	Radiological incident
	Infectious disease outbreak

	Infectious disease outbreak
	Nuclear and radiological dispersal devices
	Severe weather
	Radiological accident

	Mass fatality event at a large event or sporting venue


	Port of entry
	Terrorism
	Severe weather event (e.g., hurricane, flooding, drought, wildfire, tornado)

	Power and utility failure
	Power and utility failure
	Train derailment
	Terrorism (e.g., due to a visiting VIP)

	Severe weather
	Refinery / chemical industrial accidents
	
	


Based on participant input
 the top two HVA scenarios in Texas, in addition to pandemic influenza, are:

1. Severe weather-related events

2. System / technology failures  

Severe weather events range from drought and floods to hurricanes and ice storms – depending on the time of year and the location within Texas.  Discussions of severe weather also included the idea of advanced warning weather events (e.g., hurricanes) and acute weather events (e.g., floods).  System and technology failures range from utility and power failures to technological and communication failures.  Table 2 identifies potential areas of health and medical impact due to these two HVA scenarios. 

Table 2:  Potential health and medical impact of the top two Texas HVA scenarios, not including pandemic influenza
	Severe Weather-Related Events
	System / Technology Failures

	· Evacuation

· Shelter-in-place

· Medical surge capacity

· Mass fatalities

· Alternate care sites

· Mobile medical assets

· Workforce staffing

· Repatriation
	· Evacuation

· Shelter-in-place

· Interoperable communications

· Critical infrastructure protection


2.2 Minimal Levels of Preparedness

A committee that included HPP contractors and a DSHS staff member addressed the issue of minimal levels of preparedness for ASPR capabilities.  Specific recommendations are presented in Section 3.  Readers are advised that minimal levels of preparedness were not identified for all ASPR capabilities, due to time constraints
.

2.3 Future Levels of Preparedness

The three breakout work groups (as identified in Section 1.3) discussed current and future levels of preparedness. Current levels of preparedness were compiled for each group and are on file with DSHS.  Recommendations for future levels of preparedness are presented in Section 3.  Readers are advised that future levels of preparedness were not identified for all ASPR capabilities, due to time constraints.

2.4 Footnotes for Section 3

Readers are advised of the following footnotes for Tables in Section 3.

*  The description of the ASPR capability is summarized from the grant guidance document.  Refer to the grant guidance document for complete details of this capability.

†  These items are for the State of Texas as a whole.

3 Recommendations on Minimal Levels of Preparedness and Future Capabilities by ASPR capability

3.1 National Incident Management System (NIMS)

	National Incident Management System*

Type: Overaching
	Adopt and implement NIMS elements for healthcare organizations.  Participating hospitals must identify compliance with the 14 NIMS activities as described in the funding opportunity appendix.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Maintain current and future training achievements

· Provide HICS training for essential personnel

· Train all essential personnel on NIMS 300 and 400 and standard implementation of medical operation centers
· Integrate healthcare incident command and traditional emergency management at the state level
	· Promote collaboration and coordination with ESF 9

· Continue training activities, especially related to HICS

· Exercise using NIMS

· Develop inventory list of available assets


	· Increase state integration and involvement
	· Develop a statewide inventory list of available assets


	· 


3.2 Education and Preparedness Training

	Education and Preparedness Training*

Type: Overaching


	Ensure that education and training opportunities or programs exist for adult and pediatric pre-hospital, hospital, and outpatient healthcare personnel who respond to terrorist incidents or other public health emergencies.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Creation of an organized, updated, web-based system of training opportunities 

· Creation of a centralized training management system

· Funding for healthcare staff to attend training

· Better integration of HPP and Public Health Emergency Preparedness (PHEP) training courses

· Knowledge of exercises and drills of neighboring jurisdictions 
	· Centralize information (i.e., course name, content, location, cost, sponsoring agency, etc.) on available training opportunities

· Seek input from stakeholders on proposed courses

· Develop course content specific to Texas 

· Integrate training at the local level with partners (e.g., Councils of Government)

· Provide funding for staff training

· Provide training on WebEOC


	· DSHS to develop course standards

· Develop a method to document participation by individuals in a centralized training management system


	· Sustain training management and coordination initiatives

· Identify and implement new courses
	· 


3.3 Exercises, Evaluations, and Corrective Actions

	Exercises, Evaluations, and Corrective Actions*

Type: Overaching


	Create exercise programs that build on the Homeland Security Exercise and Evaluation Program (HSEEP) components.  Combine exercises with others when possible.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Exercises that include all ESF functions

· After action reports that include a healthcare component

· Statewide drills on patient tracking

· Exercises that include disease control and surveillance components

· Regional exercises with DSHS Health Service Regions and Disaster District Committees

· HSEEP-compliant training activities and forms


	· Develop a centralized list, preferably at the state level, of upcoming and available exercises (see Education and Preparedness Training)

· Develop standard reporting tools and forms that meet HSEEP and / or other reporting requirements


	· Develop a repository for all exercise information (e.g., planning, etc.) and After Action Reports

· Conduct a statewide exercise
	· Conduct a comprehensive, integrated (i.e., completed ESF inclusion) exercise statewide

· Maintain repository of exercise information
	· Some participants noted that current directives to use the State of Texas designated training partner do not meet the needs of TSA contractors

· TSA contractors desire more options for training partners 


3.4 Needs of At-Risk Populations

	Needs of At-Risk Populations*

Type: Overaching


	State in which at-risk populations with medical needs are being served and the activities that will be undertaken with respect to the needs of these individuals.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Education of at-risk populations to teach them how to care for themselves and / or seek care during a disaster

· Public awareness campaigns to encourage pre-registration for statewide tracking system

· Pre-registration for at-risk populations to include knowledge of where to go during a disaster

· Improved equipment and resources to meet the needs of this population

· Coordinate plans between HPP and PHEP

· Clarify legislative and legal issues related to sensitive information in the tracking system
	· Define data elements for a statewide at-risk population tracking system

· Begin development of an at- risk population tracking system

· Revise the DSHS medical special needs definition


	· Implement a strategy to maintain information in the at-risk population tracking system (e.g., keeping information current, safe, and secure)


	· Provide at-risk populations an incentive to register in the tracking system

· Develop a public awareness campaign for this tracking system, how to register, and the benefits of registration

· Increased collaboration and partnerships with volunteer fire fighters, home health agencies, the Department of Aging and Disability Services and the Department of Assistive and Rehabilitative Services
	· 


3.5 Interoperable Communication Systems

	Interoperable Communication Systems*

Type: Level 1


	Equip participating hospitals and other healthcare entities, to the extent possible, with communication devices which allow the entities to communicate horizontally and vertically with other healthcare organizations, first responders, and public health officials.

	Proposed Minimum Levels of Preparedness
	Hospital Level:  Each participating will be able to demonstrate interoperable communications at least twice a year with other healthcare facilities, first responders, and local Emergency Operations Centers / Medical Operations Centers within their region via two different methods. 

Regional Level: Each grant region will able to meet Texas Tier 4 interoperable communication as outlined by the Governor’s Division of Emergency Management and their respective Council of Government plan. By Year 3, EMS and other healthcare partners (long-term acute care facilities, local health departments, nursing homes, etc) should be integrated into the regional communication plan and inter-regional communication plans should be developed and tested at least annually once established.  

 

	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Integration of all hospitals into WebEOC

· Use of WebEOC by all hospitals during a disaster

· The availability of state IT resources to support IT integration

· Radio communication between all hospitals and EOC / MOC

· Ability to demonstrate redundant communications between hospitals and the MOC

	· Develop standard operating guides for communication activities

· Train and educate appropriate hospital staff on available communication systems (e.g., radios, WebEOC, etc.)

· Test hospital communication systems both vertically and horizontally during exercises 

· Test communication systems during exercises


	· Integrate all hospitals with WebEOC and EMSystems

· Develop a statewide communications plan
	· Assure all hospitals have satellite / HAM radio communication capacity

· Create standardized communication kits

· Continue developing and maintaining FY ’10 and FY ’11 activities
	· 


3.6 National Hospital Available Beds for Emergencies and Disasters (HAvBED)

	National Hospital Available Beds for Emergencies and Disasters (HAvBED)*

Type: Level 1


	Complete development of an operational bed tracking, accountability, and availability system compatible with HAvBED data standards and definitions.

	Proposed Minimum Levels of Preparedness
	Hospital Level:  Each participating facility will report available beds in accordance with the adopted Whole Bed standards in Texas – within 1 hour of the request.

Regional Level:  The region will provide an aggregate report of bed availability utilizing the approved Whole Bed standards in Texas, to DSHS within 2 hours of the request.



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Texas users of the Whole Bed system will fully understand its capabilities and how to input data into the system
	· Increase knowledge and training of the Whole Bed system at the hospital level, including the capacity to fully utilize the system and enter data


	· Maintain FY ’10 activities
	· Maintain FY ’10 activities
	· There was general agreement by participants that this capability is being addressed by DSHS


3.7 Emergency Systems for Advance Registration of Volunteer Health Professionals (ESAR-VHP)

	Emergency Systems for Advance Registration of Volunteer Health Professionals (ESAR-VHP)*

Type: Level 1


	Establish a national network of state-based programs to effectively facilitate the use of volunteers in local, territorial, state, and federal emergency responses.

	Proposed Minimum Levels of Preparedness
	Hospital Level:
To be determined.
Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Not identified
	· Not identified


	· Not identified
	· Not identified
	· This is a DSHS responsibility; it is currently being addressed by DSHS 


3.8 Fatality Management

	Fatality Management*

Type: Level 1


	Work closely with participating hospitals and other appropriate healthcare entities to ensure that facility-level fatality management plans are integrated into local, jurisdictional, and state plans for disposition of the deceased.

	Proposed Minimum Levels of Preparedness
	Hospital Level: Each participating facility will develop a mass fatality plan that includes at a minimum the process to bag, tag and store deceased remains of up to 5% of their licensed beds capacity for 24hours.

Regional Level: The region will demonstrate collaboration with the medical examiner’s (ME) office, Public Health Authority, and / or Offices of Emergency Management within their region to share facility planning and identified gaps and to increase total regional storage capacity by 5% regionally over the next 3 years.



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Each hospital will have a fatality management plan

· Hospitals, TSA contractors, and local authorities (emergency operations centers, medical examiner’s office, etc.) will work collaboratively on local and regional mass fatality plans


	· Complete a draft mass fatality plan at the state level

· Complete a draft mass fatality plan for each hospital

· Continue to work collaboratively with the medical examiner’s office on this issue

· Be included in discussions of mass grave planning with appropriate officials
· Address the issue of temporary storage


	· Designate a position at the Medical Operations Center (MOC) to certify deaths (e.g., the medical examiner or Justice of the Peace)

· Train hospitals in processes and procedures related to mass fatality

· Complete a final mass fatality plan at the state level

· Complete a final mass fatality plan for each hospital
· Identify or create a state-level committee to address ethical issues for fatality management
	· Continue to plan for mass fatality events, including the incorporation of mass fatality considerations in local and statewide exercises

· Identify local and interim locations to store bodies
	· There was general agreement from participants that increased collaboration with local authorities (e.g., the medical examiner’s office) is needed and that hospital mass fatality plans, while ideally integrated with a local plan, would necessarily only focus on hospitalized patients – and not those who die outside of the hospital


3.9 Medical Evacuation / Shelter in Place

	Medical Evacuation /  Shelter in Place*

Type: Level 1


	Develop plans to enhance the strategic decision to either shelter in place or evacuate.

	Proposed Minimum Levels of Preparedness
	Emergent

Hospital Level:  Each participating facility must have the ability to receive emergent shelter-in-place notifications and institute appropriate shelter-in-place plans that include notifications within the facility, communication internally and externally and institute measures to preserve facility infrastructure (air handlers, security, doors, etc). 

Regional Level: The region will work with EMS dispatchers, 911 centers, LEPCs, chemical plants, etc to ensure healthcare facilities are notified in a timely manner (i.e., within one hour of incident onset) so that they may provide ongoing situational awareness and support as needed/requested.

Sustained

Hospital Level:  All participating facilities are required to shelter in place for a sustained period of time, therefore, their plans must address the ability to manage security, resources (food, water, fuel, clinical supplies, pharmaceuticals, etc), utilities, staffing, communications, and clinical services for 48 hours and have a process established to report their capability and needs with their local jurisdiction/MOC. By 

· FY 10 – 50% of all participating hospitals must be self-sustaining for 48 hours

· FY 11 and 12– 75% of all participating hospitals must be self-sustaining for 48 hours

Regional Level: The region develops a process to assist facilities in developing sustainment plans and a mechanism to identify unmet resource needs and to share resources as needed. The region must have a process in place to query their participating hospitals to determine situation status and resource needs. This process must be tested at least annually. 

Evacuation

Hospital Level: All participating facilities will have in place a plan to evacuate:

· Vertical and horizontal within the facility

· Out of the facility but within the local area    

· Out of the facility and out of the local area

The plans for each scenario should consider items such as: 

· Communications

· Medical Records

· Mobile assets

· Patient tracking

· Repatriation

· Staff

· Supplies/pharmaceuticals

· Transportation

	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Evacuation plans to focus on activities that occur (1) within the hospital, (2) outside the hospital facility, and (3) in different geographic locations 

· Ability to coordinate, integrate, and track evacuees and shelter-in-place individuals

· Exercises of evacuation plans in non-hurricane areas of the state

· A clear understanding of the difference between shelter-in-place; emergency short-term; and emergent long-term evacuation and to use this terminology consistently
	· Standardize shelter-in-place definitions

· Standardize DSHS forms

· Define short-term evacuation

· Define long-term evacuation

· Exercise evacuation plans


	· Develop evacuation plans at the hospital level for: (1) vertical and horizontal evacuation within the hospital facility; (2) evacuation outside of the hospital facility, but within the local area (e.g., to a neighboring hospital); and (3) for evacuation out of the facility and out of the geographic area


	· Test evacuation plans, in both hurricane and non-hurricane areas using a full-scale exercise.

· Conduct exercises to test evacuation tracking systems
	· 


3.10 Partnership / Coalition Development

	Partnership / Coalition Development*

Type: Level 1


	Develop and plan memorandum of understanding (MOU) for asset, personnel, and information sharing and to unify the management capability of the healthcare system to a level that will be necessary if the normal day-to-day operations of the healthcare system are overwhelmed during a disaster.

	Proposed Minimum Levels of Preparedness
	Each planning region will either establish his own Medical Operations Center or integrate into an already established Medical Operations Center.

	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Better align regional and state response jurisdictions for purposes of unified planning

· Improved coordination by DSHS, DARS, DADS, and GDEM with each other and with local partners

· An  availability of standard templates for MOUs

· An  availability of inter-RAC and inter-MOC MOUs


	· Develop a MOU between all TSA contractors

· Test MOUs during exercises


	· Continue to develop strategic plans between partners (e.g., TSA contractors, COG, DDC, DSHS)

· Increase collaboration between TSA contractors
	· Maintain FY ’10 and FY ’11 activities
	· 


3.11 Alternate Care Sites

	Alternate Care Sites*

Type: Level 2


	Continue developing and improving alternate care site plans and concept of operations for providing supplemental surge capacity to healthcare systems.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Defined capacities and capabilities with regard to alternate care sites (ACS)

· Coordinated planning for ACS

· Defined standards of care in altered environments
· Implementation rules for standards of care in altered environments
	· Define capabilities and capacities of altered care sites

· Examine legal implications for the use of altered care sites

· Develop alternate care site plans

· Define the term standards of care in altered environments and determine under what circumstances it will be implemented


	· Establish guidelines for standards of care in altered environments, including scope, levels of care, and liability

· Educate providers and the public on the term standards of care in altered environments and how it may be used during a disaster 

· Implement alternate care site plans


	· Exercise alternate care site plans

· Exercise standards of care in altered environments plans
	· Due to time constraints, the combined group did not discuss Level 2 activities; therefore the FY ’10 – FY’12 goals represent individual group discussions


3.12 Mobile Medical Assets

	Mobile Medical Assets*

Type: Level 2


	Have the ability to provide care outside of the hospital or healthcare system.  The use of mobile medical assets (e.g., tents, trailers, or medical facilities) may be an option for some jurisdictions.  Planning for such events must address, staffing, supply / re-supply, and personnel training.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· A  standardized process for access and utilization of mobile medical assets

· Formalization of use and reimbursement of mobile medical assets through MOUs

· The AmBus initiative will be developed and implemented statewide


	· Develop a standardized process to access and utilize mobile medical assets, including staff, at the regional and state level

· Develop a process to purchase, store, and use AmBuses.


	· Define legal implications for ownership, liability, and use of mobile medical assets

· Execute MOUs for the utilization and reimbursement of mobile medical assets


	· Maintain FY ’10 and FY ’11 goals
	· Due to time constraints, the combined group did not discuss Level 2 activities; therefore the FY ’10 – FY’12 goals represent individual group discussions


3.13 Pharmaceutical Caches

	Pharmaceutical Caches*

Type: Level 1


	Develop a plan that assures storage, rotation, and distribution of critical medications through the supply chain during an emergency for healthcare providers and family members.



	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· A sustainable plan for stockpiling, rotating, and funding pharmaceutical caches

· Definitions of what should be included in a pharmaceutical cache


	· DSHS will provide guidance on the purchase and maintenance of antibiotic and antiviral caches

· Such guidance will allow for vendor arrangements in lieu of direct purchase


	· Identify TSA contractors with demonstrated experience and solutions to this issue
	· Continue to develop plans related to pharmaceutical caches
	· Due to time constraints, the combined group did not discuss Level 2 activities; therefore the FY ’10 – FY’12 goals represent individual group discussions


3.14 Personal Protective Equipment

	Personal Protective Equipment*

Type: Level 2


	Ensure adequate types and amounts of PPE are available to protect current and additional trained healthcare personnel in support of identified risks.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· A system to sustain purchase, use, and rotate personal protective equipment (PPE)
	· Appoint a working group to research and propose standards related to PPE for at-risk personnel


	· Identify funding (beyond that currently available) to support standards created by the working group in FY ‘10

· Provide training on the use of PPE at the hospital level

· Develop storage solutions regionally, due to limited storage capacity at hospitals
	· PPE will be maintained, rotated, and replenished statewide
	· Due to time constraints, the combined group did not discuss Level 2 activities; therefore the FY ’10 – FY’12 goals represent individual group discussions


3.15 Decontamination

	Decontamination*

Type: Level 2


	Ensure adequate portable or fixed decontamination system capability exists for managing adult and pediatric patients as well as healthcare personnel.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Acute care hospitals will develop appropriate decontamination standard

· Ability to demonstrate effective contamination activities
	· All hospitals will meet current decontamination standards

· Define advanced level decontamination standards


	· Develop decontamination capacity at both current and advanced standards, as appropriate to the hospital, through training, education, and exercises
	· Demonstrate that acute care hospitals have capacity at the defined advanced level decontamination standard 
	· Due to time constraints, the combined group did not discuss Level 2 activities; therefore the FY ’10 – FY’12 goals represent individual group discussions


3.16 Medical Reserve Corps

	Medical Reserve Corps*

Type: Additional Considerations


	Support the integration of MRC units with local, regional, and statewide infrastructure.

	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· There will be better interface between the Medical Reserve Corps and the hospital preparedness program
	· Not identified


	· Not identified
	· Not identified
	· Due to time constraints, the individuals groups did not discuss ASPR additional considerations.


3.17 Critical Infrastructure Protection

	Critical Infrastructure Protection*

Type: Additional Consideration


	Foster stronger regional, state, and local cooperation in CIP activities such as asset identification, asset protection, facility and system resilience, and sector continuity of operations.



	Proposed Minimum Levels of Preparedness
	Hospital Level:

To be determined

Regional Level: 

To be determined



	Desired 3 Year Status†
	FY ’10 Goal†
	FY ’11 Goal†
	FY ’12 Goal†
	Other

	· Not identified
	· Not identified


	· Not identified
	· Not identified
	· Due to time constraints, the individuals groups did not discuss ASPR additional considerations.


4 Acronyms

	ACS
	Alternate Care Site

	AmBus
	Ambulance Buses

	ASPR
	Assistant Secretary for Preparedness and Response, U.S.

	COG
	Councils of Government

	DADS
	Department of Aging and Disability Services, Texas

	DARS
	Department of Assistive and Rehabilitative Services, Texas

	DSHS
	Department of State Health Services, Texas

	EMS
	Emergency Medical Services

	EOC
	Emergency Operations Center

	ESAR-VHP
	Emergency System for Advance Registration of Volunteer Health Professionals

	ESF
	Emergency Support Function

	FY
	Fiscal Year

	GDEM
	Governor’s Division of Emergency Management, Texas

	HAvBED
	National Hospital Available Beds for Emergencies and Disasters

	HICS
	Hospital Incident Command System

	HPP
	Hospital Preparedness Program, Texas

	HSEEP
	Homeland Security Exercise Evaluation Program, U.S.

	HSR
	Health Service Region, Texas

	HVA
	Hazard Vulnerability Analysis

	IT
	Information Technology

	MLP
	Minimal Levels of Preparedness

	MOC
	Medical Operations Center

	MOU
	Memorandum of Understanding

	NIMS
	National Incident Management System

	PHEP
	Public Health Emergency Preparedness

	PPE
	Personal Protective Equipment

	RAC
	Regional Advisory Council on Trauma, Texas

	TSA
	Trauma Service Area, Texas
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� A formal vote among participants did not take place, however, based upon the input on members, these two events emerged by consensus as the top two HVA scenarios facing Texas.


�  The overall process to collect information on the top two HVA scenarios and minimal levels of preparedness was limited to the two-day meeting period.  The original process to collect this data had been provided to participants in advance of the meeting.  Due to comments expressed on Day 1 of the meeting, the process was modified.  One modification option included using other standards and priorities to assist in defining the Texas standards.  However, to make such a modification additional prep time would have been required.  Instead, the process was modified on Day 2 as outlined in Section 1.3 of this report.   





