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(The Energency Preparedness and Response
Commttee neeting commenced at 8:00 a.m A quorum
was present and the Commttee's agenda conmenced as

foll ows:)

MR. DAY: Hello, ny nanme is Mark --
Mark Day. |'mthe chair for the Energency
Prepar edness and Response Commttee, and
Kelly is the vice-chair.

So you see on there that we're
going to be selecting a vice-chair. That
has been selected. It was selected a | ong
tine ago. So we are not -- we are not going
to be doing that today.

| amthe traunma program
manager for Virginia Beach General Hospital
down in Tidewater, Virginia. |'mat the
beach. And with this -- we are -- this is
really the first tinme we've had this many
people in the room

It's very nice to have this
many people here. W' ve been here for two
days now, and sitting through a couple of
the other neetings. This has been a | ong

time comng for those of us who have been
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working at this for years now. Two, al nost
three years now. Three years now to put
this programtogether. So the Energency

Pr epar edness and Response Conmittee for the
trauma side of this.

And -- and you'll see you've
got sone things in front of you. W're
going to be working on the trauma side. All
right, not -- some of you com ng from ot her
areas like EMS and stuff, we're -- we're not
wor ki ng fromthe EMS side.

We're working with EMS, but
we're not working fromthe EMS side of that.
We're working on the trauma plan. W're
trying to bring a cohesive group together.
Al right?

So we're not going to be
approvi ng any previous neeting m nutes
because really, this is our first true
nmeeting. And our agenda you have in front
of you.

Unl ess anybody has any
heartburn, Kelly kind of already fixed the
agenda. And our Chair report, we don't have

a Chair report because this is really our
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first neeting. So what we're going to do
t oday, as you can see, we're going to go
over -- we're going to have our coalition
overvi ew.

We're going to tal k about our
burn assets. W're going to tal k about
ASPER, which is near and dear to ny heart.
Thank God for ASPER. And we're going to
tal k about the selection of our crossovers.

One of the thing that we have

to dois -- and two of our crossovers are
here today. And I'll have themintroduce
t hensel ves. But we have -- we actually have

mul tiple other sub-commttees.

Acute Care and -- and Post -
Acute are here. There's Pre-Hospital
Committee. And we have to cross over and
sit on their commttees as well.

And we are -- |'mgoing to not
burden you with two of those. So I wll
cross over and sit with Acute Care and the
Pre-Hospital. And then we will be asking or
being told who will be sitting on the Post-
Acute Care. So with no further ado, if you

would like to --
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M5. PARKER: Do you want to do

I nt roducti ons?

MR. DAY: Yes. 1'd Ilike to do
I ntroductions with everybody, so we can

start with the end of the row Yes, si

r.

MR GRAY: |I'mDan Gay. |'mthe

regional health care coordinator for the far

sout hwest regi on.

MR TRUOCCOLO | ' m Rob Truoccol o.

|"'mfromUva Health System energency

managenent .

MR. CLI NEDI NST: Ron d i nedi st

nort hwest region, Health Care Coalition

MS. NOALI N: Erin Now in, Cent

Virginia Health Care Coalition, training and

pr epar edness coordi nator.

MR. HAVKI NS: Robert Hawki ns,

Sout hwest Preparedness Alliance.

r al

Near
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MR. DOALER: Good norning. Keith
Dowl er, system director of energency
managenent for the Inova Health System but
representing the northern Virginia Hospital

Al |l i ance.

MR. ASHLEY: |'m Patrick Ashl ey.
|'"'mthe state hospital coordinator with the

VDH of fice of Emergency Preparedness.

M5. PARKER: |'mKelly Parker. [|'m
the director of energency preparedness at
Virginia Hospital and Health Care

Association. It's a bit of a -- yes.

MS. STREET: Wanda Street, Ofice
of EMS.

M5. COALI NG  Good norni ng.
Mchelle Cowing. |'mthe new -- new
program manager, program coordi nator for
eastern Virginia Health Care Coalition. So
| don't really quite know what ny title is
yet, obviously. Because |'mtransitioning

fromthe V -- MVP rol e.
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MR. DAY: W'Il change it on here.

M. CONLI NG | know. That's what
-- that -- I've seen it witten three

different ways in the |ast week, truly.

M5. BROWN. |I'mKelly Brown. |'m
the trauma program nanager at Centra
Lynchburg General Hospital. And | amfrom

the Acute Care Commttee, representing them

MR GEBFRIED: |I'ma |iaison
menber fromthe Post-Acute section. | work
presently at Sentara Hone Health Care. And
al so as requested by the State who applied
for the position through our association,

"' ma physical therapist.

And just a comment to you from
our association. | asked is this sonething
that's common throughout the United States.
And as far as they knew, Virginia was the
only in the trauma prograns that she
i nvestigated to include the therapists. So
our appreciation for listening to our voice.

l"'mhere to learn as well as work.
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MS. PARKER: | n the back.

MR. DAY: You guys in the back.

MR. SZYMCYK: Richard Szynctyk. [|'m
with Life Care Medical Transports.

MR. SCHWALENBERG  Gordon Tom
Schwal enberg with Tidewater EMS Council.
|'"'mthe chair for the Enmergency Managenent

Commttee for the Governor's Advisory Board.

MR LONG |'mDavid Long with
Ti dewat er EMS Council . | serve as the

executive director there.

DR. BASI OQUNY: Kal Basi ouny,
trauma nedi cal director at Chippenham

Hospital .

MS. CHALLI S: Kate Challis, trauma

program manager at Johnston-WIIlis.

M5. TREVI LI AN: Tanya Trevilian,

pedi atric trauna program nanager at Carilion

COMMONWEALTH REPORTERS, LLC 804-859-2051
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Chil dren's of Roanoke.

M5. RUMSEY: Kelley Runsey,
pedi atric trauma program nanager at
Children's Hospital of Richnond, VCU.

MR. SOTO And Walt Soto, peds
manager at -- energency nanagenent for

Children's Hospital in NorfolKk.

MR. DAY: Ckay. Before we go over

the coalition --

M5. STREET: We have [inaudi bl e].

MR. DAY: Do you agree? Before we
go over the coalition presentations, | want
to take out this formthat you guys all have
I n your sheets.

It's the Energency
Prepar edness and Response Conmittee goal s
and objectives. Every committee neeting
t hat we've been to, we're tal king about just
goi ng over the goals. So those of you on

the conmmttee who do not have the -- the

COMMONWEALTH REPORTERS, LLC 804-859-2051
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whol e plan, et ne know and we'll give it to

you. And that is what we'll be working off

of -- but right, you don't have it. So
we'll -- we'll get that to you.

So right now, |I'mjust going
to go over the -- we're going just go over

t he goal s and objectives. Goal one, nake
sure that the trauma systemis engaged in
the State disaster plan process.

VWw. Believe ne, when we
first started this, we were like, well, of

course. And then we got into the, maybe

not. So what we're looking at is -- what we
-- we have been charged to -- these are our
goal s.

W have to -- we have to get

to here. Creative words, is an existing --
awar eness of existing coalition preparedness
and response capabilities. What are tal king
about today?

W're going to listen to the
coalitions. Ensure appropriate stakehol ders
within the coalition are adequately
represented. And | think that sout hwest has

been a key thene in the last two days.
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© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 14

Ensure conprehensive trauma systemis
inclusive in the State di saster preparedness
and managenent plan. Again, renenber we
wanted to bring people together and work

t oget her.

Goal two is coll aborative with
the CEP, Ofice of Energency Preparedness.
And ensure that the provision of Disaster
Pr epar edness education is -- to --
prepar edness education to trauma centers,
regi onal councils and | ocal energency
nmedi cal service providers.

And | can speak to the
Tidewater region. W're -- Tidewater region
does a very good job. Tom | think you can
speak to that.

And -- and -- we can -- we do
a lot down there. But | can't speak to any
other region. So thus, the roomthat we
have in here.

So we're going to contribute
to the State Energency Preparedness plan,
col l aborate with the OEP to eval uate and
nodi fy a disaster preparedness guide for EMS

and trauna systens together, not silo'd.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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And then goal three is collaborate with the
OEP to assess and maxi m ze the use of ASPR
to insure -- to enhance the nedical service
capabilities of the State's trauma centers.

And | can tell you that what
-- again, what we do, | can tell you. But |
can't tell you what other people are doing.
So contribute to the assessnent of each
region's annual via collaboration wth VDH
and VHHA.

So that's what we have been --
that's our goals. And then bringing you all
together to help in that reaching of goals.
We used the HRSA docunent to get -- to get
t hrough this.

And like | said, if anybody
does not have the State plan, let nme know
W'l get that to you so you can di gest what
t he Energency Preparedness -- oh, |ook --
docunent | ooks |ike.

And then go fromthere. Does
anybody have any questions on this docunent?

Ww, no questi ons.

M5. PARKER:. No questions at all.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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MR. DAY: No questions at all. |
see ny peds people over there, Dr. Bartle's
not here. He has pediatric questions.

So that's one of the things
that | know he wants to |look at early on in
the process is the pediatric -- and that's
new to us in the Tidewater regi on because we
just got a pediatric trauna center.

In the -- in the past, we've
been working without that for years and
years and years. And now we're -- we're now
bringing this whole concept of a pediatric
trauna center into our traunma care and
di saster care.

So that's one of the things |
know he wants to work with in this -- in
this -- with this sub-commttee. He did
bring that up to ne. So, no questions.

Then I'Il let you --

M5. PARKER: Awesone.

MR, DAY: -- take that, Kelly.

M5. PARKER: Good norning. So one

COMMONWEALTH REPORTERS, LLC 804-859-2051
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of the things you saw on the objectives is
really getting the awareness of what our
health care coalitions do around energency
prepar edness across the Comonweal t h.

W have six health care
coalitions that cover the entire geographic
| andscape of the State. And what they
really are -- are designed to do is kind of
prepare and respond to disasters for the
health care industry.

So you know, we're hoping that
we can kind of better align the -- the
trauma aspect of the trauma system w th what
our health care coalitions currently do.

Good nor ni ng.

M5. STREET: Good nor ni ng.

MR, DAY: We were just using your

namne.

DR. BARTLE: I n vai n?

VR. DAY: No.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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DR. BARTLE: Sorry I'mlate.

MR. DAY: That's okay. Just here

in time for the presentation.

DR. BARTLE: G eat.

M5. PARKER. So the Virginia Health
Care Enmergency Managenent Program was
started between a partnership -- so exists
between a partnership with the Virginia
Departnent of Health and the Virginia
Hospi tal and Heal t hcare Associ ati on.

Started in 2002 as a way to,
you know, bridge the gap between silo'd
health care facilities, to be able to
prepare and respond to disasters. So it
started after 9/11.

ASPR, the Assistant Secretary
for Preparedness and Response -- it was HRSA
at the tine -- created sone federal funding
to help fund this initiative. And we're
still funded here 17-18 years later. This
Is a break up map of our regions. You can

see we have six coalitions, which they are

COMMONWEALTH REPORTERS, LLC 804-859-2051
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all going to kind of give you an overvi ew on
their operations. I'mhere in just a couple
mnutes. W really look at this as a
partnership between all of our coalitions.

W primarily started working
wi th hospitals. That was kind of the
directive at the beginning of our -- our
program

And as we've coordi nate and
comuni cate with all of our hospitals now
daily, regularly and have really good 100%
participation, we expand into other health
care entities.

So we've expanded to long term
care, dialysis, specifically those type of
facilities that could place a significant
anount of surge on a hospital during any
type of an event.

W' ve al so expanded nenbership
to include sone of our local -- locality
partners. So EMS, energency nmanagenent and
public health as they -- they play a
di fferent but key roles depending on what
the disaster is to their [unintelligible]

| evel . So they said a health care coalition

COMMONWEALTH REPORTERS, LLC 804-859-2051
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Is kind of the make up to bring everybody
together in real tine, to break down those
silos, to break down corporate boundari es.

And to kind of be the non --
you know, the non-conpeting interest in each
region. These are the typical nake ups of
the health care coalitions as | just stated.

And we have five of themthat
are prescri bed and they have to be core
menbers of each of our coalitions. And we
requi re nmenbership fromlong termcare
hospitals, EMS, public health and energency
managenent .

So what the folks in our
coalitions will talk to you about today and
what you'll hear fromthemis that they
really work to identify those partners, to
bring those partners together and understand
how t hey can have a working relationship to
respond to the health care system

In addition to that, we work
-- like I said -- with Dallas -- dialysis,
not Dallas, Texas. W also have done sone
work wi th hone health and hospi ce and sone

of the other entities that were affected by

COMMONWEALTH REPORTERS, LLC 804-859-2051
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the CM5 energency preparedness rul e that
went into effect a couple of years ago. So
each of our health care coalitions is going
to go -- go over an overview of kind of
their operations.

We're really going to talk
about their risk assessnent planning and
what the threats are in their geographic
areas with their surge planning, it | ooks
like in their region.

I f they have their own surge
plan that's with the hospitals. |If they're
i ncl uded into the EMS Councils, MI guides,
et cetera.

They're going to tal k about
the RHCC, which is the Regional Health Care
Coordi nation Center. That is -- each
coalition has one.

It's a 24/7 activation hub
that is activated for health care or any
type of disaster to be able to coordinate
and comuni cate during response. W also
have a |l ot of stuff. So each of themare
going to highlight what caches they have and

resources they have available in their

COMMONWEALTH REPORTERS, LLC 804-859-2051
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regi on, what type of MOU s they have. And
if the coalition support for any tele-
nmedi ci ne capabilities in their region.

And we're going to go in

al phabetical order, so | wll turn -- can
you pass that down -- turn it over to Erin
Nowl i n.

M5. NOALIN. I'"mErin with Central
Virginia Health Care Coalition. 1'll give

you a brief overview of those nentionabl es
for our region itself. Qur HVA, our risk

assessnent is a nodified Kai ser Pernmanente
hazard vul nerability assessnent.

And it's nodified so that it
doesn't just look at one facility, but
really the region as a whole. These are our
top five regional risks for this year.

And of course, they're
reviewed annual ly and can be changed at any
ti me based on new and energing threats or
events. So electrical failure, pretty
prom nent in our -- our region.
Specifically, we had a bout of long term

care facilities that were going through sone
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el ectrical failure issues. And we've worked
to increase our cache of generators and
gui ck connects to those facilities and our
acute care hospitals so that we can help
mtigate and then respond quickly to those
needs.

Severe thunderstornms, Ml 's,
comuni cation interruptions and then w nter
storns also hit pretty high on our risk
assessnent. Search planning and our response
pl anni ng, we've been | ucky over the |last two
years to really bolster this.

We had Russell Phillips
Associ ation cone and do a full assessnent of
all of our long termcare facilities in our
coalition in 2017, identifying spaces that
were avail able for search.

Transportati on needs showed
that facility to evacuate and itens that
were needed to harbor or bring in patients
that were surging into facilities.

We conduct ed that across our
acute care facilities in 2018. So all 17 --
16 of our hospitals also had that done | ast

year. So that allows us to have sone

COMMONWEALTH REPORTERS, LLC 804-859-2051
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pre-pl anned space over awareness in our
facilities and what our needs m ght be from
transportation to equipnent. Qur RHCC is
staffed 24/7.

We have a 1-800 activation
nunber that is answered by 911
communi cations center and is then sent over
to a duty officer who's on call 24/7. W
rotate about six to seven staff nenbers
t hrough that per nonth.

And at any tinme, we can
virtually activate our RHCC or respond to
our downt own physical asset of the RHCC,
which is a large style conmmand roomw th the
t echnol ogy and equi pnent so that we can
coordi nate and comruni cate with any of our
facilities and nenbers.

That does allow us to get
coordi nation started with all of our
facilities and a -- a nice situational
awar eness.

Qur goal is always to conduct
and be able to provide a common operating
picture so that if an event is happening at

one facility, another facility is able to
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understand the -- the situation as it is and

prepare for what any outcomes m ght be. W

do also have a -- well, a[n] originally
| arge supply of regional cache itens. It
may be a conmmon thene you'll hear today.

But noving away fromthings
that are expire-able to education and -- and
| ong term plans, we do still have physi cal
assets. And so, we had one stabilization
and treatnent in place system

And for anyone who's not
famliar with that, it's a mlitary-type
tent systemthat can be set up and conduct
into a -- an energency room an operating
room -- whatever the needs may be.

We have utilized that in the
regi on several tines for things |like the
vi ce-presidential debates that were hel d.
And it's the depl oyed and set up annually.

We have three 600 kil owatt
trail er-nmounted generators, and the fuel to
go along with those. And transportation
MOU s shoul d one of our facilities need it.
Now if we're | ooking at a Level | trauma or

a Level Il trauma, nost likely the 600
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kil owatts are not going to power that whole
hospital. But it, at |east, gets sone very
critical areas opened up and -- and power ed.

Adult and pediatric critical
care ventilators, sonething we' ve added over
the | ast year. W have 40 currently for
depl oyed. That's 10 at four different
hospitals in our region.

And those do cone in handy
during the Chi ppenham power outage when
their 1CU was affected. Search cots, so
that we may have patients in cots in that
stabilization and treatnent place.

And additionally, deploy those
to shelters or wherever they may be needed.
Portabl e suction, |large cache of PPE for
chem cal radiation and biological. W do
have a unit called the MERC unit, the nobile
nor gue system

And that can hold and
refrigerate 28 deceased patients in there as
well. W do have a | arge cache of box
stands. And those cane out of a need from
long termcare facilities who oftentines

| ose either power or HVAC and require sone
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necessary air flow. Privacy screens and tap
bells itens identified that woul d be needed
shoul d be set up [unintelligible].

Here's a picture of sone of
t hose assets in the top left, that white
tent that's the -- the SICPS tent goi ng down
the trailer that its housed in and can be
depl oyed in.

And sone pictures of the
I nside of that there. The MERC unit to your
right and the screen's left is that DRASH
tent at the top, that brown tent. It is
al so housed and transported in a trailer.

And then you see one of our
staff nmenbers who is very nuch still alive.
Just show ng you how those -- how those
[ i naudi bl e] goes.

We do have regi onal
menor anduns of understanding and this is an
agreenent that we started with our acute
care facilities stating the relationship we
woul d have wth them and really outlining
what we are here to provide and what we
expect from our nenbers. W' ve extended

that to our long termcare facilities, our
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di al ysis nenbers in the region. And those
areas continue to grow. Wth the CMS
gui del i nes that changed | ast year, we've had
a huge increase in participation and have
really grown those rel ationships through
home heal th, hospice and dial ysis.

Qur tele-nedicine capabilities
currently are really facility and health
system based. W don't house or fund any
additional -- other then utilizing the VHASS
platform for communications. That's not

mne, so | don't want to go into it.

M5. PARKER: Ckay. Oh, wait.

M5. NOALIN: No, it's ne.

M5. PARKER: Oh, okay. Now I can

draw pictures, Robert.

MS. NOALI N: | wouldn't be a

meeting if we didn't have technol ogy issues.

M5. PARKER: Thank you.
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M5. COALING Again, I'mMchelle
Cowing with the Eastern Virginia Health
Care Coalition. The newbie, so hold your
tomatoes to the end. And Kelly, please
correct me if I'mincorrect, okay?

Just |like Erin, we have very
-- very much simlar things. Cbviously our
HVA that is coordi nated each year with our
communi ty- based partners, those core nenbers
and partners, cone together.

That 1 ncludes our hospitals
all the way down. We've had hone health at
t he tabl e, hospice, certainly nursing
facilities, our acute care facilities.

Real | y working together as a
community to determ ne what our regional
risks mght be. Qoviously, if I'min
eastern Virginia, hurricane and nor'easters
are a nunber one.

W're very -- very lowwth
sea level, and so we flood quite often. And
then we have I T system outage, power outage,
snow, blizzard and ice. And it -- | know
it's amazing to see that in our top five,

but as you all can inagine, we are in
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southern Virginia. W don't have a | ot of
good drivers when there's snow and ice. And

we - -

MR DAY: Cheers to that.

M5. COALING W have inpacts, you
know, with staffing trying to get into
wor k, which has nade us really beconme nore
I nnovative and work with four-wheel dirt
drive clubs and what not to assist our
heal t h care providers.

And then certainly nass-
casualty incidents being the fifth, that's
nore on the hospital side because that --
they -- they really want to see that as the
top five so that they can continue to
exerci se and have robust -- robust policy
for that.

Wth regard to our surge plan,
again, simlar to that of central. But what
we do have, even though we have our -- our
surge plan as part of our regional health
care coordi nation center guide, operational

guide. W also have what's called the
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pre-hospital Hanpton Roads MCl response
gui de. And that was devel oped in

partnership with Peninsula EMS and certainly

Ti dewater EMS as well as fire, us and EVHC
and RHCC, air nedical, hospital and our
mlitary community partners.

Agai n, as you can i nmagi ne
sitting in Tidewater, we have a huge
mlitary popul ation or presence. So we

al ways try to have themat the table. And

they continue to renmain very active wth us.

Then we have, with regard to
our RHCC nobilization, a Tier |, Il and I1]
| evel activation. So obviously, Tier I is
virtual and nonitoring.

So really, we can nonitor the

Virginia Health Care alerting and status

system from wherever we sit, whether it's on

our phone or on our l|lap top surfaces,
what ever devi ce.

And then Tier Il is where we
are physically primary sitting in an RHCC,
one of our two. And it is going to be
staffed -- this is nornmally for a full

regi onal event effecting nultiple health
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care facilities. So like with Hurricane

Fl orence where we did have the nandatory
evacuation of Zone A, certainly we were
round the clock -- very, very active as you
can -- can inmagine in Tidewater.

And then certainly, Tier |11,
this is a regional event effecting multiple
health care facilities where we would stand
up for nultiple days or even weeks.

Agai n, Hurricane Florence,
anot her exanple where we weren't in there
for just 24 hours. W literally were around
the clock sitting in -- in the RHC -- RHCC

But I would be rem ss w thout
saying this, is that again, this type of
activation requires a |lot of man-hours. And
we are still a very small staff.

Sol do -- | don't want to
over-sell our capabilities, if you wll,
because we get very tired very quickly,
especially through the -- the Hurricane
Fl orence event. Regional cache of itens, we
certainly have -- obviously -- a huge cache.
Again, | don't want you all to think that we

have all this stuff stored in a warehouse by
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any neans. It is strategically placed

t hroughout both central -- or south side in
Ti dewater. You know, we have bodi es of

wat er that divide us.

So we have the peninsul a side
and then we have the south side. So we want
to make sure that we have simlar or |ike
itens or things or assets placed on both
sides of the river, in the case that are
bri dges or our tunnel systens are knocked
out .

So | don't want to go over in
detail because Erin's covered many of those
things. But you can see where we have -- we
have nobil e regional health care
coordi nation centers, as well.

We have a full conps trailer
and then burn kits, peds kits, the
ventilators as well. 48 portable heater/air
condi tioner units.

And | know | don't have fans
up there, but nuch |ike what Erin was
tal ki ng about. Those things -- the heaters,
air conditioning units and fans are

certainly bourne froma nunber of our, 'l
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say new partners, long termcare facilities
havi ng needs and wants. W' ve had several

| oss of heating and air conditioning
systens, back-up generators goi ng down.

Sonme patient novenent, and
then we've had a couple of fires where snoke
has been in the building. And obviously, we
| ove our firefighters.

But they can't just |eave us
all these fans to ventilate these
facilities. So we need to quickly deploy.
Portabl e patient D-CON systens at the 19
acute care facilities, those are certainly
agi ng.

And we're | ooking at sone
alternatives now. Qur -- our SICPS system
we -- just like Erin, we have one. It sits
with Sentara Virginia Beach Hospital.

That's been a recent acquisition, thank you,
Centr al

And we are making that npst
robust at this tine wwth the last two
pur chases of hopefully ultrasound and an
X-ray -- a portable x-ray nmachine. And then

11 -- we say 11 mass casualty i ncident
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buses. Again, EVHC has two of those. The
remai ning of those are with our public
safety folks.

So though we all play in the
sane sandbox, | just want to be clear, that
-- that two of those we have based at two
hospitals, our Riverside partner as well as
our Sentara partner.

Agai n, on each side of the
river. Surge tents, portable energency
| i ghting, nedsleds are anong sone of those.
But again, just reiterating that we do not
have a war ehouse.

Regi onal MOU s, we obviously
take great pride in our partnership wth
many of our health care facilities. Those
t hat have newly cone on.

228 signed MOU s to date and
that includes every one fromour six -- 68
nur si ng hones, 19 hospitals, transitional
care hospitals, internediate care
facilities, dialysis, hone health, hospice
-- | think I've said hospice. Sorry about
that. And then, as you all well know, our

heal th care partnershi ps continue to grow,
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especially in the behavioral health area.
As | was told just yesterday at our
coalition neeting, we had several of our
community service board partners there who
really want to begin working very cl osely
W th us.

So tel e-nedicine capabilities,
and Mark, you m ght even be able to expand
on this. Sentara does utilize this for
di sasters. They have devel oped a trauma
di saster triage plan.

They exercised that plan.

Ri verside Health Systens has sone limted
capability with regard to tel e-nedicine. So
that's a stay tuned itemfor them So | --

| do see that it's comng. WMark, did you

have anything you wanted to add?

MR, DAY: W -- we just -- it's
new. We're -- we're going to be testing
that this spring in a few mnutes. Stay
tuned. That's -- | nean, there's no reason
why we can't do it. W've been doing it in

the mlitary for years and years and years.
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M5. COALI NG  Ckay.

MR. DAY: So there's no reason why
we can't -- we can't be doing it. | nean,
literally years we've been doing this in the
mlitary. So -- for long distances. So

there's no reason why we can't do this.

M5. COALING Ckay. And that's it

f or Eastern.

M5. PARKER: All right. Dan.

COW TTEE MEMBER:  Dan.

MR. GRAY: Yeah. And |I'm Dan G ay,
the regional health care coordinator for the
Far Sout hwest. And Robert's in Sout hwest
Virginia. W're even further west than
t hat .

| go all the way to Tennessee
and all the way to Kentucky and North
Carolina. So ny region's pretty unique wth
borders. So -- and again, you're going to

hear a | ot of the same stuff fromny region,
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as you wll fromall six of us. But we use
the sane HVA. And these are our top five.
And in our region, weather is typically the
bi g one.

And -- and the new one for us
is kind of information systens failures at
the hospitals. One of our -- one of our big
health systens in that region covers a | ot
of our facilities in far southwest.

And it also covers northeast
Tennessee, which we work really, really
close with. W have to because all of the
facilities in nmy region -- there are 12 --
they're very rural, very small facilities.

So they all get -- all of the
trauma is transported over to Tennessee. So
they have a big -- they've had sone issues
wth their information systens failures. So
how we attack our risk assessnent, we -- we
talk about it in our coalition neetings.

But we |let the hospitals do
their risk assessnent. And then, they
submt themto us at RHCC. Then we sit down
as a staff, the entire HCC, and we anal yze

all their risks and | ook at them and see --
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it's interesting to | ook at those over the
years and how they'I| fluctuate and how
they' |l change with what events is happening
t hr oughout the country.

It's very interesting to watch
that. So we'll -- we'll look at all of
t hose and then we'll -- we'll conbine them
And then we nake a regional HVA. And
typically, it turns out that -- this is how
ours conme out on our regional one.

So you go down and you | ook
i nto individual hospital ones, they're going
to be pretty consistent, but they m ght be
flip-flopped a little bit, you know.

Snowfall, for exanple -- you
know, it's very nountai nous down there. W
-- we split our region into -- into two.
This side of the nountain and this side of
t he nount ai n.

Over here, they get a | ot of
snow. So theirs is going to be pretty high.
So that's how we kind of handle our HVA. W
-- we just do the total assessnent and then
we do it at the RHCC. Surgeon response, |

think Erin kind of hit the nail on the head
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with that one pretty well. And again,
think we all do it about the sane. W m ght
use a little different term nol ogy how we do
t hat .

So I'mtypically not a big fan
of hearing things because in energencies,
di sasters change so nmuch. So when you check
a box, soon as you did it, you got to

uncheck it and go check a different box.

So -- but when it comes to
surge, | like that approach because, you
know, we have our set-up. Qur Level | surge
IS just -- we went to get that activated in

zero to four hours.

And that's -- just to try to
get these hospitals to be able to provide
rapid in -- inpatient intake. And you know,
that could be just, you know, quick
di schar ges.

You know, anybody who you can
di scharge pretty quick, get them out the
door. Again, wth the Level Il surge,
that's when things get start -- interesting.
W want to try to be able to do that in a
four to 24-hour. And then that's when we
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start looking at different |locations within
the hospitals of where we can actually put
peopl e and what resources were needed.

| think Erin and ny region's
basically are the only two that's had --
wth -- the entire state had the Russell
Phillip assessnent as she nentioned in |ong
termcare worl d.

Central and ny region, |
t hi nk, had been the only other two that we
-- we took that out into the hospital world.
So that was very, very interesting.

We' ve got this nuch
i nformation fromthat assessnent, which
we've got a lot of work to do on. W just
conpleted that. It's not a year and a half
ago.

So what they did, they went in
to these -- all of our hospitals and | ooked
at each roomand they -- and seen where --
where we could surge. Were they could
surge ot her roons, how they could nake those
roons fromsem-private to private -- or --
or -- that was backwards, sorry. Private to

sem -private. QOher locations within the
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hospital, where we could put people. So --
and agai n, what equi pnrent, you know. And
then the big thing wwth that is staff. You
got to be able to maneuver staff around.

No matter what the resources
and space you have, you got to have the
staff to pull it off wth. So -- and they
addressed that as well. So that's kind of
how we' ve done our surge plan.

Qur RHCC nobilization, we
actually -- we've had this for a while. But
| don't have it up there -- no. 1|'ve got a
pretty detailed -- kind of a 14-point
checklist for the RHCC nobilizati on.

And we | ook at nore of -- we
| ook at the event, see what the event is
telling us we need to do. But this sheet
here is just a very quick guideline to nake
sure you're nobilizing everything you need.

Tell me who this, virtually --
|i ke Mchelle tal ked about and -- and Erin
tal ked about. W can do a lot of this from
mobile. And then, do we need to cone in,
what resources do we need when we have the

folks in. So this is just a check box,
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because you go through this real quickly.
And if it's an event, or even when we do an
exerci se, you get kind of hei ghtened when
you do an exerci se.

So this sheet is designed, you
-- you get the thing rolling and you cone
back and you go, okay. And we actually have
yes or no, did | conplete that task. So we
check that box.

And this really stemmed from
-- because Mchelle hit the nail on the head
when we' re tal ki ng about RHCC nobili zati on.
| can only inmagine howtired you guys got
during Fl orence.

Because we're over on the
ot her end of the state. Just having to
wat ch what she's doing and be in support if
we needed to be -- support for her -- it was
exhausti ng on our end.

So | conme up with this concept
years ago. And it's starting to conme into
play now. W realize, you know, this event
goes 48 hours, three days, four days, five
days. There's just no way -- | nean, how

many peopl e you have on staff?
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MS. PARKER: | have three.

COMW TTEE MEMBER:
[unintel ligible].

M5. PARKER: | have three staff
currently. But then | have two heart team
folks. But |I only have two and a half staff
qualified to manage the RHCC. So | nmanage

t he nursing hone piece, so --

MR, GRAY: Well Mchelle, maybe you
can -- the staff the people you can pick
fromtine to tine. So you have an event for
48 hours. You can't do that. So we've
hacked into our nedical reserve corps folKks.

And we strategically hand
pi cked sone of those folks and we call them
our RHCC strike team So we can send this
formto themat honme and alert themthrough
our system

And they can fill this out and
| et us know. Hey, | can cone into the
office or I can't. | can stay at hone. |

can nmonitor things. And then also, this is
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why we really conme up with this sheet
because those volunteers need as nuch help

al ong the way, you know, along with us.

COW TTEE MEMBER: | worked that.

MR. GRAY: So |I'mreal proud of how
this el enment has taken off. Those -- those
nedi cal reserve corps fol ks have been
excel | ent.

And -- excuse ne -- we've been
having a quarterly neeting with them
probably over the past year and a hal f,
getting themtrained to be able to cone in
and help us at the RHCC.

Regi onal cache itens, again,
it's just ditto to everybody el se pretty
much. We have a nobile norgue unit as well.
It's | ocated at one of our hospitals.

And it's also in a trailer, so
| nmean, we can hook to it and take off, you
know, w th whoever requests or needs it. W
have four disaster trailers. They have
m ni mum supplies -- sane day supplies, per

se. But that's to help us if we have to
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I npl enment sone of the surge and nove out
into shelters and so forth. That's kind of
what the disaster trailers are really neant
for is to help supplenent those fol ks at
shelter locations or alternate care sites so
they're not flooding the hospitals.

Qur infectious disease
| sol ations stretchers, we've gotten those
with the Ebola funds. And we have a MOU
with one of our big hospital -- hospital --
EMS providers in the region.

They have stations kind of
t hr oughout sout hwest Virginia, so they are
keeping -- we've got two of them One on
one side of the valley and then one on the
ot her.

And they -- they house those
for us. And we have an MOU wth themthere
that we have to pull themout and if we need
to do a transport or whatever.

Those are our go-to guys.

They manage that for us. Qur burn kit
supplies, we just did that, upgraded | ast
year with our ASPR funds. W've got |ike a

big portable tote of burn supplies. And one
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of the interesting things, | think, we did
with our kits is -- | nmean, we're real proud
of, we get the | east anount of noney out of
all of these regions, just because we're a
smal | region.

We don't have a lot of ED
visits, so we've got to really pay attention
to what we're spending. So | noticed on
t hese burn kits, they were outrageous.

And the reason was for the
burn creans that they supplied with them
So how we kind of mtigated that was we
bought the kits without the burn cream

But we nade the hospitals
responsi ble for the par Ievel on the burn
cream And so we got way nore bang for our

buck on suppli es.

COW TTEE MEMBER: Smart i dea.

COW TTEE MEMBER: Very snart.

MR, GRAY: | nean, they want an

out rageous anount of noney for -- when you

buy those kits for that Silvadene cream
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And we're just like -- and then it expires.

COW TTEE MEMBER:  Mm hmm

MR. GRAY: So then are people going
to do? A lot of people throw the whole tote
out. And --

(Several commttee nenbers began speaki ng at

once.)

MR. GRAY: Yeah. And sone
facilities don't even use that. They use
different cream So that's one of the
things -- and we have a -- a pharnacy work
group and -- and a[n] ED work group from
each facility.

So those were the driving
comm ttees in hel ping us nake that deci sion.
Sol -- 1 like what we did with the burn
Kit.

Evacuation chairs and
nmedsl eds, we've had them W just did kind
of an upgrade and nade sure we had it nore.

And that's one of the things that came from

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 49

the Russell -- their assessnent. They cone
i n and they counted what you have. How many
nmedsl eds you need and how many evacuati on
chairs you need to be -- to have a

reasonabl e evacuation plan for that

facility.

So we took that information
and that -- nade that one of our regional
projects. W want to buy -- make sure that

each facility had those anount of evacuation
suppl i es.

Hand radios, | think that's
just pretty common. Everybody's got radios
for communi cation. Regional MU s, you
know, we have themall wth our hospitals.
W have strategic MU s.

Like | said, with -- with the
anbul ance service for our isolation

stretchers. And the only other MOU s that

we have with other facilities -- like
dialysis, long termcare -- is if they
happen to have any supplies. |f we have

supplies for them then we have an MOU with
them Because we have [inaudible] wth the

|l ong termcare fol ks, sone nedsl eds as well.
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Especially the ones that are just two
floors. The single floors, we've given them
one or two. But the other ones, they have
multiple -- nultiple bed sl eds.

So we've got MOU s for the
beds. Tele-nedicine capabilities, we -- we
ki nd of surveyed themin the past and that
stayed consistent after Kelly sent this out
to us and wanted to know i f we're using
t el e- medi ci ne.

And the nost we use tele-
medi cine for in our region, every hospital
does. But for the nost part, it's for
pediatrics. And | saw David sneak in a
little earlier.

David and | worked together on
a pediatric project in ny region. And then
he's kind of calling it a pilot project. W
have kind of set up an inventory of all our
pedi atric supplies and we've done just --
just awareness is really what is.

We nake sure that all the ED s
go through and nmake sure their inventory is
correct. Make sure everybody's kind of got

the sane thing across the board. W | ook at
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education and training opportunities. One
of the little things we did was badge
attachnents. | think those are Browsel ow
W made t hose badge attachnents.

So all the staff nenbers can
| ook real quickly and see what type and
percent of nedicines they need to give them
and kil ograns and conpared to the pounds and
so forth.

So just little things |like
that that we're doing in the pediatric world
has really nade our pediatric perform and
awareness a |l ot better.

We're going to kind of steer
off -- still in pediatrics, but we're going
to kind of ook into the autismpart of it,
get the |ist part noving.

Because we want to -- we want
to do sonething every year with that
pediatric project. So the autismfolks is
ki nd of where we're going now.

And that's just not only
autismchildren, | nean, it's any speci al
needs. But that's a big one in energency

prepar edness today, special needs. So we're
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trying to hope that we can kill a bunch of
birds with one stone, do the children and
t hen al so nove that over into the adult

pl ane as well. Ckay.

MR. DAY: J[unintelligible] just now
pi cked that up.

COW TTEE MEMBER:  Yeah.

M5. PARKER: | f you have anyt hi ng

different, let's finish --

MR. HAVWKINS: We'Il tal k about a
few So one of the conversations on the HVA
is we -- we |ook at it as a conversation.

So we attend the HVA's of our partners.

We give a regional perspective
so they nmay use that input, specifically for
the clinical staff who aren't al ways
ener gency managenent. W've been using
several for this fiscal year. This is --
for 2018, for our region, we are going to
conduct our regional one in two weeks at our

coalition neeting. Cyber attack, that's
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al so going to be synonynous with information
systens technology |oss for any -- any
nmeans. Infection disease operate, hacked
conputer, work place viol ence.

There's been a conversation
t here about even evolving that termto a
hostile event. So it's going to be | unped
in wth a couple other things.

Blizzard, severe weather,

t ornado severe weather -- great summer to
everyone else. And we see those as being
the nost feared issues. Qur surge plan,
it's essentially the sane thing.

[t's -- we're -- we're
co- housed wth our EMS Council and we work
closely with the other EMS Councils in our
areas. So their regional MZ plan, we're
very much a part of that process.

We expound on it. |'m not
going to go through that process. CQur
nobi li zation for RHCC i s based on where we
recei ve an activation through our call
center nost often. And this can be from any
partner, not just health care. W receive

quite a few from Energency Managenent. W
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hear of situations with themin their
jurisdictions. W -- our nost frequently is
I nfrastructure concerns, how we get themfor
surge or potential evacuations.

W have on-call part tine
staff who answer 24/7 thanks to a
partnership with Carilion. And then we all
have active duty officers who are going to
answer those calls and get information,
provide information or give sone gui dance
and coordi nate the pieces.

Cache itens, very simlar to
everyone else. The one thing that's not
|isted here that I do want to tal k about
that's fairly different.

And maybe it's going to be
synonynous with everyone el se is our
comuni cati on redundancy. W have a very
| nteresting geographical split.

We have sone rural, we have
sone netropolitan areas. Qur communi cati on
assets include satellite phones, w-fi packs
that we provide know ng that the | oss of
i nformation particularly for our integration

i nto VHASS and getting situation reports is
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a big key. So we allow our partners to have
wi -fi hot spots so they can stil
comuni cate with us through those neans. W
obvi ously have the RIOS radi o system

And we have an upcom ng
regi onal dedicated radio systemthat we're
| ooking to pursue this year, which woul d
have a dedi cated radio net for RHCC
activities with our partner hospitals so
that it -- and -- and the key to this is
It's actually conpletely outside of any
I nternet infrastructure.

Knowi ng that's a distinct
vul nerability between operating systens and
platforns that things change. |If you have
just one conflict with the software bundl e,
you | ose a system

W're trying to go old school.
And | know that Dan said that it's pretty
anonynmous -- you know, pretty synonynous
with everybody el se. But not everybody has
that sanme capability. So it's sonething
we're pursuing this year. MM s, 15 of our
16 hospitals. W're still waiting for the

Salem VA. W al so have two free-standing
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ED s we have MOU s with as well. 88 with --
within the long termcare, dialysis,

behavi oral health, hone -- hone health --
home care hospi ce.

And we al so have MOU s with
our | ocal energency managenent. 21 of the
23 jurisdictions represented in our region
have MOU s with themas well.

As for our tele-nedicine
capability, there's nothing intrinsic to our
regi onal capabilities alone and woul d be

within -- within our partners.

MR. DONLER: Again, Keith Dow er
for Northern Virginia Hospital Alliance. |
t hi nk the hazard vulnerability analysis is
an interesting thing that we need to think
nore about while -- it sounds |Iike we have
really robust ideas across the coalitions.

| would argue that there are
probably a way we can standardi ze t hat
approach, use a little nore science, a
little bit nore procedure. And maybe cone
up with sonething that's, you know,

sonmet hing we can all conme together wth.
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Now granted, this is what ours | ooks Iike.
Keep in mnd that one, two, three, four,
five -- there's a conbination of hospitals
and the non-hospital conmunity.

However, the hospital s al
face the -- about the five sanme things. So
patient surge, nmgjor network outage,
utilities, active violence and energing
di sease.

W have thrown in everybody
outside the hospital environnent, and this
Is -- this is what we | ook |ike as a huge
picture. Like | said, I think I am
certainly interesting in better data
coll ection there.

So our surge and response plan
across our 17 hospitals, skilled nursing
facilities, etcetera, is the goal of 20%
| mredi ate bed avail ability.

That's been the -- the going
one-liner fromASPR and HPP for a long tine,
and that still remains our target goal. And
now we' re including skilled nursing
facilities. And they're really stepping up

to be a part of our surge plan, and with --
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want to nmake space in their facilities

i ncluding the honme health folks. And so,
being a part of the hospital -- and now --
and now that we're all required to be in
comunity exercises is forcing everybody to
really take a critical look and that's

gr eat .

Qur RHCC is nuch |Ii ke everyone
else's. | would say the one nmjor
difference is all of our hospitals and
partners have RHCC radios, we call it, the
medcom channel .

It's a 800 negahertz repeated
system t hroughout Northern Virginia. And |
think all of our long term-- our skilled
nursing facilities now have them as wel |.

O course, we use VHASS and we have trai ned

staff.

The regional cache itens are
all pretty nmuch the sane. | wll point out
t hat because we have Dulles, we are -- nmany

of our hospitals are in a rotation to
recei ve energi ng di sease patients and
patients with potentially highly infectious

di seases. So we have these cool Bioquell
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units which are hydrogen peroxide units.
You just put -- you seal it up -- seal the
roomup, put it in the roomand it just --
it -- it kills everything the |og seven.

That's what the scientist
tells me anyway. And we have sone ot her
neat things, too, but not radically
di fferent.

As far as MU s, all of our
hospitals, our -- our partners, all of our
|l ong termcare groups are a part of a nutual
aid conpact to help each other. That is in
no small part to a young | ady by the nane of
Mary Laurel Hayborn [sp].

She's been an incredible
resource for us at Northern Virginia EMS --
or excuse ne, Northern Virginia Energency
Response System and now Northern Virginia
Hospital Alliance.

We do have MOU s in place with
phar maceutical distributors and we enploy a
part tinme pharnmaceutical tech to rotate out
a stockpile of drugs that is essentially
just an addition to the par |evels at each

of the hospitals. And she has privileges to
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go in to each of the facilities and rotate

t hose stocks out. And we have -- we get a
nonthly report that she sends which is just
brilliant of everything that we have in that
st ock.

And that really is -- when we
start |ook -- tal king about stuff that --
expire-ables, that's our approach. And our
direction noving forward is less stuff in
war ehouses.

Let's just add to the par
| evel of the facilities wwth that initial
bol us of funding. You keep it up. That
adds to our capability -- our capacity just
to where we go.

Tel e-nmed capabilities, | am
i ncredi bly fortunate to have ny office in
the Inova EICU, which is the hub of our tele
-- our regional tele-ned capabilities.

Al l nmenber hospitals have at
| east one -- | think nost have two, | could
be wong -- two-way video, audio, wreless
carts that they can wwth the push of a
button reach our EICU center. And we can

activate a physician we call the regional
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triage officer. Wiich is a nedical doctor
who is typically an enmergency nedi ci ne doc
that we can stand up, either at her

resi dence or she can cone in.

O -- when | say she, that's
the primary one we have. And they rotate
that role out. | do think we have sone
opportunity there to roll that out,
formalize that as a process, and really
exercise it.

And if you've heard ne talk
before, | think -- it's our opinion to fully
measure and | want to neasure it. And so we
do exercise it and it's used during all of
our regional drills to connect not only to
the EICU center, but also to connect
hospital to hospital.

So | want to -- | need a peds
speci al i st because we're not a peds ED. W
don't treat those kind of patients
traditionally.

So we can just -- that
hospital wll hit the button, they' |l get
connected to the EICU. And the ElICU can

transfer themto sonebody that is a peds
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specialist. And that goes for not just

peds, but any specialty we need.

MR. CLINEDI NST: Ron C i nedinst.
|'"'mgoing to nake this fairly brief. The
reason being, you've heard a lot of this
fromthe sane thing from everyone.

The regional risk assessnents,
al t hough you' ve heard everyone tal ki ng about
Kai ser Permanente, that's the sane one we
currently use.

However, we are going to
transition to the new redesi gned Kai ser
Per manente. The reason why | highlight
that, not only does it indicate what your
vulnerabilities are, it also indicates how
many activations you've had -- both at the
hospital |evel and the regional |evel.

Excuse ne. Qur surge plans,
you see on the screen it tal ks about within
30 mnutes if we have an MCl, nmass casualty
i ncident. We've actually tested that,
actual ly have done it with a bus crash.
Were we were able to get the bed nunbers to

t he | ocal respondi ng agencies, |ess than 30
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m nutes for that response. That is one of
our highlights that we'd |like to point out.
Addi tionally, for next year for our surge --
excuse ne -- next funding year, we're going
to l ook at a surge assessnent.

Sanme thing that you heard Dan
tal king about. Additionally, we're going to
| ook at transportation plan. Excuse ne.

One of the things that we've noted is
transportati on assets.

They are not avail abl e.

Anybody t hat has seen energency managenent
devel op over the nmany, many years,
transportation are our weakness. W' ve got
to figure out howto get to that traunma

No question, that is a
weakness that we have. Along with that is
pediatrics. W do have one of our staff
menbers that is actually on a national
ener gency nmanagenent pediatric nenbership,
if you wll, that they're |ooking at how,
nati onw de, how we can | ook at pediatrics in
di sasters, especially with trauma. That is
a huge, huge gap. Mobilization, you've

heard everyone tal k about that 24/7, the 800
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toll free nunber. W have a rotating staff
that man that each nonth. Everybody's on
call. Al over, we're training.

Addi tionally, we're | ooking at
the sane thing Dan tal ked about where we
have the nedical reserve corps that are
going to hel p supplenent us. Regional cache
Itens, sane thing that you see on the
screen.

A lot of the sane stuff that
you saw fromothers. However, what | do
want to highlight or review, that are
stabilization treatnment in place.

If those that are unfamliar
what that is, I'll go through it real, real
briefly. Stabilization treatnent in place,
t hi nk of your ED suffers a catastrophic
disaster. You're no longer able to use it.

This is what a STIP will do.
The problembeing, it's not staffed. It's
equi pnent, no staff. Mobile norgue, | think
we're one of the largest within the State.
We actually have three nobile norgues.
Peopl e were hol ding 84 bodies. Hook it up

to atrailer, it's self-contained. Myve it

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 65

wherever you got to take it. They are
strategically placed throughout our region.
W have three of those.

Sur gi cal masks, gowns, ot her
PPE that you see on there, what | want to do
Is highlight the -- the ViroGQuard 2's.
Thi nk about a highly, highly infectious

di sease.

Just because highly infectious
di sease hit you place -- neani ng your
hospital, long termcare, whatever it may be
-- trauma still occurs.

I f you have a highly
I nfectious di sease patient cones in that has
suffered trauma, you need to be properly
protected. W purchased the ViroGuard 2 --
ViroQuard 2's to do that.
They actually cede CDC s
requi renents for PPE | evel. The nedsl eds,
you' ve heard a |l ot of people tal k about
that. The adult, pediatric and bariatric.
We al so have i nfant
capability. W are nursing -- take down siXx
infants at one tinme down a stairwell. |

think we're probably the ones that actually
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have that. That is a huge, huge benefit,
especially 40, which sitting ny -- ny right
-- ny col |l eague here, Robert from Uva. CQur
trauma one and our trauma Level |l both have
t hose.

Decont am nati on showers,
obviously if there's a trauma -- just to
gi ve an exanple. W' ve had a couple
different plane crashes recently. |If you're
famliar with jet fuel, it's a very
hazar dous condi ti on.

W' ve had traunma associ at ed
with that. So obviously, they got to be
decont am nated before they enter the
hospital. Look at the very bottom talking
about Base-X tent, generators,
heati ng/ cooli ng system

Base- X tent, you saw a picture
of earlier when Erin -- the very first
presentation -- had the Base-X tent. It was
the yellow one. That's what that's for.

Every hospital in our region
has that capability. 1It's just an
extension, if you wll, of an energency

room Regional MU s, you' ve heard the sane
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t hi ng tal ked about from everyone else. All
of our hospitals have the MOU s that are
signed. W recently acquired a 14th
hospital, and they have actually signed one
with us as well.

You'll notice the nunber of
long termcares is 29. W actually have 42
long termcare facilities that are
separated. What we're working through is
the legality issues that cone up.

We have signing of MU s, if
you' re famliar with how |l awyers work, it's
not a fast process. But we are confident
we'll be able to get all of those signed.

Tel e- medi ci ne capabilities,
you notice again, 13 of the 14 hospitals.
Reason being that is that 14th hospital that
we recently acquired.

That is a -- and actually the
only children's -- it's called Children --
Commonweal th Center for Children and
Adol escents. CCCA is what we call it, real
short. Trying to spit that all out at one
time. They are the only children's

behavioral unit in the State of Virginia,
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which is pretty big for our region. W have
taken them on. They' ve al ways been a big
partner with us with their behavi oral
health, right across the street which is
Western State.

However, they're getting
heavily involved now They understand the

need for HRSA nanagenent.

M5. PARKER: So you know, death by
Power Poi nt, but -- you know, part of this --
our first objective here is to really get
famliar with what the health care
coalitions are.

As you can see, | nean, we
have a | ot of assets. W do have a |ot of
partnerships. W plan a lot. And that goes
beyond just trauma. As we stated, we do a
| ot of work with our long termcare folks.

| think that canme out of 2012
when we found out long termcare's plans for
evacuation were to go to hospitals. And we
said, that's probably not the best place to
go. So that's where sone of our work

started with all of our non-acute care
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partners. So you know, that was a kind of
down and dirty quick overview of all of our
six health care coalitions.

So specifically for the folks
on -- on the commttee and our burn and
trauma -- burn and heat folks. |f you guys
have any questions or anybody in the back
has any questions for coalitions, we'd be

happy to entertain.

MR G EBFRIED: | had a question.
Again, |'mnew so | have sone questi ons.
Movi ng of sone of the equipnent. 1In the
mlitary, we would use a -- alnost like a

trailer conplex, sinply have a cargo
trailer.

And you could take it by
hel i copter and nove it and drop it into an
area where you needed that material quickly.
| -- many disasters, we can't get in.

Peopl e are isolated. And
being in the nmedical reserve corps they've
al ways told us, you have to be able to take

care of yourself for 72 hours. And I'mjust

wondering if, one, noving that equi pnment and
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then, two, when | was listening to the tele-
medi ci ne kind of concept, | was thinking of
the police nobile unit -- command unit, sone
of the State nobile units, of whether or not
we have brokered with them an under st andi ng.

And if they got into the area
or were able to get into the area and help
us with the shelters or the triage
capabilities, or responding to sone of the
qui ck nedi cal needs.

Do we have that capability to
use that nedicine with it, or other

di sciplines that are out in the field.

MR, CLINEDI NST: Ckay. |[|'Il go
ahead and take that. Yes, tel e-nedicine
actually is currently used daily. 1'll give
you an exanple. Again, ny colleague here to
nmy right. UVa does consults constantly.

The tel e-nedi cine capability,
again, provides -- and I'Il even take it one

step further in a mnute. But the tele-

medi ci ne capability -- let's take it for
trauma. |If there's sonething on the scene
that -- or at a facility -- that sonmeone
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needs to talk about. Do we need to transfer
on base -- on the scenario you just gave?
They will consult with a trauma with a
trauma doc.

They say, okay, is it a viable
option? The other thing about tele-
medi cine, what it does for highly infectious
di sease, for exanple, where Uva's actually
tested it nmultiple tines.

They actually have a team --
a[n] EM5 unit as well where they're enroute,
they can actually talk with -- to the traum
doc or the doc on call about what the
scenario is, what's going on.

What's the best course of
action. So that capability is there. It's
all over the internet. That would be the
gap, that it's internet-based.

So if you have a nmmjor
eart hquake -- and I'll take what happened in
M neral, for exanple. The internet crashed.
That's where you gap is. But as far as the
capability of tele-nedicine, if you ve got a
t wo-way communi cati on device that has a

canera on it, you can connect in.
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MR. Q@ EBFRI ED: | noticed that sone

of you tal ked about partnerships with sone

of the distributors of pharmaceuticals. And

al so 1 ooking at the storage of what we have.
So |'ma damm Yankee, | canme from Boston
down.

And there's a coupl e of
scenari os we could tal k about, but we had it
i n our understanding that Boston -- if it
was isolated -- and couldn't get any -- any
services for whatever reason, had three --
three days of really fuel, food and
medi cati on needs.

So the -- the nedical
[unintel ligible] again, they say 72 hours,
okay. So how have we, if it |asts |onger,
pl anned for dealing with food needs? W've
tal ked about nedicine. | didn't hear

anyt hi ng about f ood.

COW TTEE MEMBER:  Yeah.

MR. G EBFRI ED: Fuel needs, didn't

hear that.

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 73

COW TTEE MEMBER: Ri ght.

MR G EBFRIED: So | was just
wonderi ng how we were doing with our
menor anduns of understandings for all the
busi nesses that we're going to need.
Whet her or not it's Home Depot, because we

need batteries. O fuel, whatever.

COW TTEE MEMBER: So to answer --
to answer that question, you're going down
-- just for your awareness. All hospitals
have to neet a 96-hour requirenent.

So we have to have whatever it
takes in place to be able to continuously
operate and provide the essential functions
and services we do for 96 hours.

After that, then yes, we
started to | ook at extended contracts and we
| ook at our -- personally | |ike MU s.

They're cool, but contracts are better --

COMWM TTEE MEMBER. NMm hmm that's
right.
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COW TTEE MEMBER:

- because they

have to take the --

COW TTEE MEMBER  That's right.

COW TTEE MEMBER. And on -- for
events where we have a head's up, which is
nost of the tine for the long events, we'll
front -- | don't think there's any hospital
in the Coomonweal th that won't front | oad
suppl i es, food, enough pharmaceuti cals.

And now, I'll say that since
we' ve been probably all addi ng busi ness
continuity to our repertoire, we are
enforcing and contracting that they have to
-- that they're -- that all of our vendors
have to, not only provide us with their
busi ness continuity plans to be an eligible
vendor of our facilities.

But al so, explain to us very
clearly how they plan on providing services
even when the roads don't work, supply
chain's broken, etcetera. There's still
opportunity there, don't get ne wong. But

| think we've made pretty good steps. |
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defer to ny coll eagues for --

MR. ASHLEY: | think bringing --
bringing this back up through the trauma net
system so we don't stray too far away from
that. But the -- the real purpose of
coalitions is about sharing.

And | don't just -- we should
be sort of sharing information. But it's
really hel ping to understand what the
situation is and hel ping partners who share
anongst thensel ves.

And so, sone of the partners
m ght have nore supplies that they coul d
contribute. Wether that's, you know,
nurses, staff, food, whatever the -- the
necessity is.

That's really what the
coalitions are there for is to help share
t hose assets and resources and information.
Whether it's traunma-rel ated or weat her-

related or -- or what have you.

MS. PARKER: And even --
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MR, GRAY: And | just want to add

M5. PARKER: Onh, | was just going

to say --

MR GRAY: Well, | think I'll add
to what Patrick said is |ike, when we do
exerci ses, our hospital will |ean on those

ot her hospitals --

MS. PARKER R ght.

MR, GRAY: -- that you -- when we
have to do an evacuation tool. And it's a
table top exercise. So the -- the ones that
are receiving are |like, yeah, | can take

t hem

But | need your supplies and
your staff to go along with them So that's
the piece that goes with it. And then, if
the energency is just not contained to our
sout hwest region and if those resources
start to get exhausted, then I'mgoing to

reach out to Robert which is near ne. And
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then | also have relationships with West
Virginia Coalition, northeast Tennessee
Coalition. So it's just not kind of a
boundary t hing.

And that kind of, | think, it
added on to what Patrick said there. So we
-- we've got a | ot of avenues to reach out.
And | think, you know, if | run out of
resources, Robert will be able be able to

hel p ne.

M5. COMLING And | also want to
take that fromthe hospital scenario to al so

our long termcare facilities as well.

MR. GRAY. R ght.

M5. COALI NG Because in Tidewater,
again, they -- their 96 hours out as well
and very prepared in trying to order -- if
it's a known event, trying to order things
ahead of tinme. And -- and we certainly have
shared a nunber of sheets and |inen and
things in the last fewincidents we've had

because generators have failed and they
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couldn't keep up with the denmand.

COM TTEE MEMBER: The coalition
al so serves to bridge the gap between a
| ocal need and State resources if it's
avail able at that tine.
So | everagi ng those
rel ati onshi ps and being able to connect with

proper needs should we have to escalate it |

think is a-- is a nmain key thing that hel ps
our -- our facilities as well.
MR G EBFRIED: | was -- one

further on that. You sort of nentioned
about transportation also. People using
some of the buses, whether it's school buses
or whether it's city buses or whatever.

| would -- thought back on
sonet hi ng Honel and Security was teaching us.
And they were tal king about situation in
Moscow and a conputer, where the Russian
troops put in gas and knocked everybody out.
And they didn't bring in anbul ances because
they didn't want to alert what was going to

happen. And they instead had buses. And
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they then quickly ferried people out into

t he buses. But there was no one supervVising

t he people on the buses.

And the nerve gases -- nmany of
t he peopl e died because they cl osed off
their airway. And they |essened that
capability on the buses.

Sol -- 1 wasn't sure what
when you were tal king about transportation
and the other people were tal king about
havi ng staffing enough to do it, or nedical
reserve corps being brought in.

Were there any consi deration
was in regards how are you going to manage
t hose people that you're noving in either
mlitary trucks or in -- in bus situations
i f you have them avail able to assure that

they're not dying in route.

COW TTEE MEMBER  So - -

MR G EBFRIED: | think that's part

of that traumm

M5. PARKER: It is absolutely.
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That is a bit out of the purview of what our
health care coalitions do. W can help find
the assets and provide a contact for -- to
the facility that's affected and say, this
person has sone anbul ances.

You need to contact them But
we do not direct patient distribution. W
-- we don't kind of step into that -- that
real m

So we can help find the
assets, we can help coordi nate the assets,
get your assets there. But it is still the

-- the facilities' responsibility.

COW TTEE MEMBER: Can | ask a
guestion real quick because we have everyone
here. Wien | was involved in this a few
years ago, we were really trying to work on
bei ng able to support different regions.

So if sonmething happens in the
Ti dewat er region, Northern Virginia can step
i n and provide the support. One of the
problens that we ran into were the
|l egalities. So for exanple, we talk a | ot

about tele-nedicine. But the problemis, is
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there a very distinct legality issues with
me, as a physician, sitting in a hospital
giving orders about a patient in a different
health care system

And those were issues that
really had to be addressed because it's late
in a disaster event when we kind of talk
about suspension of care. But a |ot of
these things actually conme up in alittle
bit nore robust discussions outside of those
ki nd of events.

So have we -- are there
systens in place right now outside of within
your coalition, or even within your
coalition, that will allow sonething like a
regional triage officer to reach out to the
Ti dewat er region that nmay be overwhel ned and
provi de burn support, or provide critical

care support and things |like that.

COW TTEE MEMBER: So I'Il take
that. | think the answer is yes and no, as
it always is. W -- we work very hard on

trying to streanmline sone of the

adm ni strative processes. Sone of that
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cones down to policies and procedures at the
systemlevel. Sonme of that cones down to
whet her or not it's declared or just a[n]
undecl ared energency.

And so | don't have a -- a
good answer for you, except for that | think
-- within your specific case that sort of
consul tation wi th anot her physician who
woul d have those privil eges.

And really they're just taking
your advice. And you're not actually giving
the order is the work-around there that
we' ve seen work before.

It's nore of that -- that sort
of professional conversation. And then that
ot her physician is giving the order. But |

don't have a good answer for you on that.

M5. COALING But | think, you
know, maybe part of that is Hurricane
Fl orence, for instance, where in Tidewater
we received so nmany patients and nursing
hone residents fromMNorth Carolina. You
know, this may be getting off a little bit.

But again, with regard to credentialing, we

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 83

certainly had a process in place that was

affected very quickly so that when those

patients were transferred or those residents

were transferred, they could quickly be
triaged and treated in those receiving
facilities, whether they were nursing hones
or hospitals.

' mnot going to say the
receivers didn't balk alittle bit at the
credentialing docunents that had to be
filled out and -- and verifications taking
pl ace.

But | can assure you of the
al nost 500 residents and patients that we
assisted with the transfer of, we had no
negati ve i npacts.

Certainly, we had a nunber of
gaps identified and a robust after-action.
But | think it was very well handled, in ny

opi nion, certainly.

COW TTEE MEMBER  And you nake a
good point. Fromthe crossing of state
| ines credentialing, we've done a lot to

streamine that. There's -- there's sone
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barriers that are just always going to
exist. And largely what we see within a
state is -- is not so nmuch the |egal
barriers nore than it is the policies and

procedures within the system

M5. COALING Mmhmm exactly.

COW TTEE MEMBER: But we were able
to mtigate that in a -- in a recent
revision, at least within a health system by
-- and | know you're tal king outside a
health system-- by -- by revising nedical
staff bylaws and presenting the traditional
policies to allow for energency
credentialing that didn't require
verification.

It was, do you have an ID? Do
you have soneone that can vouch for you, and
that -- that truly is the -- the bar we have
to neet and can -- we cone as a standard, at
| east. And say, okay, Virginia, the State's
not going to be able to help us here. And
there's no offense. Wat can we -- what

| anguage can we all agree to in our -- in
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our own internal policies. And | know

that's not a sol ution.

COW TTEE MEMBER: And we -- we
sort of even, for exanple, recently with our
old disaster with the power going out. W
were able to put nurses on buses and get
them pl aces and things |ike that.

My bigger concern is, for
exanpl e, what happened with M chael is
actually one of ny hospitals. So when
M chael couldn't conme on [unintelligible] it
actually wi ped out the two major facilities
t here.

Conpl eted deci mated them
They lost all surgical and traunm
capabilities. And they literally -- you got
to count on your finger, you were getting a
hel i copter ride.

This was the problemthat you
were running into. And so, we were crossing
state lines. There were really limted
abilities to provide care, so there was sone
tele-nmedicine involved in this. But it --

it really becane kind of very sticky |egal
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ground once you started getting into the
power restore. W can now get
comuni cati on, but now we're a week out or

two weeks out or things like that.

And this went on -- | nean,
there's still upgrading their capabilities.
So just -- these are conversations that the

alliances are actually fantastic for dealing
wi t h.

Because it's not just saying |
can get equi pnent and supplies, but if |
need to reach out to VCU when |I'min, you
know, the Tidewater region because we're so
overwhel nred, how do we do that? How do we
get those conversations going? So -- or

pedi atric support.

COW TTEE MEMBER: The -- | have
sone questions, basically fundanental, sone
background. What are -- the MU s, you
know, they throw specific -- and you can get

cover over in general.

COW TTEE MEMBER It -- it depends

on -- on which one. So our hospital ones
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are -- are standard. And it's pretty nuch,
you' re going to report your statuses, you're
going to share stuff -- space.

| nmean, that one is actually
-- it's -- it's prescribed, but not really.
It kind of is open for sone flexibility.

Qur long termcare MU is -- IS very
prescri bed.

But that one is a little bit
different in the sense that the long term
care MU is an MOU for a long termcare
facility to along termcare facility.

So it is an agreenent between
the long termcare facilities to be able to
transfer paynents, staff, stuff and all of
t hat .

So that one was at -- was a
| arge statewi de project that is -- is a
little bit different than how our hospit al
one i s structured.

And then sone of the other
MOU s that we have with all of our other
health care partners are -- are essentially
sharing their information. You would agree

to provide support and provide stuff and
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staff and space if you can. And stay in
constant conmuni cation with your regional

and | ocal partners.

COW TTEE MEMBER.  That cones with
the next question. Howis this triggered?
| mean, who -- you have days where you're

busy.

COW TTEE MEMBER:  Mm hmm

COW TTEE MEMBER. And we can't get

t he hospital person on the phone.

COW TTEE MEMBER:  Yes.

COW TTEE MEMBER:  Mm hmm

M5. NOALIN. So | can help wth
that. They've asked specifically. A
hospi tal energency manager contacted the
RHCC, activated the phone -- the hotline. |
was the duty officer on. Took the call. He
said, hey, we have our command center up.

W're trying to figure out where we're goi ng
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to put patients. W don't want to go on

di versi on, but we probably should be. But
there's sone admnistrative issues right now
with pulling that trigger.

And that's not where the RHCC
comes in to aid. That -- the ability of the
RHCC and the coalition was to say, okay,
well what would help you during this tinme?

What woul d hel p your
adm ni stration nmake that decision. And he
said, if you could activate a roll call and
see what other hospitals are dealing wth,
specifically in the netro region right now.

So we did aroll call and
found out we were pretty saturated
everywhere. W tied neatly with ODEMSA' s,
MCl and diversion plans for central region.

And so, had that hospital gone
on diversion, it would ve been our -- our
fifth in the region and put us into a code
red, which would've nade all patient
transportati on go through the comruni cations
roomat VCU for all EMS. Unfortunately, a
| ot of these patients were self-admtting,

so it wouldn't have even assisted in the
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situation we were incurring. But the

know edge that each hospital was suffering
fromthe sane kind of surge at the sane tine
froman unknown, no one incident cause
allowed -- fromwhat | saw -- adm nistration
at each of those facilities -- St. Mary's,
St. Francis, Henrico Doctors', Chippenham
Johnston-WIllis and VCU -- all sit in their
own areas and say, we had to -- we had to
push di scharges, we need to open up roons.

And so while one facility was
doing that, activating the RHCC, all owed us
to share that, hey, | know you're diversion,
di version, diversion. You're -- you're
doi ng what you need to do.

But these other hospitals,
they're going to start getting overwhel ned
because you're on diversion. And now, we're
going to get to a city situation.

So |l think it was really
of fering the common operating picture that
we're all heading into this situation
t oget her. Wat can you guys do individually

to help out?
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COW TTEE MEMBER  And -- and j ust

to give you an exanple of how that worked in

real life, when 9/11 hit, two major
facilities -- Inova Fairfax and Hospital
Center -- were both able to with just a

handf ul of hours get rid of about 300 plus
| npatients at each facility.

And they had -- at | nova where
-- we had 19 teans on standby. So by just
getting comruni cations to the RHCC, that can
be di ssem nated and the individual systens
will trigger that response when they know
it's a true mass casualty event of sone
type.

So the -- the flexibility of
this, the surge capacity of that is really
enornmous. But it's really about
communi cat i ons.

So yes, every health care
systemin the trauma world, every tinme any
hospi tal goes on diversion -- no matter what
it is -- it's very clearly scrutinized. And
it doesn't matter what system you are,
there's al ways a work-around of how we can

nmake sure we're neeting the needs. But the
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reality is in events like this, it doesn't
really matter at that point. Because now

we're instituting a systemw de recourse.

COMW TTEE MEMBER: Wat about in
areas where the, you know, speci al
popul ations -- pediatrics, burns, geriatrics
-- sonething that not all facilities can

take care of. So --

M5. NOALIN. In Central, we've
wor ked over the |ast year to cone together
with a list of pediatric-specific beds
available in the State. So outside of just
our region.

And the coalition worked to
provi de those and kind of |iaison, provide
the contact nunber for your call center to
your call center.

And that there's common
ver bi age between the two so that, you know,
I f you're a hospital and you call anot her
hospital, sonmetines they're not wlling to

give up information --

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 93

COW TTEE MEMBER: Ri ght.

M5. NOALIN. -- because it's --
It's conpetitive. |f you're a coalition,
you' re saying, hey, | would -- you know,

this hospital's asking to contact you and
di scuss this.

Can we work out a way where
nobody's conprom sing their -- their
busi ness values. But we're serving the
patients, which is what we're all here to
do.

And | think we cone with that
unbi ased ability to Iink people together.

So we have done that in the pediatric world.
| know we've done a roll call several tines
t hroughout the State, even once for

pedi atric beds specifically.

And now, there's a process in
place that it doesn't have to be so high
alert alarmthose 'P' bed needs. But it's a
core group of people that can function to

cont act each ot her.

M. CONLING And I'd i ke to add
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to that, too, Erin. 1In Eastern, we're in
the early stages of |ooking at that as well.
And as a result of Hurricane Fl orence, what
we found is we had an escal ated nunber of
bariatric residents or patients that needed
to be placed as well as secure nenory care.

W sinply found out we don't
have a | ot of avail able nenory -- secure
nmenory care beds available. So now we're
trying to identify where those resources
si nply woul d be.

And in fact, | don't know if
Davi d Long or Tom Schwal enberg could talk to
even the bariatric trailer asset we've now
built and -- you know, so that we can insure
that the bariatric population is also tended
to. David, did you want to add anything to

t hat aspect?

MR LONG |I'Ill just say briefly,
it was one of those things when Tom and |
spoke on the phone and experience, we
recogni zed that the bariatric population is
growing. And the -- the primary chal |l enge

I s al ways the resources to manage the
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bariatric patient. So we were fortunate to
| everage a couple different grant prograns
and be able to put two bariatric trailers
t oget her.

It's not a -- it's not a

resource that was designed to essentially

pre-stage equipnent. It was a resource that
was designed to -- when you have an
i dentified need -- say you had sonebody

checking in or you've identified sonebody
that's going to be noving to a shelter that
does neet the bariatric guidelines, then we
can deliver the assets and resources.

So it's a 1000-pound rated
bariatric bed. Wirlpool, [unintelligible]
shower chairs. Al the -- all the tools
that you'd need to effectively manage and
protect both patient and the staff nenbers

from-- fromnoving and injury.

M5. PARKER. So in the interest of
time, | was going to see, Dr. Feldman, if
you had any questions or Dr. Bartle, Khali

anyt hi ng el se?
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DR. FELDVMAN: It's -- it's not
really questions but, speaking to our burn

capabilities --

COW TTEE MEMBER:  Mm hmm

DR. FELDVMAN:. -- there -- there are
| ocal, regional and state plans that have
been di scussed. Right now, the -- the | ocal
pl an centers around conmmuni cati on between
Jay Collins, nyself, Jeff Young where we
woul d coordinate burn care in the
Comonweal t h.

W are part of the Southern
Regi on Burn System so there's a nunber that
we can call and activate additional burn
resources if needed. And -- and then we do
rely on the burn cache that -- that is
di stri buted throughout the Commobnweal t h.

Soif we -- if we are going to
have a | arge scale burn incident, you would
need access to that nedication because a
[unintelligible] those dressings are only
going to get you so far and then you have to

start worrying about infections. So even
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t hough they expire and they have an expense,
they're going to be necessary if you have
that situation arise. So that's sonething
we'll have to tal k about.

W have transfer agreenents
that are set up between hospitals that are
all capable of -- of dealing with burn
patients. So if anyone is interested in
updating transfer agreenents, | think -- |
think nowis the tine.

And we shoul d establish those
rel ati onshi ps because right now | know t hat
VCU has reached out to Uva and EBMS. And |
think we -- we have all the local hospitals
as well.

And then sone of our

col | eagues up north and south of us. But we

shoul d have a |ist of everybody and what

agreenents we have in place.

MR. GRAY. How often is that |ist
updated for your burn centers? |Is that

annual ly or --

DR. FELDVAN: Probably every three
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years oOr So.

MR. GRAY: | want to nmake a
recommendation that it's a little sooner
than three. | don't -- | mean, the reason |
say that because we did an exercise at one
of my facilities.

And we -- we tested the burn
supply kit that we had purchased that was
part of our exercise. One of our hospitals
-- | can't renenber what -- | think it was
Buchanon County that they actually had
transferred over to Hi ghpol e [ phonetic] or
Lexi ngt on.

And during that exercise, they
| earned that there -- that hospital no
| onger took burn patients. And we | earned
that during an exercise. And that's --
well, that's a good tine to learn it, but

you don't want learn it during an event.

COW TTEE MEMBER  When you have to

practice for it, yes.

MR. GRAY: | nean -- do you get ny
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poi nt ?

DR. FELDMAN: So -- so there aren't
that many places that are verified or
certified or designated to take care of
bur ns.

It doesn't mean that -- that
ina--ina--1in a tinm where our
resources are stretched thin that people
can't take care of burns.

It's nore -- if you're | ooking
for where those resources are, they are kept
up to date on the Anerican Burn Association
web site. And -- and that's fine. W can
chat nore about all that stuff.

But the -- these transfer
agreenents, there's a lot of legal issues
I nvolved with that. So to -- to get all of
that yearly would require a |l ot of attorney

I nvol venment. Anyway - -

COMW TTEE MEMBER: Can | ask you a
guestion? How is the connection -- or is

there a connection with the National Guard?
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COW TTEE MEMBER That's a good

guesti on, yeah.

DR. FELDVAN. \What -- can you
clarify what you nean by that?

COMW TTEE MEMBER: You al ways hear
the National Guard's held out in an

enmer gency.

DR. FELDMAN: Yeah. So --

COMW TTEE MEMBER: How do y' al |
work together? Do y'all work together or is

it they cone in, they can all go hone?

COW TTEE MEMBER: Yes, | can -- |
can cover that a little bit, | guess. And
so the prograns really, you know, cones
t hr ough VDH.

And -- and with VDH being the
|l ead, | think we said at -- at the energency
operations center next door to the National
GQuard, a few -- few bays down. And so, we

advocate on behalf of our coalitions to get
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any type of resources that they need. That
rel ati onship also exists at the |ocal
emer gency nmanagenent agencies. So every
jurisdiction, by the Code of Virginia, has a
| ocal energency nmanagenent agency.

And they have the power to
al so request resources. And so many tines
what we see is if there's a request for
National Guard, that it'll go both through
the I ocal ECC and then also up to the --
t hrough the state |evel.

And they sort of neet at the
m ddle. Most tines, what we also find out
by commentary on this is that the resources
can be net by things other than the Nati onal
GQuard. The National Guard is very slow and

very expensi ve.

COW TTEE MEMBER: Very sl ow

COW TTEE MEMBER: And so | ots of
times what we end up doing is triaging and
saying -- reaching out through all of our
ot her partners to say, here's the capability

that we need. And then what -- how el se can
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we need this. And sonetines, the only
capability is the National Guard helicopters
or a big one that National Guard plays a
role in. H gh water vehicles as well.

And so we do have that, but
there's -- there's not that many Nati onal
GQuard resources that just come pouring out

of the barracks during an energency, either.

COW TTEE MEMBER.  10-second funny
anecdote. | have to -- physicians ended --
when | was working at |Inova Fairfax before |
transferred to the systemoffice.
Physi ci ans were calling 911 asking for
Nati onal Guard transport to work during
Bl izzard Jonas.

And | talked to the PSAP over
at the 911 center. And | said, any future
one you call -- you forward the call to ne.
And they started doing that and -- because

that's i1 nsane.

M5. PARKER: So on the topic of
pedi atrics and burns and kind of the

direction that our health care coalitions
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are going and the direction that ASPR,
you' re going to see as kind of going to --
ki nd of push us.

| think this m ght give us the
ability to kind of open the discussion,
especially on those -- those kind of

specialty surge events that we definitely

need to plan nore about. So I'll turn it
over to Patrick if that's cool. And he can
go over --

MR. ASHLEY: Sure. Yes, |'m going
to -- like Kelly said, I'"'mgoing to talk
about sort of the hospital preparing for and
sort of where we see it going where --
whereas the Assistant Secretary Preparedness
and Response, with both the agency and a
person sees it going.

But | think I can sum up ny
eight slides. And what's on the right is
that partnerships are key. And that's
really -- regardl ess of whether we're
t al ki ng about health care preparedness or
health care in general, or energency

managenent. It's all about the
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partnerships. And -- and that's really the
direction where we're going is that
everybody's better integrating with each
other. So just a couple points of -- sort
of itens of interest here and sone
comentary on them

We believe that sonme of the
topics du jour are going to be conplex --
coordi nated attacks, terrorism active
shooter -- whatever you want to call it. W
believe that that's going to be a chall enge
as we nove forward.

The coordi nation of health
care during these events is very difficult.
We saw during things |like Las Vegas where we
have spent a |lot of tinme working on
anbul ance diversion policies and anbul ances,
where they do during trauma events.

But we see that lots of tines
patients self-present. And -- and so how do
we get a hold of nmaking sure that patients
don't overwhelma hospital and create a
second disaster. On that topic as well as
what role does first responders have to play

at the front door of an enmergency roomto
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hel p control that disaster before it noves
| nsi de your energency room So that's a --
that's a big topic of conversation as we
nove forward.

Thi s goes wi thout saying,
cyber security is -- is massive. And many
of our health care systens -- all of our
health care systens are so dependent on
t echnol ogy.

W' re al so dependent on
t echnol ogy, whether this is a planned or
unpl anned outage. This is huge. This wll
cripple our entire systens.

And if 1t's -- it's sonme type
of regional disruption where we're | ooking
at sone of our backbone providers for IT
I nfrastructure, sone of our fiber providers,
sonme of our core tel ecom providers.

That just makes that problem
so much worse if it's not just an isol ated
health care system or even an isol ated
hospital. H ghly infectious disease, we saw
during Ebol a, going back about five years
ago, that this is a major topic of interest

that is also not going away. As -- as
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you' ve seen before, diseases can junp the
continents very easily. And so we -- we're
constantly worried about just preparation
awar eness and -- and how we respond to that
Is a big topic that we believe is going to
be i nportant noving forward.

I ncreased system zation of
health care, this is -- this presents a set
of opportunities and challenges in the fact
that it nmakes the health care systens have a
| ot of resources.

But it also introduces sone
artificial silos as well within that. It --
it really is just sonething to really watch
for and how we devel op partnershi ps and
maki ng sure that partnerships aren't just
Wi thin systens, but are also wth next door
nei ghbors.

And so sonetines we'll see
systens have facilities that are very far
apart. And that's really their -- their
redundancies. But there's also the need to
have partnerships with the hospital next
door or the long termcare facility next

door. Oher itens of interest here as we
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nove forward is really hone based care. You
guys are all aware of this, it's where we
start seeing patients that are discharged
out of a hospital earlier, noving to |ong
termcare facilities sooner.

And -- and that presents a set
of vul nerabl e patients and vul nerabl e
popul ations in the community that we have to
t hi nk of that during an energency whet her
they' re evacuated or they're having sone
type of other issue.

Whet her it's that highly
I nfectious di sease we're tal king about, a
pandem c that's going to cause conti nual
chal l enges as they re-present back to the
health care systens, or noved to another
ar ea.

Tele-nedicine is just a -- an
itemof interest here that we believe is --
has a big role in all of this. And again,
that technology is a huge -- it presents an
opportunity, but it also presents the
chal | enges that we've tal ked about before.
And then finally, technol ogy dependency is

-- is really one of the things to watch is
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that our -- as -- as citizens, we're so
dependent on technol ogy to deci de what
hospitals we're going at, where the cl osest
hospital is. How to nake appointnents with
our doctors, and so that presents both an
opportunity and chal | enges.

And one of the commentaries
here is about Las Vegas again, where
dependent on whet her you used Googl e maps or
Appl e maps on your phone about which
hospital in Las Vegas that you presented to.

One of themyou went to a
trauma center, one of themyou didn't go to
a trauma center. The -- the map
applications, how we | everage those in terns
of providing care, | think that's a huge
potenti al .

And it's just conversations
that we have to have with those technol ogy
provi ders about how do we get folks to the
nost appropriate | evel of care during

emergencies. So one of our focuses, noving

forward -- this has been our focus for a
while -- is increasing our engagenent.
Whoops, | amclicking on ny conputer and |'m
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not there for things. |In that basically,
93% of all the trauma hospitals in the US or
the TCA nenbers belong to a health care
coalition. This is nationwide, this is not
just Virginia data. You want to click again

for me --

COW TTEE MEMBER:  Mm hmm

MR. ASHLEY: -- Dbecause |'l|
forget. But the problemis, is that when we
| ook at that, 72% of the respondents of that
survey didn't know -- did not know that they
were in a health care coalition.

So if you can click one nore
time, GIlly. So what we see lots of tines
Is that health care coalitions are great.

We have a | ot of engagenent with a nunber of
facilities.

But many tines, that
engagenent doesn't go very deep within the
facility because everybody has their own
conpeting priorities. And so one of the
areas of engagenent that we really need to

work on is engagi ng those fol ks ot her than

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R PR R
g B O N P O © ©® N o o » W N P O

Page 110

t he energency managers, other than the
emergency roons. Qur trauma prograns
obvi ously here, our clinicians, our
executives, our adm nistrators.

Qur pharmacy and our infection
prevention is. And really, just increasing
t he bench that understands that there are
resources and relationships out in the
community that they can | everage during
di sasters.

And so, that goes on to sort
of increase our nenbershi p as anot her

priority. W'll -- you put --

COW TTEE MEMBER: No?

MR. ASHLEY: Too fast. |Is really
I ncreasi ng our nenbership, and that's really
novi ng away from-- you've seen the nove of
t he hospital preparedness program which
used to be just hospitals to now it includes
the long termcare facilities, our other
health care providers to really |ooking at
the full spectrumof health care. And

under standi ng that a hospital can't operate
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wi t hout their supply chain. Understanding a
hospital and health care facilities can't
operate w thout their pharnacies and

| abor at ori es.

Many of these services are
out sourced these days. And so we al so see
wi th supply chain just how quickly that can
be disrupted with, say, a sinple warehouse
fire, icy roads that prevent transportation
into the region.

And so that's -- that's the
bi g picture of how do we | everage these
rel ati onshi ps. Sone of these relationships
are best |everaged locally and sone of these
are regionally, sone of these are state
| evel .

And sone of these are bigger,
you know, engaging things on sort of US
region level. And so how we engage those
rel ati onships is so inportant.

Finally, specialty care
centers, burns and peds, that huge
understandi ng. Not every region's going to
have these specialty assets. And so

under st andi ng how you access those during an
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energency and what your stop-gap provisions

are. | like this. And so sone of the
things that -- that the ASPR is concerned
about and we've added sone as well, so
you'll see the ones in stars up there is the

ASPR s concerns.

But we're very concerned about
t he hi gh consequence of beds and the
specialty care that cones along with that.
And so we're very concerned with trauma. W
think that we have a pretty good system but
there's al ways room for inprovenent.

Pedi atrics is huge. And --
and there's not a ot of capacity there.
Burns, also, as well. Just an anecdote, |
saw -- has anybody seen the boil ed water
chal | enge where you throw the water up in

the air --

COMW TTEE MEMBER: Yeah.

MR. ASHLEY: -- because it's been
freezing cold. So eight people went to the
Uni versity of Chicago Burn Center because of

that. And so it's not just all about the --
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the explosion that's going to cause these
types of surges. It's going to be people
doing stupid things as well.

I nfecti ous di seases, how we
take care of those folks that, you know,
have sone type of very highly infectious
di sease, and also the folks that don't have
sonething that's quite as severe but just as
| nfectious, say, neasles for exanple, and

how we take care of those in the surges.

COW TTEE MEMBER:  Yeah.

MR. ASHLEY: Radi ation and
chem cals are two of the things that people
don't like to talk about a whole | ot because
that's very hard, very specialized. And so
that's another thing that we want to | ook
forward as how we deal with that.

And that may not be dealing
with it in Virginia, that may be deali ng
wth it in Virginia. But having that access
to care and that subject matter expertise
when the -- the event happens. And then

finally, as you all know, nental health is a
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huge i ssue. The nunber of beds for nental
health in the health care systemin general
Is very fractured. And so that presents its
own chal | enges during these high consequence
events and on a day to day basis.

And so that's sonething that
we're hoping to get nore engaged with. So
we think that each region of the
Commonweal th has a pretty good established
trauma plan, and that's really the baseli ne.

And the reason | have this
slide here is about -- you know, again,
that's for of very initial response. And
where we nove forward to, Kelly, is how we
nove and build that capacity as we | ook
forward fromthe initial event response and
bui | ding out and saying, all right, we've
t aken care of the immedi ate.

We stopped the bleed. Were
do we go fromthis? So this is one of the
ASPR slides and one of his priorities is
that at a regional and coalition level, we
have very established, defined trauna
systens in nost regions that can take care

of things. And as we start to | ook at
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specialty care, how we build these networks
within our health care systens is so very

| nportant. And understandi ng how we access
the care is so very inportant as well.

To your point earlier about
| egal inplications and how do we cross state
lines is very inportant as well. And so,
that's the understandi ng because | know t hat
| m ght have specialty capabilities in North
Carol i na, Washington, DC, Maryl and,
what ever.

But can | |legally transport
that patient there and what do | need to do
in ternms of insurance and all of the other
noving parts there. So this is really just
a notional nap.

None of these | ocations on the
map actually exist. They don't exist and
the stars don't nean anything. And this is
really the ASPR s vision of what a regional
di saster health response network | ooks |ike.

And this is what we're really
| ooking to sort of build our system around.
Notionally in that, there wll be specialty

sort of centers of excellence that take care
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of sone of this very high consequence, very

threat-specific events. So for exanple, you
see |i ke Nebraska has the highly infectious

di sease as part of their NETEC program out

t here.

And so really understandi ng
how we fit in and how we transfer care
anongst these systens is so inportant for
us. So they -- they started two pil ot
proj ects here.

They did aware two $3M grants
to Massachusetts and Nebraska to really
study about how this |looks |ike. And what
does it look Iike when we start | ooking at
t hi ngs on not just a regional |evel or a
state level, but really |l ooking at US
regions for that specialty level of care.

Bui | ding a good foundati onal
base anongst our health care communities to
deal with the day to day issues, our snal
MCl's, our traunms.

And then noving up to where we
have specialty care at the state |evel
that's coordi nated anongst all those

specialty care providers. And then noving
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up to those sort of ultra-specialized care
| evel s for things |ike Ebola, our burn
centers and -- and those types of assets.

So that's really -- the -- the
ASPR vision is really about bringing all of
t hese assets, resources and rel ati onships
t ogether in a partnership.

And under st andi ng one of the
things we often say in our programis that,
you know, we're conpetitors on a day to day
basi s, but during energencies we're
col | eagues.

And so that's what's so very
i nportant to us i s about how do we fit in
together. And how do we institutionalize
and system ze those relationships so it's
not dependent on Keith and | having a
rel ati onshi p and understanding that, you
know, it's institution to institution
rel ati onshi p.

And those -- when Keith quit
or | quit, that those relationships stay --
stick around. So that's really the vision.

"' m happy to take any questi ons.
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COW TTEE MEMBER: Cal |l it

cooperatition [sp].

MR. ASHLEY: Cooperatition?

MR d EBFRIED. Just conmments.
There are sone contacts, regional contacts
for licenses. And there are sone that are
noving forward and -- and Virginia's, we're
comng up for vote on that.
But the other one, | had --
had a question about was the crimnals, the

I ndi viduals who are in jails or in prisons.

MR. ASHLEY: Sur e.

MR. G EBFRIED: In responsing --
responding to those fromother facilities
have handed special facilities that have
| ocked war ds.

They coul d manage sone of

these. But in a large event, |'mjust
wondering -- | haven't heard anybody talk
about how that popul ation will be managed.
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MR. ASHLEY: That's -- that's a
real ly good question that | don't have an
answer for with regards to the general
pri son popul ati on.

That's -- that's historically
been a chall enge of how do you deal with a
mass evacuation of a nunber of | ocked
I ndi vi dual s.

Wth regards to our health
care systens that have sone of those | ocked,
those are a little easier because there are
so few patients within our health care
system

But we see sone of the sane
chal l enges within our long termcare
facilities wwth their denentia units. And
sone of our psychiatric units within our
hospitals, they need that sane sort of |evel
of supervision, albeit not quite the sane.
But that is a challenge that "Il -- "1l

recogni ze but don't have an answer for.

COW TTEE MEMBER: | -- | actually

could take a small snippet at that --
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MR. d EBFRI ED: Sur e.

COW TTEE MEMBER: -- because in ny
previous life, | did nanage juvenile
detenti on popul ations for nmany, nany years.
And we had a very robust plan in place,
especially in southeastern Virginia.

But as part of the requirenent
under the Departnent of Juvenile Justice --
and we reqgqularly practiced full scale
evacuations of the detention center to an
alternate | ocation site, undiscl osed, of
course, as you can i nmagi ne.

But we not only had one, but
al so a secondary. So again, that was not
the adult population that | managed, it was
certainly the juvenile.

And very simlar to schools,
as well, that continued to be -- well, as
active shooters becane nore popul ar and
things like that, we sinply had to
continually practice. Especially with the
transition or turnover of staff in -- in a
detention or prison setting, the turnover of

staff is alarmng. And it is constant
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retraining, if you will, and in-service. So

| hope that helps a little bit.

MR. G EBFRIED: | had one further
guestion fromworking in the nedical
observatory, setting up shelters. The Red
Cross, initially, wouldn't allow service to
animals or pets to be in shelters and that
changed after Katri na.

What happens as we're in a
shelter situation, these people cone in wth
their affected animals, bringing themin
when they're transported into the hospital.

How do you manage t hat
popul ati on of these both pets and sheltered

ani mal s, and assi st ani mal s?

COW TTEE MEMBER: Sure. You know,
| think that's on a case by case basis.
Many tines, just fromny own experience, the
| ocal animal control take -- takes a role in
t hat coordination. They aren't seizing the
animal or anything |ike that, but they'll
take custody of the animal in the shelter

situation where -- and we're not talking
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service animals, if they have an ani nal
within a shelter. And then ultimtely,
that's a conversation with the hospitals.
And |I'mnot very well read on
that, but | would | ook to other people in
their roomof how you would deal with a
service animal that presents at your

hospital. But |I'mnot that famliar --

COW TTEE MEMBER: Yeah. That's --
that's --

COW TTEE MEMBER: It's not trauma-
related and it's -- it's hospital -rel at ed.

So each individual hospital deals with that.

MR. GRAY: The only thing | can add
to that, |I can't renmenber the actual name of
the group. But it's a statew de group and
it's a national group.

But we've engaged -- they have
one regionally as well. So we've engaged
them and tal ked to them about during a
di saster, they'll actually bring trailers

and so forth.
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COW TTEE MEMBER:  Yeabh.

MR. GRAY: And they can help with

pets.

COW TTEE MEMBER: And that's in
every jurisdiction. | nean, again, it's

jurisdictional based.

MR. DAY: Al right. So let's
finish this up. [It's alnpst 10:00 o' cl ock.
So we -- we've gone over the coalition
overviews. W've talked about burns. W've
tal ked about -- a little bit about
pedi atri cs.

And what | do want to tell you
| want to do is we want to offer up for
everybody to think about, we need one nore
crossover to sit on the Post-Acute Care
Commttee. So does anybody have a burning

wish to sit on that from our group?

M5. NOWALI N: | don't mnd and |'m

| ocal, so..
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began

MR, DAY: Al right, Erin.

M5. NOALIN. | think you w n.

MR. DAY: Thank you.

COM TTEE MEMBER: Erin's going to

be key, and nobody el se on here.

(At this tine, several commttee nenbers

speaking all at once.)

MR. DAY: So we have a | ot of
i nformation today. And what we -- the other
t hi ng we found out over the course of the
| ast two days is that a ot of this work is
going to be hard to get done in -- every
t hree nont hs.
So we -- in a couple of the

ot her neetings, we've tal ked about getting

t oget her every six weeks. [|s that sonething
t hat people think that they can -- because
we can't do this work outside of -- you

know, we can't talk to each ot her because of

State rules. W can't get all -- get
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together on a flat screen TV and work. So
we're kind of constrained by that. So is
everybody think they can -- they can get
t oget her two ways.

All as a whole every six
weeks. O we can break sonme of this up into
smal | er sub-groups that can neet

differently. 1'll take ideas.

COW TTEE MEMBER: | think it needs
to be a bigger group until you can divide

t hem up.

VR. DAY: Yes.

COW TTEE MEMBER: You have to know
what to divide up with.

COW TTEE MEMBER: Do you rotate a
-- the location can be in -- in a
coalition's post neetings or does it have to
be --

M5. PARKER: Fortunately, because

it's an O fice of EM5-run neeting, it's
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wher ever they decide the neetings are going
to be. | think they're all going to be

based - -

MR. DAY: Pretty nuch based in the

R chnond ar ea.

M5. PARKER: -- in Richnond. |[If we
do decide to neet outside of this neeting --
the already established ones -- | nean, we
could potentially | ook at other |ocations.

But that would have to be run
t hrough CEMS and it has to be publicly
announced. And then you have to open up to
t he public wherever that location is. And

SO --

DR. ABOUTANOS: And then you have

to nake --

MR DAY: Yes, sir.

MS. PARKER:  Yeah.

DR ABOUTANOCS: So we can work
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w t hout EMS and neet in different place. It
does not have to be where the Ofice of EMS
is. W did that throughout the traum
system |It's a -- they prefer to all neet

I n, you know, and they just say in the
Ofice a lot.

It's cheaper than that's going
to be like in this |ocation. But you could
host and in this way, you would be kind of
t here where you want to neet.

But what's happening in every
commttee nowis that every commttee's
comng to recognition that three nonths is
not adequate. And there's no way we could
nove forward.

Even the trauma system pl an

took us two and a half years to put together

because of these -- these restrictions. And
so nost commttees, | think al nost every
commttee now, wants to neet at six -- the

si x-week interval.

So what that does is that it
creates -- if that happen, the Ofice of EMS
can have this event cone -- |ike today,

central |ocation, everybody el se neet. So
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t he crossovers can also neet in the other --
with the other commttees who are al so
decided to neet half way. Because this is
one of the biggest aspect of -- of this
commttee is decide the phenonenal work has
happened today, is to |l ook at the trauma
per specti ve.

Trauma system pl an, | ook at
the pre-injury part. Wat are we doing wth
that from di saster aspect. Wen the, you
know, Pre-Hospital, Hospital and the Post-
Acute, we nmake sure every one of those are
cover ed.

But al so be the liaison for
t hose various comm ttees and nmake sure that
they're -- you know, they're covered. You
know, so for exanple, |like even in the Post-
Acute Commttee when | was there, they were
di scussing a lot -- you know, how can the
post-acute help in enmergency preparedness.

But there's an additional part
of recovery, how long does it take. So
there is -- | think having integration and
being able to be in a place where the ot her

conmttees are there, it would serve the
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function of -- of the plan.

MR. DAY: Ckay.

COW TTEE MEMBER: Do we have to

have our neeting every six weeks or does it

make sense to?

COW TTEE MEMBER:  Mm hmm

M5. PARKER: Yeah, we just tag onto

that, if everybody's in agreenent to neet.

MR, GRAY: To tie it down, you

know, another neeting that we have worKks

usual ly pronpt --

COMW TTEE MEMBER:  Yeah.

MS5. PARKER: Yeah.

MR GRAY: -- between six hours.

MS. PARKER. That's what we tried

to do.
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MR. DAY: And that post -- Post-
Acute Care, | nean, that's -- we tal ked a
| ot about the long termcare facilities and
all that.
So that would -- that -- you
would bring a lot to that. Al right. So
we bring that back to -- we're neeting

| ater, so we'll bring --

DR. ABOUTANCS: Yeah, you bring it
back to the TAG Commttee. Say this is
request of this conmttee, we need to neet

nor e often.

MR. DAY: So both of you, | have
tel e-nmedi cine questions for. But |I'm going

to keep to each individual stuff --

COW TTEE MEMBER:  Sure.

MR. DAY: -- for future -- to bring
back. Dr. Aboutanos, do you have -- | know
you canme in kind of late. |1'mgoing to have

this presentation sent to you personally so

you have all of that. Can you -- can you
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send that, please, Kelly? Do you have any

guestions or any conmments to the group?

DR. ABOUTANCS: No. That was ki nd
of just ny -- ny comment of -- of what |
just nentioned earlier that the function of
extra -- of this conmttee can not --
remenber, this coommittee is nmade for the

trauma system pl an.

MR. DAY: Right, right. W kind of

-- we steer that. But --

DR. ABOUTANCS: Yeah, because it's
very easy. And then if you go -- if any of
you are involved with -- in a hospital
di saster plans, you could see how a | ot of
the trauma part 1s sonething you have to
fight toward, fight the -- the infectious
di sease, working to -- set up the -- have
sonet hing the nost common -- there's a | ot
of presunption that -- that this is known.
So as we develop -- when we devel op a
strategy not initially of all the

comm ttees, disaster was kind of -- was an
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add-on. And it just shows you how bad t hat
-- that one is. |It's sort of like being a
function integral for the use existing
trauma system advanced -- you know, | think
t he best exanple Katrina, etcetera.

But the -- the big aspect, |
woul d just say fromthis conmttee is howto
truly make the units that are not part of
the system be part of the traunma system you
know.

And -- you know, what is
trauma? How does trauma effected in
di saster planning? And is that being
addressed adequately in trauma system pl an,
you know. And so this is -- so you're going
to get into doing a lot of us are already

doi ng.

COW TTEE MEMBER:  \Wat ?

DR. ABOUTANCS: Which is the
coalitions together tal king about overall
preparedness. And so we have -- we have to
be very cognizant of this fact. And there

are sone big things like burn. That does
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bel ong naturally in the -- in the -- doing
trauma system plan. That's the easy task.
And you know and -- but that -- that part
becones very inportant. So addressing wth
the [unintelligible] part, the adequate
hospi tal preparedness part.

One day we also find out, you
know, | nean, you can comment. A |ot of
people in the hospital commttees, the
di saster preparedness in their own hospital
are not aware of the -- that the system

So the question, for exanple,

t hat Sam was aski ng, those are basic
questions that everybody asks. And just
tell you the -- a lot of us who deal with
di saster know these things.

But that the ones who are
respondi ng, especially within the hospitals,
they have a different know edge of it than
t he Pre-Hospital person.

So understandi ng the gap of
what this comrmittee -- so there's a |ot of
work for this commttee. That's why |I'm
very happy that the -- you're thinking of ne

nore often. This being an initial
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presentation of what -- what exists. And it

shoul dn't just be sent to ne. See, that's

the whole point. It should be sent kind of
literally -- | would send it --

MR. DAY: [|I'mgoing to send it to
all the -- all the heads.

DR. ABOUTANGCS: Yeah, all the

chairs do not have that.

MR. DAY: But | -- want you to have

it, too. Because you -- you didn't --

DR. ABOUTANCS: Send it to all the
chairs. And let themsend to the --
communi cate with their commttees and ask
the question, is this -- does this -- how
does this work fromyour commttee, from

your aspect, you know. And so...

MR. DAY: Absolutely.

MR. SOTG Doctor, Walt Soto from
Children's Hospital. As a planner, | spent
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quite a bit of tinme in discussion with our

trauma doctors. And | think it's val uable

for us to know what's inportant for you to

know. Because there's a |ot of information
that we can -- that we can conmuni cate.

But -- | nean, it's -- is --
Is valuable. And we don't want to overl oad
our -- our trauma caretakers with too nuch
i nf or mati on.

So it's what are the
essentials that you need to know about this
| ar ger pl an, as opposed to, you know, the
Power Poi nt .

You know, death by Power Poi nt
and too nmuch information that isn't really
rel evant, you know, to your scope of

speci alty.

DR. ABOUTANCS: | nean, this --
this is a great question. And | would just
bring it back to this commttee and ask it
-- ask it that way. Wat is the community's
knowl edge of what -- our trauma responders.
And | won't Iimt it to the physician. You

know, does the physician -- but the
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provi ders and nurses, etcetera. And maybe
create -- this conmttee cones out with a

certai n understandi ng what the hospital

need.

What you ask is -- if | answer
you, |I'mgoing to give you one person's
opinion. W do it froma -- froma

comm ttee aspect.

MR SOTO. And see, that has val ue
to it.

DR. ABOQUTANCS: W have -- | nean,
| tell you very quickly what we have found
out that nost disaster commttees and

hospitals are | ogistics.

COMW TTEE MEMBER: Mm hmm

DR. ABOUTANCS: And nost providers
in hospitals are very nuch di sconnected
because they -- and the whole point is that
can you bring the content of -- of nedical
managenent to the -- and -- and expertise

devel opnent to the content of |ogistics.
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Can you learn from other aspect -- and don't
-- | nmean, they go together, you know. So
-- and nmake quick exanple. W take the, for
exanpl e, the burn patient. W know the burn
patient can travel within 24 hours.

But after that, huge anount of

resources conmes in to burn patient. A

lot -- a nob cones in with explosions and
nost of -- of -- orthopedic injury, for
exanpl e.

Huge, huge cost to the
hospitals. And they stay significantly for
nore than two -- two nonths sonetines. And
so this is different extrene.

That this -- these kind of
details conmes to trauma and not very well
known to conbine |ogistics wwth trauma. But
| think what you have said is very
| nportant.

We nust take that, let's ask
t he various hospitals who's involved in your
commttee? Wiere are you at, and so this
thing can function in this -- in this
manner. But today is just a -- this is

i naugural day. You know, prelimnary --
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getting to know the -- the lay of the | and,
what al ready exists. Don't reinvent
sonet hi ng al ready there.

But the only thing |I'm asking
IS we -- is we start getting nore focused on
what the function of this commttee within

the trauma system pl an.

COWMM TTEE MEMBER  Okay.

MR, DAY: Ckay. So we'll get --
we'll send out regarding the next neeting
for sure, whether it be the next EMSC
meeting. But I'm-- we're going to | ook at
t he next six-week. So do we have any

questions? W'Ill adjourn. Thank you.

(The Energency Preparedness and Response

Comm ttee neeting concl uded.)
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 1           (The Emergency Preparedness and Response 



 2  Committee meeting commenced at 8:00 a.m.  A quorum 



 3  was present and the Committee's agenda commenced as 



 4  follows:)



 5  



 6                 MR. DAY:  Hello, my name is Mark -- 



 7        Mark Day.  I'm the chair for the Emergency 



 8        Preparedness and Response Committee, and 



 9        Kelly is the vice-chair.  



10                     So you see on there that we're 



11        going to be selecting a vice-chair.  That 



12        has been selected. It was selected a long 



13        time ago.  So we are not -- we are not going 



14        to be doing that today.



15                     I am the trauma program 



16        manager for Virginia Beach General Hospital 



17        down in Tidewater, Virginia.  I'm at the 



18        beach.  And with this -- we are -- this is 



19        really the first time we've had this many 



20        people in the room. 



21                     It's very nice to have this 



22        many people here.  We've been here for two 



23        days now, and sitting through a couple of 



24        the other meetings.  This has been a long 



25        time coming for those of us who have been 
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 1        working at this for years now.  Two, almost 



 2        three years now.  Three years now to put 



 3        this program together.  So the Emergency 



 4        Preparedness and Response Committee for the 



 5        trauma side of this.



 6                     And -- and you'll see you've 



 7        got some things in front of you.  We're 



 8        going to be working on the trauma side.  All 



 9        right, not -- some of you coming from other 



10        areas like EMS and stuff, we're -- we're not 



11        working from the EMS side.



12                     We're working with EMS, but 



13        we're not working from the EMS side of that.  



14        We're working on the trauma plan.  We're 



15        trying to bring a cohesive group together.  



16        All right? 



17                     So we're not going to be 



18        approving any previous meeting minutes 



19        because really, this is our first true 



20        meeting.  And our agenda you have in front 



21        of you. 



22                     Unless anybody has any 



23        heartburn, Kelly kind of already fixed the 



24        agenda.  And our Chair report, we don't have 



25        a Chair report because this is really our 
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 1        first meeting.  So what we're going to do 



 2        today, as you can see, we're going to go 



 3        over -- we're going to have our coalition 



 4        overview.



 5                     We're going to talk about our 



 6        burn assets.  We're going to talk about 



 7        ASPER, which is near and dear to my heart.  



 8        Thank God for ASPER.  And we're going to 



 9        talk about the selection of our crossovers.  



10                     One of the thing that we have 



11        to do is -- and two of our crossovers are 



12        here today.  And I'll have them introduce 



13        themselves.  But we have -- we actually have 



14        multiple other sub-committees. 



15                     Acute Care and -- and Post-



16        Acute are here.  There's Pre-Hospital 



17        Committee.  And we have to cross over and 



18        sit on their committees as well.



19                     And we are -- I'm going to not 



20        burden you with two of those.  So I will 



21        cross over and sit with Acute Care and the 



22        Pre-Hospital.  And then we will be asking or 



23        being told who will be sitting on the Post-



24        Acute Care.  So with no further ado, if you 



25        would like to -- 
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 1                 MS. PARKER:  Do you want to do 



 2        introductions?



 3                 



 4                 MR. DAY:  Yes.  I'd like to do 



 5        introductions with everybody, so we can 



 6        start with the end of the row.  Yes, sir.



 7                 



 8                 MR. GRAY:  I'm Dan Gray.  I'm the 



 9        regional health care coordinator for the far 



10        southwest region.  



11                 



12                 MR. TRUOCCOLO:  I'm Rob Truoccolo.  



13        I'm from UVa Health System emergency 



14        management.



15                 



16                 MR. CLINEDINST:  Ron Clinedist, 



17        northwest region, Health Care Coalition.



18                 



19                 MS. NOWLIN:  Erin Nowlin, Central 



20        Virginia Health Care Coalition, training and 



21        preparedness coordinator.



22                 



23                 MR. HAWKINS:  Robert Hawkins, Near 



24        Southwest Preparedness Alliance.



25                 
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 1                 MR. DOWLER:  Good morning.  Keith 



 2        Dowler, system director of emergency 



 3        management for the Inova Health System, but 



 4        representing the northern Virginia Hospital 



 5        Alliance.



 6                 



 7                 MR. ASHLEY:  I'm Patrick Ashley.  



 8        I'm the state hospital coordinator with the 



 9        VDH office of Emergency Preparedness.



10                 



11                 MS. PARKER:  I'm Kelly Parker.  I'm 



12        the director of emergency preparedness at 



13        Virginia Hospital and Health Care 



14        Association.  It's a bit of a -- yes.



15                 



16                 MS. STREET:  Wanda Street, Office 



17        of EMS.



18                 



19                 MS. COWLING:  Good morning.  



20        Michelle Cowling.  I'm the new -- new 



21        program manager, program coordinator for 



22        eastern Virginia Health Care Coalition.  So 



23        I don't really quite know what my title is 



24        yet, obviously.  Because I'm transitioning 



25        from the V -- MVP role.
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 1                 MR. DAY:  We'll change it on here.



 2                 



 3                 MS. COWLING:  I know.  That's what 



 4        -- that -- I've seen it written three 



 5        different ways in the last week, truly.



 6                 



 7                 MS. BROWN:  I'm Kelly Brown.  I'm 



 8        the trauma program manager at Central 



 9        Lynchburg General Hospital.  And I am from 



10        the Acute Care Committee, representing them.



11                 



12                 MR. GIEBFRIED:  I'm a liaison 



13        member from the Post-Acute section.  I work 



14        presently at Sentara Home Health Care.  And 



15        also as requested by the State who applied 



16        for the position through our association, 



17        I'm a physical therapist. 



18                     And just a comment to you from 



19        our association.  I asked is this something 



20        that's common throughout the United States.  



21        And as far as they knew, Virginia was the 



22        only in the trauma programs that she 



23        investigated to include the therapists.  So 



24        our appreciation for listening to our voice.  



25        I'm here to learn as well as work.
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 1                 MS. PARKER:  In the back.



 2                 



 3                 MR. DAY:  You guys in the back.



 4                 



 5                 MR. SZYMCYK:  Richard Szymcyk.  I'm 



 6        with Life Care Medical Transports.  



 7                 



 8                 MR. SCHWALENBERG:  Gordon Tom 



 9        Schwalenberg with Tidewater EMS Council.  



10        I'm the chair for the Emergency Management 



11        Committee for the Governor's Advisory Board.  



12                 



13                 MR. LONG:  I'm David Long with 



14        Tidewater EMS Council.  I serve as the 



15        executive director there.



16                 



17                 DR. BASIOUNY:  Kal Basiouny,  



18        trauma medical director at Chippenham 



19        Hospital.



20                 



21                 MS. CHALLIS:  Kate Challis, trauma 



22        program manager at Johnston-Willis.



23                 



24                 MS. TREVILIAN:  Tanya Trevilian, 



25        pediatric trauma program manager at Carilion 
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 1        Children's of Roanoke.



 2                 



 3                 MS. RUMSEY:  Kelley Rumsey, 



 4        pediatric trauma program manager at 



 5        Children's Hospital of Richmond, VCU.



 6                 



 7                 MR. SOTO:  And Walt Soto, peds 



 8        manager at -- emergency management for 



 9        Children's Hospital in Norfolk.



10                 



11                 MR. DAY:  Okay.  Before we go over 



12        the coalition --



13                 



14                 MS. STREET:  We have [inaudible].



15                 



16                 MR. DAY:  Do you agree?  Before we 



17        go over the coalition presentations, I want 



18        to take out this form that you guys all have 



19        in your sheets. 



20                     It's the Emergency 



21        Preparedness and Response Committee goals 



22        and objectives.  Every committee meeting 



23        that we've been to, we're talking about just 



24        going over the goals.  So those of you on 



25        the committee who do not have the -- the 
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 1        whole plan, let me know and we'll give it to 



 2        you.  And that is what we'll be working off 



 3        of -- but right, you don't have it.  So 



 4        we'll -- we'll get that to you. 



 5                     So right now, I'm just going 



 6        to go over the -- we're going just go over 



 7        the goals and objectives.  Goal one, make 



 8        sure that the trauma system is engaged in 



 9        the State disaster plan process.



10                     Wow.  Believe me, when we 



11        first started this, we were like, well, of 



12        course.  And then we got into the, maybe 



13        not.  So what we're looking at is -- what we 



14        -- we have been charged to -- these are our 



15        goals.



16                     We have to -- we have to get 



17        to here.  Creative words, is an existing -- 



18        awareness of existing coalition preparedness 



19        and response capabilities.  What are talking 



20        about today?



21                     We're going to listen to the 



22        coalitions.  Ensure appropriate stakeholders 



23        within the coalition are adequately 



24        represented.  And I think that southwest has 



25        been a key theme in the last two days.  
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 1        Ensure comprehensive trauma system is 



 2        inclusive in the State disaster preparedness 



 3        and management plan.  Again, remember we 



 4        wanted to bring people together and work 



 5        together. 



 6                     Goal two is collaborative with 



 7        the OEP, Office of Emergency Preparedness.  



 8        And ensure that the provision of Disaster 



 9        Preparedness education is -- to -- 



10        preparedness education to trauma centers, 



11        regional councils and local emergency 



12        medical service providers.



13                     And I can speak to the 



14        Tidewater region.  We're -- Tidewater region 



15        does a very good job.  Tom, I think you can 



16        speak to that. 



17                     And -- and -- we can -- we do 



18        a lot down there.  But I can't speak to any 



19        other region.  So thus, the room that we 



20        have in here. 



21                     So we're going to contribute 



22        to the State Emergency Preparedness plan, 



23        collaborate with the OEP to evaluate and 



24        modify a disaster preparedness guide for EMS 



25        and trauma systems together, not silo'd.  
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 1        And then goal three is collaborate with the 



 2        OEP to assess and maximize the use of ASPR 



 3        to insure -- to enhance the medical service 



 4        capabilities of the State's trauma centers.  



 5                     And I can tell you that what 



 6        -- again, what we do, I can tell you.  But I 



 7        can't tell you what other people are doing.  



 8        So contribute to the assessment of each 



 9        region's annual via collaboration with VDH 



10        and VHHA.



11                     So that's what we have been -- 



12        that's our goals.  And then bringing you all 



13        together to help in that reaching of goals.  



14        We used the HRSA document to get -- to get 



15        through this.



16                     And like I said, if anybody 



17        does not have the State plan, let me know.  



18        We'll get that to you so you can digest what 



19        the Emergency Preparedness -- oh, look -- 



20        document looks like.  



21                     And then go from there.  Does 



22        anybody have any questions on this document?  



23        Wow, no questions.  



24                 



25                 MS. PARKER:  No questions at all.
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 1                 MR. DAY:  No questions at all.  I 



 2        see my peds people over there, Dr. Bartle's 



 3        not here.  He has pediatric questions. 



 4                     So that's one of the things 



 5        that I know he wants to look at early on in 



 6        the process is the pediatric -- and that's 



 7        new to us in the Tidewater region because we 



 8        just got a pediatric trauma center. 



 9                     In the -- in the past, we've 



10        been working without that for years and 



11        years and years.  And now we're -- we're now 



12        bringing this whole concept of a pediatric 



13        trauma center into our trauma care and 



14        disaster care.



15                     So that's one of the things I 



16        know he wants to work with in this -- in 



17        this -- with this sub-committee.  He did 



18        bring that up to me.  So, no questions.  



19        Then I'll let you -- 



20                 



21                 MS. PARKER:  Awesome.  



22                 



23                 MR. DAY:  -- take that, Kelly.



24                 



25                 MS. PARKER:  Good morning.  So one 
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 1        of the things you saw on the objectives is 



 2        really getting the awareness of what our 



 3        health care coalitions do around emergency 



 4        preparedness across the Commonwealth. 



 5                     We have six health care 



 6        coalitions that cover the entire geographic 



 7        landscape of the State.  And what they 



 8        really are -- are designed to do is kind of 



 9        prepare and respond to disasters for the 



10        health care industry. 



11                     So you know, we're hoping that 



12        we can kind of better align the -- the 



13        trauma aspect of the trauma system with what 



14        our health care coalitions currently do.  



15        Good morning.



16                 



17                 MS. STREET:  Good morning.



18                 



19                 MR. DAY:  We were just using your 



20        name.  



21                 



22                 DR. BARTLE:  In vain?



23                 



24                 MR. DAY:  No.



25                 
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 1                 DR. BARTLE:  Sorry I'm late.



 2                 



 3                 MR. DAY:  That's okay.  Just here 



 4        in time for the presentation.   



 5                 



 6                 DR. BARTLE:  Great.



 7                 



 8                 MS. PARKER:  So the Virginia Health 



 9        Care Emergency Management Program was 



10        started between a partnership -- so exists 



11        between a partnership with the Virginia 



12        Department of Health and the Virginia 



13        Hospital and Healthcare Association.  



14                     Started in 2002 as a way to, 



15        you know, bridge the gap between silo'd 



16        health care facilities, to be able to 



17        prepare and respond to disasters.  So it 



18        started after 9/11. 



19                     ASPR, the Assistant Secretary 



20        for Preparedness and Response -- it was HRSA 



21        at the time -- created some federal funding 



22        to help fund this initiative.  And we're 



23        still funded here 17-18 years later.  This 



24        is a break up map of our regions.  You can 



25        see we have six coalitions, which they are 
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 1        all going to kind of give you an overview on 



 2        their operations.  I'm here in just a couple 



 3        minutes.  We really look at this as a 



 4        partnership between all of our coalitions.  



 5                     We primarily started working 



 6        with hospitals.  That was kind of the 



 7        directive at the beginning of our -- our 



 8        program. 



 9                     And as we've coordinate and 



10        communicate with all of our hospitals now 



11        daily, regularly and have really good 100% 



12        participation, we expand into other health 



13        care entities. 



14                     So we've expanded to long term 



15        care, dialysis, specifically those type of 



16        facilities that could place a significant 



17        amount of surge on a hospital during any 



18        type of an event.



19                     We've also expanded membership 



20        to include some of our local -- locality 



21        partners.  So EMS, emergency management and 



22        public health as they -- they play a 



23        different but key roles depending on what 



24        the disaster is to their [unintelligible] 



25        level.  So they said a health care coalition 
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 1        is kind of the make up to bring everybody 



 2        together in real time, to break down those 



 3        silos, to break down corporate boundaries.



 4                     And to kind of be the non -- 



 5        you know, the non-competing interest in each 



 6        region.  These are the typical make ups of 



 7        the health care coalitions as I just stated.  



 8                     And we have five of them that 



 9        are prescribed and they have to be core 



10        members of each of our coalitions.  And we 



11        require membership from long term care 



12        hospitals, EMS, public health and emergency 



13        management.



14                     So what the folks in our 



15        coalitions will talk to you about today and 



16        what you'll hear from them is that they 



17        really work to identify those partners, to 



18        bring those partners together and understand 



19        how they can have a working relationship to 



20        respond to the health care system. 



21                     In addition to that, we work 



22        -- like I said -- with Dallas -- dialysis, 



23        not Dallas, Texas.  We also have done some 



24        work with home health and hospice and some 



25        of the other entities that were affected by 
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 1        the CMS emergency preparedness rule that 



 2        went into effect a couple of years ago.  So 



 3        each of our health care coalitions is going 



 4        to go -- go over an overview of kind of 



 5        their operations. 



 6                     We're really going to talk 



 7        about their risk assessment planning and 



 8        what the threats are in their geographic 



 9        areas with their surge planning, it looks 



10        like in their region.



11                     If they have their own surge 



12        plan that's with the hospitals.  If they're 



13        included into the EMS Councils, MCI guides, 



14        etcetera. 



15                     They're going to talk about 



16        the RHCC, which is the Regional Health Care 



17        Coordination Center.  That is -- each 



18        coalition has one.  



19                     It's a 24/7 activation hub 



20        that is activated for health care or any 



21        type of disaster to be able to coordinate 



22        and communicate during response.  We also 



23        have a lot of stuff.  So each of them are 



24        going to highlight what caches they have and 



25        resources they have available in their 
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 1        region, what type of MOU's they have.  And 



 2        if the coalition support for any tele-



 3        medicine capabilities in their region.



 4                     And we're going to go in 



 5        alphabetical order, so I will turn -- can 



 6        you pass that down -- turn it over to Erin 



 7        Nowlin.



 8                 



 9                 MS. NOWLIN:  I'm Erin with Central 



10        Virginia Health Care Coalition.  I'll give 



11        you a brief overview of those mentionables 



12        for our region itself.  Our HVA, our risk 



13        assessment is a modified Kaiser Permanente 



14        hazard vulnerability assessment. 



15                     And it's modified so that it 



16        doesn't just look at one facility, but 



17        really the region as a whole.  These are our 



18        top five regional risks for this year.



19                     And of course, they're 



20        reviewed annually and can be changed at any 



21        time based on new and emerging threats or 



22        events.  So electrical failure, pretty 



23        prominent in our -- our region.  



24        Specifically, we had a bout of long term 



25        care facilities that were going through some 
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 1        electrical failure issues.  And we've worked 



 2        to increase our cache of generators and 



 3        quick connects to those facilities and our 



 4        acute care hospitals so that we can help 



 5        mitigate and then respond quickly to those 



 6        needs.



 7                     Severe thunderstorms, MCI's, 



 8        communication interruptions and then winter 



 9        storms also hit pretty high on our risk 



10        assessment. Search planning and our response 



11        planning, we've been lucky over the last two 



12        years to really bolster this.



13                     We had Russell Phillips 



14        Association come and do a full assessment of 



15        all of our long term care facilities in our 



16        coalition in 2017, identifying spaces that 



17        were available for search. 



18                     Transportation needs showed 



19        that facility to evacuate and items that 



20        were needed to harbor or bring in patients 



21        that were surging into facilities.



22                     We conducted that across our 



23        acute care facilities in 2018.  So all 17 -- 



24        16 of our hospitals also had that done last 



25        year.  So that allows us to have some 
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 1        pre-planned space over awareness in our 



 2        facilities and what our needs might be from 



 3        transportation to equipment.  Our RHCC is 



 4        staffed 24/7. 



 5                     We have a 1-800 activation 



 6        number that is answered by 911 



 7        communications center and is then sent over 



 8        to a duty officer who's on call 24/7.  We 



 9        rotate about six to seven staff members 



10        through that per month. 



11                     And at any time, we can 



12        virtually activate our RHCC or respond to 



13        our downtown physical asset of the RHCC, 



14        which is a large style command room with the 



15        technology and equipment so that we can 



16        coordinate and communicate with any of our 



17        facilities and members.



18                     That does allow us to get 



19        coordination started with all of our 



20        facilities and a -- a nice situational 



21        awareness. 



22                     Our goal is always to conduct 



23        and be able to provide a common operating 



24        picture so that if an event is happening at 



25        one facility, another facility is able to 
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 1        understand the -- the situation as it is and 



 2        prepare for what any outcomes might be.  We 



 3        do also have a -- well, a[n] originally 



 4        large supply of regional cache items.  It 



 5        may be a common theme you'll hear today.  



 6                     But moving away from things 



 7        that are expire-able to education and -- and 



 8        long term plans, we do still have physical 



 9        assets.  And so, we had one stabilization 



10        and treatment in place system. 



11                     And for anyone who's not 



12        familiar with that, it's a military-type 



13        tent system that can be set up and conduct 



14        into a -- an emergency room, an operating 



15        room -- whatever the needs may be. 



16                     We have utilized that in the 



17        region several times for things like the 



18        vice-presidential debates that were held.  



19        And it's the deployed and set up annually.  



20                     We have three 600 kilowatt 



21        trailer-mounted generators, and the fuel to 



22        go along with those.  And transportation 



23        MOU's should one of our facilities need it.  



24        Now if we're looking at a Level I trauma or 



25        a Level II trauma, most likely the 600 
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 1        kilowatts are not going to power that whole 



 2        hospital.  But it, at least, gets some very 



 3        critical areas opened up and -- and powered.  



 4                     Adult and pediatric critical 



 5        care ventilators, something we've added over 



 6        the last year.  We have 40 currently for 



 7        deployed.  That's 10 at four different 



 8        hospitals in our region. 



 9                     And those do come in handy 



10        during the Chippenham power outage when 



11        their ICU was affected.  Search cots, so 



12        that we may have patients in cots in that 



13        stabilization and treatment place.



14                     And additionally, deploy those 



15        to shelters or wherever they may be needed.  



16        Portable suction, large cache of PPE for 



17        chemical radiation and biological.  We do 



18        have a unit called the MERC unit, the mobile 



19        morgue system. 



20                     And that can hold and 



21        refrigerate 28 deceased patients in there as 



22        well.  We do have a large cache of box 



23        stands.  And those came out of a need from 



24        long term care facilities who oftentimes 



25        lose either power or HVAC and require some 
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 1        necessary air flow.  Privacy screens and tap 



 2        bells items identified that would be needed 



 3        should be set up [unintelligible].  



 4                     Here's a picture of some of 



 5        those assets in the top left, that white 



 6        tent that's the -- the SICPS tent going down 



 7        the trailer that its housed in and can be 



 8        deployed in. 



 9                     And some pictures of the 



10        inside of that there.  The MERC unit to your 



11        right and the screen's left is that DRASH 



12        tent at the top, that brown tent.  It is 



13        also housed and transported in a trailer.  



14                     And then you see one of our 



15        staff members who is very much still alive.  



16        Just showing you how those -- how those 



17        [inaudible] goes. 



18                     We do have regional 



19        memorandums of understanding and this is an 



20        agreement that we started with our acute 



21        care facilities stating the relationship we 



22        would have with them, and really outlining 



23        what we are here to provide and what we 



24        expect from our members.  We've extended 



25        that to our long term care facilities, our 
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 1        dialysis members in the region.  And those 



 2        areas continue to grow.  With the CMS 



 3        guidelines that changed last year, we've had 



 4        a huge increase in participation and have 



 5        really grown those relationships through 



 6        home health, hospice and dialysis.



 7                     Our tele-medicine capabilities 



 8        currently are really facility and health 



 9        system based.  We don't house or fund any 



10        additional -- other then utilizing the VHASS 



11        platform for communications.  That's not 



12        mine, so I don't want to go into it.



13                 



14                 MS. PARKER:  Okay.  Oh, wait.



15                 



16                 MS. NOWLIN:  No, it's me.



17                 



18                 MS. PARKER:  Oh, okay.  Now I can 



19        draw pictures, Robert.



20                 



21                 MS. NOWLIN:  I wouldn't be a 



22        meeting if we didn't have technology issues.



23                 



24                 MS. PARKER:  Thank you.



25                 
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 1                 MS. COWLING:  Again, I'm Michelle 



 2        Cowling with the Eastern Virginia Health 



 3        Care Coalition.  The newbie, so hold your 



 4        tomatoes to the end.  And Kelly, please 



 5        correct me if I'm incorrect, okay? 



 6                     Just like Erin, we have very 



 7        -- very much similar things.  Obviously our 



 8        HVA that is coordinated each year with our 



 9        community-based partners, those core members 



10        and partners, come together. 



11                     That includes our hospitals 



12        all the way down.  We've had home health at 



13        the table, hospice, certainly nursing 



14        facilities, our acute care facilities.  



15                     Really working together as a 



16        community to determine what our regional 



17        risks might be.  Obviously, if I'm in 



18        eastern Virginia, hurricane and nor'easters 



19        are a number one. 



20                     We're very -- very low with 



21        sea level, and so we flood quite often.  And 



22        then we have IT system outage, power outage, 



23        snow, blizzard and ice.  And it -- I know 



24        it's amazing to see that in our top five, 



25        but as you all can imagine, we are in 
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 1        southern Virginia.  We don't have a lot of 



 2        good drivers when there's snow and ice.  And 



 3        we -- 



 4                 



 5                 MR. DAY:  Cheers to that.



 6                 



 7                 MS. COWLING:  We have impacts, you 



 8        know, with staffing trying to get in to 



 9        work, which has made us really become more 



10        innovative and work with four-wheel dirt 



11        drive clubs and what not to assist our 



12        health care providers. 



13                     And then certainly mass-



14        casualty incidents being the fifth, that's 



15        more on the hospital side because that -- 



16        they -- they really want to see that as the 



17        top five so that they can continue to 



18        exercise and have robust -- robust policy 



19        for that.



20                     With regard to our surge plan, 



21        again, similar to that of central.  But what 



22        we do have, even though we have our -- our 



23        surge plan as part of our regional health 



24        care coordination center guide, operational 



25        guide.  We also have what's called the 
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 1        pre-hospital Hampton Roads MCI response 



 2        guide.  And that was developed in 



 3        partnership with Peninsula EMS and certainly 



 4        Tidewater EMS as well as fire, us and EVHC 



 5        and RHCC, air medical, hospital and our 



 6        military community partners.



 7                     Again, as you can imagine 



 8        sitting in Tidewater, we have a huge 



 9        military population or presence.  So we 



10        always try to have them at the table.  And 



11        they continue to remain very active with us.  



12                     Then we have, with regard to 



13        our RHCC mobilization, a Tier I, II and III 



14        level activation.  So obviously, Tier I is 



15        virtual and monitoring. 



16                     So really, we can monitor the 



17        Virginia Health Care alerting and status 



18        system from wherever we sit, whether it's on 



19        our phone or on our lap top surfaces, 



20        whatever device.



21                     And then Tier II is where we 



22        are physically primary sitting in an RHCC, 



23        one of our two.  And it is going to be 



24        staffed -- this is normally for a full 



25        regional event effecting multiple health 
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 1        care facilities.  So like with Hurricane 



 2        Florence where we did have the mandatory 



 3        evacuation of Zone A, certainly we were 



 4        round the clock -- very, very active as you 



 5        can -- can imagine in Tidewater.



 6                     And then certainly, Tier III, 



 7        this is a regional event effecting multiple 



 8        health care facilities where we would stand 



 9        up for multiple days or even weeks. 



10                     Again, Hurricane Florence, 



11        another example where we weren't in there 



12        for just 24 hours.  We literally were around 



13        the clock sitting in -- in the RHC -- RHCC.  



14                     But I would be remiss without 



15        saying this, is that again, this type of 



16        activation requires a lot of man-hours.  And 



17        we are still a very small staff. 



18                     So I do -- I don't want to 



19        over-sell our capabilities, if you will, 



20        because we get very tired very quickly, 



21        especially through the -- the Hurricane 



22        Florence event.  Regional cache of items, we 



23        certainly have -- obviously -- a huge cache.  



24        Again, I don't want you all to think that we 



25        have all this stuff stored in a warehouse by 
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 1        any means.  It is strategically placed 



 2        throughout both central -- or south side in 



 3        Tidewater.  You know, we have bodies of 



 4        water that divide us. 



 5                     So we have the peninsula side 



 6        and then we have the south side.  So we want 



 7        to make sure that we have similar or like 



 8        items or things or assets placed on both 



 9        sides of the river, in the case that are 



10        bridges or our tunnel systems are knocked 



11        out. 



12                     So I don't want to go over in 



13        detail because Erin's covered many of those 



14        things.  But you can see where we have -- we 



15        have mobile regional health care 



16        coordination centers, as well.



17                     We have a full comps trailer 



18        and then burn kits, peds kits, the 



19        ventilators as well.  48 portable heater/air 



20        conditioner units. 



21                     And I know I don't have fans 



22        up there, but much like what Erin was 



23        talking about.  Those things -- the heaters, 



24        air conditioning units and fans are 



25        certainly bourne from a number of our, I'll 
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 1        say new partners, long term care facilities 



 2        having needs and wants.  We've had several 



 3        loss of heating and air conditioning 



 4        systems, back-up generators going down.  



 5                     Some patient movement, and 



 6        then we've had a couple of fires where smoke 



 7        has been in the building.  And obviously, we 



 8        love our firefighters. 



 9                     But they can't just leave us 



10        all these fans to ventilate these 



11        facilities.  So we need to quickly deploy.  



12        Portable patient D-CON systems at the 19 



13        acute care facilities, those are certainly 



14        aging. 



15                     And we're looking at some 



16        alternatives now.  Our -- our SICPS system, 



17        we -- just like Erin, we have one.  It sits 



18        with Sentara Virginia Beach Hospital.  



19        That's been a recent acquisition, thank you, 



20        Central. 



21                     And we are making that most 



22        robust at this time with the last two 



23        purchases of hopefully ultrasound and an 



24        x-ray -- a portable x-ray machine.  And then 



25        11 -- we say 11 mass casualty incident 
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 1        buses.  Again, EVHC has two of those.  The 



 2        remaining of those are with our public 



 3        safety folks. 



 4                     So though we all play in the 



 5        same sandbox, I just want to be clear, that 



 6        -- that two of those we have based at two 



 7        hospitals, our Riverside partner as well as 



 8        our Sentara partner. 



 9                     Again, on each side of the 



10        river.  Surge tents, portable emergency 



11        lighting, medsleds are among some of those.  



12        But again, just reiterating that we do not 



13        have a warehouse.  



14                     Regional MOU's, we obviously 



15        take great pride in our partnership with 



16        many of our health care facilities.  Those 



17        that have newly come on. 



18                     228 signed MOU's to date and 



19        that includes every one from our six -- 68 



20        nursing homes, 19 hospitals, transitional 



21        care hospitals, intermediate care 



22        facilities, dialysis, home health, hospice 



23        -- I think I've said hospice.  Sorry about 



24        that.  And then, as you all well know, our 



25        health care partnerships continue to grow, 
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 1        especially in the behavioral health area.  



 2        As I was told just yesterday at our 



 3        coalition meeting, we had several of our 



 4        community service board partners there who 



 5        really want to begin working very closely 



 6        with us. 



 7                     So tele-medicine capabilities, 



 8        and Mark, you might even be able to expand 



 9        on this.  Sentara does utilize this for 



10        disasters.  They have developed a trauma 



11        disaster triage plan. 



12                     They exercised that plan.  



13        Riverside Health Systems has some limited 



14        capability with regard to tele-medicine.  So 



15        that's a stay tuned item for them.  So I -- 



16        I do see that it's coming.  Mark, did you 



17        have anything you wanted to add?



18                 



19                 MR. DAY:  We -- we just -- it's 



20        new.  We're -- we're going to be testing 



21        that this spring in a few minutes.  Stay 



22        tuned.  That's -- I mean, there's no reason 



23        why we can't do it.  We've been doing it in 



24        the military for years and years and years.



25                 
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 1                 MS. COWLING:  Okay.



 2                 



 3                 MR. DAY:  So there's no reason why 



 4        we can't -- we can't be doing it.  I mean, 



 5        literally years we've been doing this in the 



 6        military.  So -- for long distances.  So 



 7        there's no reason why we can't do this.



 8                 



 9                 MS. COWLING:  Okay.  And that's it 



10        for Eastern.



11                 



12                 MS. PARKER:  All right.  Dan.



13                 



14                 COMMITTEE MEMBER:  Dan.  



15                 



16                 MR. GRAY:  Yeah.  And I'm Dan Gray, 



17        the regional health care coordinator for the 



18        Far Southwest.  And Robert's in Southwest 



19        Virginia.  We're even further west than 



20        that.  



21                     I go all the way to Tennessee 



22        and all the way to Kentucky and North 



23        Carolina.  So my region's pretty unique with 



24        borders.  So -- and again, you're going to 



25        hear a lot of the same stuff from my region, 
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 1        as you will from all six of us.  But we use 



 2        the same HVA.  And these are our top five.  



 3        And in our region, weather is typically the 



 4        big one. 



 5                     And -- and the new one for us 



 6        is kind of information systems failures at 



 7        the hospitals.  One of our -- one of our big 



 8        health systems in that region covers a lot 



 9        of our facilities in far southwest.



10                     And it also covers northeast 



11        Tennessee, which we work really, really 



12        close with.  We have to because all of the 



13        facilities in my region -- there are 12 -- 



14        they're very rural, very small facilities.  



15                     So they all get -- all of the 



16        trauma is transported over to Tennessee.  So 



17        they have a big -- they've had some issues 



18        with their information systems failures.  So 



19        how we attack our risk assessment, we -- we 



20        talk about it in our coalition meetings.  



21                     But we let the hospitals do 



22        their risk assessment.  And then, they 



23        submit them to us at RHCC.  Then we sit down 



24        as a staff, the entire HCC, and we analyze 



25        all their risks and look at them and see -- 
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 1        it's interesting to look at those over the 



 2        years and how they'll fluctuate and how 



 3        they'll change with what events is happening 



 4        throughout the country.  



 5                     It's very interesting to watch 



 6        that.  So we'll -- we'll look at all of 



 7        those and then we'll -- we'll combine them.  



 8        And then we make a regional HVA.  And 



 9        typically, it turns out that -- this is how 



10        ours come out on our regional one. 



11                     So you go down and you look 



12        into individual hospital ones, they're going 



13        to be pretty consistent, but they might be 



14        flip-flopped a little bit, you know.  



15                     Snowfall, for example -- you 



16        know, it's very mountainous down there.  We 



17        -- we split our region into -- into two.  



18        This side of the mountain and this side of 



19        the mountain. 



20                     Over here, they get a lot of 



21        snow.  So theirs is going to be pretty high.  



22        So that's how we kind of handle our HVA.  We 



23        -- we just do the total assessment and then 



24        we do it at the RHCC.  Surgeon response, I 



25        think Erin kind of hit the nail on the head 
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 1        with that one pretty well.  And again, I 



 2        think we all do it about the same.  We might 



 3        use a little different terminology how we do 



 4        that.



 5                     So I'm typically not a big fan 



 6        of hearing things because in emergencies, 



 7        disasters change so much.  So when you check 



 8        a box, soon as you did it, you got to 



 9        uncheck it and go check a different box.



10                     So -- but when it comes to 



11        surge, I like that approach because, you 



12        know, we have our set-up.  Our Level I surge 



13        is just -- we went to get that activated in 



14        zero to four hours.



15                     And that's -- just to try to 



16        get these hospitals to be able to provide 



17        rapid in -- inpatient intake.  And you know, 



18        that could be just, you know, quick 



19        discharges.



20                     You know, anybody who you can 



21        discharge pretty quick, get them out the 



22        door.  Again, with the Level II surge, 



23        that's when things get start -- interesting.  



24        We want to try to be able to do that in a 



25        four to 24-hour.  And then that's when we 
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 1        start looking at different locations within 



 2        the hospitals of where we can actually put 



 3        people and what resources were needed. 



 4                     I think Erin and my region's 



 5        basically are the only two that's had -- 



 6        with -- the entire state had the Russell 



 7        Phillip assessment as she mentioned in long 



 8        term care world.



 9                     Central and my region, I 



10        think, had been the only other two that we 



11        -- we took that out into the hospital world.  



12        So that was very, very interesting. 



13                     We've got this much 



14        information from that assessment, which 



15        we've got a lot of work to do on.  We just 



16        completed that.  It's not a year and a half 



17        ago.  



18                     So what they did, they went in 



19        to these -- all of our hospitals and looked 



20        at each room and they -- and seen where -- 



21        where we could surge.  Where they could 



22        surge other rooms, how they could make those 



23        rooms from semi-private to private -- or -- 



24        or -- that was backwards, sorry.  Private to 



25        semi-private.  Other locations within the 
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 1        hospital, where we could put people.  So -- 



 2        and again, what equipment, you know.  And 



 3        then the big thing with that is staff.  You 



 4        got to be able to maneuver staff around. 



 5                     No matter what the resources 



 6        and space you have, you got to have the 



 7        staff to pull it off with.  So -- and they 



 8        addressed that as well.  So that's kind of 



 9        how we've done our surge plan. 



10                     Our RHCC mobilization, we 



11        actually -- we've had this for a while.  But 



12        I don't have it up there -- no.  I've got a 



13        pretty detailed -- kind of a 14-point 



14        checklist for the RHCC mobilization.



15                     And we look at more of -- we 



16        look at the event, see what the event is 



17        telling us we need to do.  But this sheet 



18        here is just a very quick guideline to make 



19        sure you're mobilizing everything you need.  



20                     Tell me who this, virtually -- 



21        like Michelle talked about and -- and Erin 



22        talked about.  We can do a lot of this from 



23        mobile.  And then, do we need to come in, 



24        what resources do we need when we have the 



25        folks in.  So this is just a check box, 
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 1        because you go through this real quickly.  



 2        And if it's an event, or even when we do an 



 3        exercise, you get kind of heightened when 



 4        you do an exercise.



 5                     So this sheet is designed, you 



 6        -- you get the thing rolling and you come 



 7        back and you go, okay.  And we actually have 



 8        yes or no, did I complete that task.  So we 



 9        check that box.  



10                     And this really stemmed from 



11        -- because Michelle hit the nail on the head 



12        when we're talking about RHCC mobilization.  



13        I can only imagine how tired you guys got 



14        during Florence. 



15                     Because we're over on the 



16        other end of the state.  Just having to 



17        watch what she's doing and be in support if 



18        we needed to be -- support for her -- it was 



19        exhausting on our end. 



20                     So I come up with this concept 



21        years ago.  And it's starting to come into 



22        play now.  We realize, you know, this event 



23        goes 48 hours, three days, four days, five 



24        days.  There's just no way -- I mean, how 



25        many people you have on staff?  
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 1                 MS. PARKER:  I have three.



 2                 



 3                 COMMITTEE MEMBER:  



 4        [unintelligible].



 5                 



 6                 MS. PARKER:  I have three staff 



 7        currently.  But then I have two heart team 



 8        folks.  But I only have two and a half staff 



 9        qualified to manage the RHCC.  So I manage 



10        the nursing home piece, so --



11                 



12                 MR. GRAY:  Well Michelle, maybe you 



13        can -- the staff the people you can pick 



14        from time to time.  So you have an event for 



15        48 hours.  You can't do that.  So we've 



16        hacked into our medical reserve corps folks.  



17                     And we strategically hand 



18        picked some of those folks and we call them 



19        our RHCC strike team.  So we can send this 



20        form to them at home and alert them through 



21        our system.



22                     And they can fill this out and 



23        let us know.  Hey, I can come into the 



24        office or I can't.  I can stay at home.  I 



25        can monitor things.  And then also, this is 
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 1        why we really come up with this sheet 



 2        because those volunteers need as much help 



 3        along the way, you know, along with us.



 4                 



 5                 COMMITTEE MEMBER:  I worked that.



 6                 



 7                 MR. GRAY:  So I'm real proud of how 



 8        this element has taken off.  Those -- those 



 9        medical reserve corps folks have been 



10        excellent. 



11                     And -- excuse me -- we've been 



12        having a quarterly meeting with them 



13        probably over the past year and a half, 



14        getting them trained to be able to come in 



15        and help us at the RHCC.  



16                     Regional cache items, again, 



17        it's just ditto to everybody else pretty 



18        much.  We have a mobile morgue unit as well.  



19        It's located at one of our hospitals. 



20                     And it's also in a trailer, so 



21        I mean, we can hook to it and take off, you 



22        know, with whoever requests or needs it.  We 



23        have four disaster trailers.  They have 



24        minimum supplies -- same day supplies, per 



25        se.  But that's to help us if we have to 
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 1        implement some of the surge and move out 



 2        into shelters and so forth.  That's kind of 



 3        what the disaster trailers are really meant 



 4        for is to help supplement those folks at 



 5        shelter locations or alternate care sites so 



 6        they're not flooding the hospitals.



 7                     Our infectious disease 



 8        isolations stretchers, we've gotten those 



 9        with the Ebola funds.  And we have a MOU 



10        with one of our big hospital -- hospital -- 



11        EMS providers in the region.  



12                     They have stations kind of 



13        throughout southwest Virginia, so they are 



14        keeping -- we've got two of them.  One on 



15        one side of the valley and then one on the 



16        other. 



17                     And they -- they house those 



18        for us.  And we have an MOU with them there 



19        that we have to pull them out and if we need 



20        to do a transport or whatever. 



21                     Those are our go-to guys.  



22        They manage that for us.  Our burn kit 



23        supplies, we just did that, upgraded last 



24        year with our ASPR funds.  We've got like a 



25        big portable tote of burn supplies.  And one 
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 1        of the interesting things, I think, we did 



 2        with our kits is -- I mean, we're real proud 



 3        of, we get the least amount of money out of 



 4        all of these regions, just because we're a 



 5        small region. 



 6                     We don't have a lot of ED 



 7        visits, so we've got to really pay attention 



 8        to what we're spending.  So I noticed on 



 9        these burn kits, they were outrageous. 



10                     And the reason was for the 



11        burn creams that they supplied with them.  



12        So how we kind of mitigated that was we 



13        bought the kits without the burn cream. 



14                     But we made the hospitals 



15        responsible for the par level on the burn 



16        cream.  And so we got way more bang for our 



17        buck on supplies.



18                 



19                 COMMITTEE MEMBER:  Smart idea.



20                 



21                 COMMITTEE MEMBER:  Very smart.



22                 



23                 MR. GRAY:  I mean, they want an  



24        outrageous amount of money for -- when you 



25        buy those kits for that Silvadene cream.  
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 1        And we're just like -- and then it expires.



 2                 



 3                 COMMITTEE MEMBER:  Mm-hmm.



 4                 



 5                 MR. GRAY:  So then are people going 



 6        to do?  A lot of people throw the whole tote 



 7        out.  And --



 8                 



 9           (Several committee members began speaking at 



10  once.)



11  



12                 MR. GRAY:  Yeah.  And some 



13        facilities don't even use that.  They use 



14        different cream.  So that's one of the 



15        things -- and we have a -- a pharmacy work 



16        group and -- and a[n] ED work group from 



17        each facility.



18                     So those were the driving 



19        committees in helping us make that decision.  



20        So I -- I like what we did with the burn 



21        kit.  



22                     Evacuation chairs and 



23        medsleds, we've had them.  We just did kind 



24        of an upgrade and made sure we had it more.  



25        And that's one of the things that came from 
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 1        the Russell -- their assessment.  They come 



 2        in and they counted what you have.  How many 



 3        medsleds you need and how many evacuation 



 4        chairs you need to be -- to have a 



 5        reasonable evacuation plan for that 



 6        facility.



 7                     So we took that information 



 8        and that -- made that one of our regional 



 9        projects.  We want to buy -- make sure that 



10        each facility had those amount of evacuation 



11        supplies.



12                     Hand radios, I think that's 



13        just pretty common.  Everybody's got radios 



14        for communication.  Regional MOU's, you 



15        know, we have them all with our hospitals.  



16        We have strategic MOU's.



17                     Like I said, with -- with the 



18        ambulance service for our isolation 



19        stretchers.  And the only other MOU's that 



20        we have with other facilities -- like 



21        dialysis, long term care -- is if they 



22        happen to have any supplies.  If we have 



23        supplies for them, then we have an MOU with 



24        them.  Because we have [inaudible] with the 



25        long term care folks, some medsleds as well.  
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 1        Especially the ones that are just two 



 2        floors.  The single floors, we've given them 



 3        one or two.  But the other ones, they have 



 4        multiple -- multiple bed sleds.



 5                     So we've got MOU's for the 



 6        beds.  Tele-medicine capabilities, we -- we 



 7        kind of surveyed them in the past and that 



 8        stayed consistent after Kelly sent this out 



 9        to us and wanted to know if we're using 



10        tele-medicine. 



11                     And the most we use tele-



12        medicine for in our region, every hospital 



13        does.  But for the most part, it's for 



14        pediatrics.  And I saw David sneak in a 



15        little earlier.



16                     David and I worked together on 



17        a pediatric project in my region.  And then 



18        he's kind of calling it a pilot project.  We 



19        have kind of set up an inventory of all our 



20        pediatric supplies and we've done just -- 



21        just awareness is really what is.



22                     We make sure that all the ED's 



23        go through and make sure their inventory is 



24        correct.  Make sure everybody's kind of got 



25        the same thing across the board.  We look at 
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 1        education and training opportunities.  One 



 2        of the little things we did was badge 



 3        attachments.  I think those are Browselow.  



 4        We made those badge attachments. 



 5                     So all the staff members can 



 6        look real quickly and see what type and 



 7        percent of medicines they need to give them 



 8        and kilograms and compared to the pounds and 



 9        so forth. 



10                     So just little things like 



11        that that we're doing in the pediatric world 



12        has really made our pediatric perform and 



13        awareness a lot better. 



14                     We're going to kind of steer 



15        off -- still in pediatrics, but we're going 



16        to kind of look into the autism part of it, 



17        get the list part moving.



18                     Because we want to -- we want 



19        to do something every year with that 



20        pediatric project.  So the autism folks is 



21        kind of where we're going now. 



22                     And that's just not only 



23        autism children, I mean, it's any special 



24        needs.  But that's a big one in emergency 



25        preparedness today, special needs.  So we're 
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 1        trying to hope that we can kill a bunch of 



 2        birds with one stone, do the children and 



 3        then also move that over into the adult 



 4        plane as well.  Okay.  



 5                 



 6                 MR. DAY:  [unintelligible] just now 



 7        picked that up.



 8                 



 9                 COMMITTEE MEMBER:  Yeah. 



10                 



11                 MS. PARKER:  If you have anything 



12        different, let's finish --



13                 



14                 MR. HAWKINS:  We'll talk about a 



15        few.  So one of the conversations on the HVA 



16        is we -- we look at it as a conversation.  



17        So we attend the HVA's of our partners.  



18                     We give a regional perspective 



19        so they may use that input, specifically for 



20        the clinical staff who aren't always 



21        emergency management.  We've been using 



22        several for this fiscal year.  This is -- 



23        for 2018, for our region, we are going to 



24        conduct our regional one in two weeks at our 



25        coalition meeting.  Cyber attack, that's 
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 1        also going to be synonymous with information 



 2        systems technology loss for any -- any 



 3        means.  Infection disease operate, hacked 



 4        computer, work place violence. 



 5                     There's been a conversation 



 6        there about even evolving that term to a 



 7        hostile event.  So it's going to be lumped 



 8        in with a couple other things. 



 9                     Blizzard, severe weather, 



10        tornado severe weather -- great summer to 



11        everyone else.  And we see those as being 



12        the most feared issues.  Our surge plan, 



13        it's essentially the same thing. 



14                     It's -- we're -- we're 



15        co-housed with our EMS Council and we work 



16        closely with the other EMS Councils in our 



17        areas.  So their regional MCI plan, we're 



18        very much a part of that process. 



19                     We expound on it.  I'm not 



20        going to go through that process.  Our 



21        mobilization for RHCC is based on where we 



22        receive an activation through our call 



23        center most often.  And this can be from any 



24        partner, not just health care.  We receive 



25        quite a few from Emergency Management.  We 
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 1        hear of situations with them in their 



 2        jurisdictions.  We -- our most frequently is 



 3        infrastructure concerns, how we get them for 



 4        surge or potential evacuations. 



 5                     We have on-call part time 



 6        staff who answer 24/7 thanks to a 



 7        partnership with Carilion.  And then we all 



 8        have active duty officers who are going to 



 9        answer those calls and get information, 



10        provide information or give some guidance 



11        and coordinate the pieces. 



12                     Cache items, very similar to 



13        everyone else.  The one thing that's not 



14        listed here that I do want to talk about 



15        that's fairly different. 



16                     And maybe it's going to be 



17        synonymous with everyone else is our 



18        communication redundancy.  We have a very 



19        interesting geographical split. 



20                     We have some rural, we have 



21        some metropolitan areas.  Our communication 



22        assets include satellite phones, wi-fi packs 



23        that we provide knowing that the loss of 



24        information particularly for our integration 



25        into VHASS and getting situation reports is 





�                                                               55



 1        a big key.  So we allow our partners to have 



 2        wi-fi hot spots so they can still 



 3        communicate with us through those means.  We 



 4        obviously have the RIOS radio system. 



 5                     And we have an upcoming 



 6        regional dedicated radio system that we're 



 7        looking to pursue this year, which would 



 8        have a dedicated radio net for RHCC 



 9        activities with our partner hospitals so 



10        that it -- and -- and the key to this is 



11        it's actually completely outside of any 



12        internet infrastructure.



13                     Knowing that's a distinct 



14        vulnerability between operating systems and 



15        platforms that things change.  If you have 



16        just one conflict with the software bundle, 



17        you lose a system. 



18                     We're trying to go old school.  



19        And I know that Dan said that it's pretty 



20        anonymous -- you know, pretty synonymous 



21        with everybody else.  But not everybody has 



22        that same capability.  So it's something 



23        we're pursuing this year.  MOU's, 15 of our 



24        16 hospitals.  We're still waiting for the 



25        Salem VA.  We also have two free-standing 
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 1        ED's we have MOU's with as well.  88 with -- 



 2        within the long term care, dialysis, 



 3        behavioral health, home -- home health -- 



 4        home care hospice.



 5                     And we also have MOU's with 



 6        our local emergency management.  21 of the 



 7        23 jurisdictions represented in our region 



 8        have MOU's with them as well. 



 9                     As for our tele-medicine 



10        capability, there's nothing intrinsic to our 



11        regional capabilities alone and would be 



12        within -- within our partners.  



13                 



14                 MR. DOWLER:  Again, Keith Dowler 



15        for Northern Virginia Hospital Alliance.  I 



16        think the hazard vulnerability analysis is 



17        an interesting thing that we need to think 



18        more about while -- it sounds like we have 



19        really robust ideas across the coalitions.  



20                     I would argue that there are 



21        probably a way we can standardize that 



22        approach, use a little more science, a 



23        little bit more procedure.  And maybe come 



24        up with something that's, you know, 



25        something we can all come together with.  
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 1        Now granted, this is what ours looks like.  



 2        Keep in mind that one, two, three, four, 



 3        five -- there's a combination of hospitals 



 4        and the non-hospital community. 



 5                     However, the hospitals all 



 6        face the -- about the five same things.  So 



 7        patient surge, major network outage, 



 8        utilities, active violence and emerging 



 9        disease. 



10                     We have thrown in everybody 



11        outside the hospital environment, and this 



12        is -- this is what we look like as a huge 



13        picture.  Like I said, I think I am 



14        certainly interesting in better data 



15        collection there. 



16                     So our surge and response plan 



17        across our 17 hospitals, skilled nursing 



18        facilities, etcetera, is the goal of 20% 



19        immediate bed availability.



20                     That's been the -- the going 



21        one-liner from ASPR and HPP for a long time, 



22        and that still remains our target goal.  And 



23        now we're including skilled nursing 



24        facilities.  And they're really stepping up 



25        to be a part of our surge plan, and with -- 
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 1        want to make space in their facilities 



 2        including the home health folks.  And so, 



 3        being a part of the hospital -- and now -- 



 4        and now that we're all required to be in 



 5        community exercises is forcing everybody to 



 6        really take a critical look and that's 



 7        great.



 8                     Our RHCC is much like everyone 



 9        else's.  I would say the one major 



10        difference is all of our hospitals and 



11        partners have RHCC radios, we call it, the 



12        medcom channel. 



13                     It's a 800 megahertz repeated 



14        system throughout Northern Virginia.  And I 



15        think all of our long term -- our skilled 



16        nursing facilities now have them as well.  



17        Of course, we use VHASS and we have trained 



18        staff.



19                     The regional cache items are 



20        all pretty much the same.  I will point out 



21        that because we have Dulles, we are -- many 



22        of our hospitals are in a rotation to 



23        receive emerging disease patients and 



24        patients with potentially highly infectious 



25        diseases.  So we have these cool Bioquell 
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 1        units which are hydrogen peroxide units.  



 2        You just put -- you seal it up -- seal the 



 3        room up, put it in the room and it just -- 



 4        it -- it kills everything the log seven.  



 5                     That's what the scientist 



 6        tells me anyway.  And we have some other 



 7        neat things, too, but not radically 



 8        different. 



 9                     As far as MOU's, all of our 



10        hospitals, our -- our partners, all of our 



11        long term care groups are a part of a mutual 



12        aid compact to help each other.  That is in 



13        no small part to a young lady by the name of 



14        Mary Laurel Hayborn [sp]. 



15                     She's been an incredible 



16        resource for us at Northern Virginia EMS -- 



17        or excuse me, Northern Virginia Emergency 



18        Response System and now Northern Virginia 



19        Hospital Alliance. 



20                     We do have MOU's in place with 



21        pharmaceutical distributors and we employ a 



22        part time pharmaceutical tech to rotate out 



23        a stockpile of drugs that is essentially 



24        just an addition to the par levels at each 



25        of the hospitals.  And she has privileges to 
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 1        go in to each of the facilities and rotate 



 2        those stocks out.  And we have -- we get a 



 3        monthly report that she sends which is just 



 4        brilliant of everything that we have in that 



 5        stock.  



 6                     And that really is -- when we 



 7        start look -- talking about stuff that -- 



 8        expire-ables, that's our approach.  And our 



 9        direction moving forward is less stuff in 



10        warehouses.



11                     Let's just add to the par 



12        level of the facilities with that initial 



13        bolus of funding.  You keep it up.  That 



14        adds to our capability -- our capacity just 



15        to where we go. 



16                     Tele-med capabilities, I am 



17        incredibly fortunate to have my office in 



18        the Inova EICU, which is the hub of our tele 



19        -- our regional tele-med capabilities. 



20                     All member hospitals have at 



21        least one -- I think most have two, I could 



22        be wrong -- two-way video, audio, wireless 



23        carts that they can with the push of a 



24        button reach our EICU center.  And we can 



25        activate a physician we call the regional 
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 1        triage officer.  Which is a medical doctor 



 2        who is typically an emergency medicine doc 



 3        that we can stand up, either at her 



 4        residence or she can come in. 



 5                     Or -- when I say she, that's 



 6        the primary one we have.  And they rotate 



 7        that role out.  I do think we have some 



 8        opportunity there to roll that out, 



 9        formalize that as a process, and really 



10        exercise it. 



11                     And if you've heard me talk 



12        before, I think -- it's our opinion to fully 



13        measure and I want to measure it.  And so we 



14        do exercise it and it's used during all of 



15        our regional drills to connect not only to 



16        the EICU center, but also to connect 



17        hospital to hospital. 



18                     So I want to -- I need a peds 



19        specialist because we're not a peds ED.  We 



20        don't treat those kind of patients 



21        traditionally. 



22                     So we can just -- that 



23        hospital will hit the button, they'll get 



24        connected to the EICU.  And the EICU can 



25        transfer them to somebody that is a peds 
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 1        specialist.  And that goes for not just 



 2        peds, but any specialty we need.  



 3                 



 4                 MR. CLINEDINST:  Ron Clinedinst.  



 5        I'm going to make this fairly brief.  The 



 6        reason being, you've heard a lot of this 



 7        from the same thing from everyone. 



 8                     The regional risk assessments, 



 9        although you've heard everyone talking about 



10        Kaiser Permanente, that's the same one we 



11        currently use. 



12                     However, we are going to 



13        transition to the new redesigned Kaiser 



14        Permanente.  The reason why I highlight 



15        that, not only does it indicate what your 



16        vulnerabilities are, it also indicates how 



17        many activations you've had -- both at the 



18        hospital level and the regional level.  



19                     Excuse me.  Our surge plans, 



20        you see on the screen it talks about within 



21        30 minutes if we have an MCI, mass casualty 



22        incident.  We've actually tested that, 



23        actually have done it with a bus crash.  



24        Where we were able to get the bed numbers to 



25        the local responding agencies, less than 30 
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 1        minutes for that response.  That is one of 



 2        our highlights that we'd like to point out.  



 3        Additionally, for next year for our surge -- 



 4        excuse me -- next funding year, we're going 



 5        to look at a surge assessment. 



 6                     Same thing that you heard Dan 



 7        talking about.  Additionally, we're going to 



 8        look at transportation plan.  Excuse me.  



 9        One of the things that we've noted is 



10        transportation assets. 



11                     They are not available.  



12        Anybody that has seen emergency management 



13        develop over the many, many years, 



14        transportation are our weakness.  We've got 



15        to figure out how to get to that trauma. 



16                     No question, that is a 



17        weakness that we have.  Along with that is 



18        pediatrics.  We do have one of our staff 



19        members that is actually on a national 



20        emergency management pediatric membership, 



21        if you will, that they're looking at how, 



22        nationwide, how we can look at pediatrics in 



23        disasters, especially with trauma.  That is 



24        a huge, huge gap.  Mobilization, you've 



25        heard everyone talk about that 24/7, the 800 
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 1        toll free number.  We have a rotating staff 



 2        that man that each month.  Everybody's on 



 3        call.  All over, we're training.  



 4                     Additionally, we're looking at 



 5        the same thing Dan talked about where we 



 6        have the medical reserve corps that are 



 7        going to help supplement us.  Regional cache 



 8        items, same thing that you see on the 



 9        screen. 



10                     A lot of the same stuff that 



11        you saw from others.  However, what I do 



12        want to highlight or review, that are 



13        stabilization treatment in place.



14                     If those that are unfamiliar 



15        what that is, I'll go through it real, real 



16        briefly.  Stabilization treatment in place, 



17        think of your ED suffers a catastrophic 



18        disaster.  You're no longer able to use it.  



19                     This is what a STIP will do.  



20        The problem being, it's not staffed.  It's 



21        equipment, no staff.  Mobile morgue, I think 



22        we're one of the largest within the State.  



23        We actually have three mobile morgues.  



24        People were holding 84 bodies.  Hook it up 



25        to a trailer, it's self-contained.  Move it 
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 1        wherever you got to take it.  They are 



 2        strategically placed throughout our region.  



 3        We have three of those. 



 4                     Surgical masks, gowns, other 



 5        PPE that you see on there, what I want to do 



 6        is highlight the -- the ViroGuard 2's.  



 7        Think about a highly, highly infectious 



 8        disease.  



 9                     Just because highly infectious 



10        disease hit you place -- meaning your 



11        hospital, long term care, whatever it may be 



12        -- trauma still occurs.  



13                     If you have a highly 



14        infectious disease patient comes in that has 



15        suffered trauma, you need to be properly 



16        protected.  We purchased the ViroGuard 2 -- 



17        ViroGuard 2's to do that. 



18                     They actually cede CDC's 



19        requirements for PPE level.  The medsleds, 



20        you've heard a lot of people talk about 



21        that.  The adult, pediatric and bariatric.  



22                     We also have infant 



23        capability.  We are nursing -- take down six 



24        infants at one time down a stairwell.  I 



25        think we're probably the ones that actually 
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 1        have that.  That is a huge, huge benefit, 



 2        especially 40, which sitting my -- my right 



 3        -- my colleague here, Robert from UVa.  Our 



 4        trauma one and our trauma Level II both have 



 5        those.



 6                     Decontamination showers, 



 7        obviously if there's a trauma -- just to 



 8        give an example.  We've had a couple 



 9        different plane crashes recently.  If you're 



10        familiar with jet fuel, it's a very 



11        hazardous condition. 



12                     We've had trauma associated 



13        with that.  So obviously, they got to be 



14        decontaminated before they enter the 



15        hospital.  Look at the very bottom, talking 



16        about Base-X tent, generators, 



17        heating/cooling system. 



18                     Base-X tent, you saw a picture 



19        of earlier when Erin -- the very first 



20        presentation -- had the Base-X tent.  It was 



21        the yellow one.  That's what that's for.  



22                     Every hospital in our region 



23        has that capability.  It's just an 



24        extension, if you will, of an emergency 



25        room.  Regional MOU's, you've heard the same 
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 1        thing talked about from everyone else.  All 



 2        of our hospitals have the MOU's that are 



 3        signed.  We recently acquired a 14th 



 4        hospital, and they have actually signed one 



 5        with us as well.



 6                     You'll notice the number of 



 7        long term cares is 29.  We actually have 42 



 8        long term care facilities that are 



 9        separated.  What we're working through is 



10        the legality issues that come up. 



11                     We have signing of MOU's, if 



12        you're familiar with how lawyers work, it's 



13        not a fast process.  But we are confident 



14        we'll be able to get all of those signed.  



15                     Tele-medicine capabilities, 



16        you notice again, 13 of the 14 hospitals.  



17        Reason being that is that 14th hospital that 



18        we recently acquired. 



19                     That is a -- and actually the 



20        only children's -- it's called Children -- 



21        Commonwealth Center for Children and 



22        Adolescents.  CCCA is what we call it, real 



23        short.  Trying to spit that all out at one 



24        time.  They are the only children's 



25        behavioral unit in the State of Virginia, 
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 1        which is pretty big for our region.  We have 



 2        taken them on.  They've always been a big 



 3        partner with us with their behavioral 



 4        health, right across the street which is 



 5        Western State.



 6                     However, they're getting 



 7        heavily involved now.  They understand the 



 8        need for HRSA management.  



 9                 



10                 MS. PARKER:  So you know, death by 



11        PowerPoint, but -- you know, part of this -- 



12        our first objective here is to really get 



13        familiar with what the health care 



14        coalitions are.



15                     As you can see, I mean, we 



16        have a lot of assets.  We do have a lot of 



17        partnerships.  We plan a lot.  And that goes 



18        beyond just trauma.  As we stated, we do a 



19        lot of work with our long term care folks.  



20                     I think that came out of 2012 



21        when we found out long term care's plans for 



22        evacuation were to go to hospitals.  And we 



23        said, that's probably not the best place to 



24        go.  So that's where some of our work 



25        started with all of our non-acute care 
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 1        partners.  So you know, that was a kind of 



 2        down and dirty quick overview of all of our 



 3        six health care coalitions. 



 4                     So specifically for the folks 



 5        on -- on the committee and our burn and 



 6        trauma -- burn and heat folks.  If you guys 



 7        have any questions or anybody in the back 



 8        has any questions for coalitions, we'd be 



 9        happy to entertain.  



10                 



11                 MR. GIEBFRIED:  I had a question.  



12        Again, I'm new so I have some questions.  



13        Moving of some of the equipment.  In the 



14        military, we would use a -- almost like a 



15        trailer complex, simply have a cargo 



16        trailer. 



17                     And you could take it by 



18        helicopter and move it and drop it into an 



19        area where you needed that material quickly.  



20        I -- many disasters, we can't get in.  



21                     People are isolated.  And 



22        being in the medical reserve corps they've 



23        always told us, you have to be able to take 



24        care of yourself for 72 hours.  And I'm just 



25        wondering if, one, moving that equipment and 
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 1        then, two, when I was listening to the tele-



 2        medicine kind of concept, I was thinking of 



 3        the police mobile unit -- command unit, some 



 4        of the State mobile units, of whether or not 



 5        we have brokered with them an understanding.  



 6                     And if they got into the area 



 7        or were able to get into the area and help 



 8        us with the shelters or the triage 



 9        capabilities, or responding to some of the 



10        quick medical needs.



11                     Do we have that capability to 



12        use that medicine with it, or other 



13        disciplines that are out in the field.  



14                 



15                 MR. CLINEDINST:  Okay.  I'll go 



16        ahead and take that.  Yes, tele-medicine 



17        actually is currently used daily.  I'll give 



18        you an example.  Again, my colleague here to 



19        my right.  UVa does consults constantly.  



20                     The tele-medicine capability, 



21        again, provides -- and I'll even take it one 



22        step further in a minute.  But the tele-



23        medicine capability -- let's take it for 



24        trauma.  If there's something on the scene 



25        that -- or at a facility -- that someone 
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 1        needs to talk about.  Do we need to transfer 



 2        on base -- on the scenario you just gave?  



 3        They will consult with a trauma with a 



 4        trauma doc.



 5                     They say, okay, is it a viable 



 6        option?  The other thing about tele-



 7        medicine, what it does for highly infectious 



 8        disease, for example, where UVa's actually 



 9        tested it multiple times. 



10                     They actually have a team -- 



11        a[n] EMS unit as well where they're enroute, 



12        they can actually talk with -- to the trauma 



13        doc or the doc on call about what the 



14        scenario is, what's going on.



15                     What's the best course of 



16        action.  So that capability is there.  It's 



17        all over the internet.  That would be the 



18        gap, that it's internet-based. 



19                     So if you have a major 



20        earthquake -- and I'll take what happened in 



21        Mineral, for example.  The internet crashed.  



22        That's where you gap is.  But as far as the 



23        capability of tele-medicine, if you've got a 



24        two-way communication device that has a 



25        camera on it, you can connect in.
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 1                 MR. GIEBFRIED:  I noticed that some 



 2        of you talked about partnerships with some 



 3        of the distributors of pharmaceuticals.  And 



 4        also looking at the storage of what we have.  



 5        So I'm a damn Yankee, I came from Boston 



 6        down.



 7                     And there's a couple of 



 8        scenarios we could talk about, but we had it 



 9        in our understanding that Boston -- if it 



10        was isolated -- and couldn't get any -- any 



11        services for whatever reason, had three -- 



12        three days of really fuel, food and 



13        medication needs.



14                     So the -- the medical 



15        [unintelligible] again, they say 72 hours, 



16        okay.  So how have we, if it lasts longer, 



17        planned for dealing with food needs?  We've 



18        talked about medicine.  I didn't hear 



19        anything about food. 



20                 



21                 COMMITTEE MEMBER:  Yeah.



22                 



23                 MR. GIEBFRIED:  Fuel needs, didn't 



24        hear that.  



25                 
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 1                 COMMITTEE MEMBER:  Right.



 2                 



 3                 MR. GIEBFRIED:  So I was just 



 4        wondering how we were doing with our 



 5        memorandums of understandings for all the 



 6        businesses that we're going to need.  



 7        Whether or not it's Home Depot, because we 



 8        need batteries.  Or fuel, whatever.  



 9                 



10                 COMMITTEE MEMBER:  So to answer -- 



11        to answer that question, you're going down 



12        -- just for your awareness.  All hospitals 



13        have to meet a 96-hour requirement. 



14                     So we have to have whatever it 



15        takes in place to be able to continuously 



16        operate and provide the essential functions 



17        and services we do for 96 hours. 



18                     After that, then yes, we 



19        started to look at extended contracts and we 



20        look at our -- personally I like MOU's.  



21        They're cool, but contracts are better -- 



22                 



23                 COMMITTEE MEMBER:  Mm-hmm, that's 



24        right.



25                 
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 1                 COMMITTEE MEMBER:  -- because they 



 2        have to take the --



 3                 



 4                 COMMITTEE MEMBER:  That's right.



 5                 



 6                 COMMITTEE MEMBER:  And on -- for 



 7        events where we have a head's up, which is 



 8        most of the time for the long events, we'll 



 9        front -- I don't think there's any hospital 



10        in the Commonwealth that won't front load 



11        supplies, food, enough pharmaceuticals.



12                     And now, I'll say that since 



13        we've been probably all adding business 



14        continuity to our repertoire, we are 



15        enforcing and contracting that they have to 



16        -- that they're -- that all of our vendors 



17        have to, not only provide us with their 



18        business continuity plans to be an eligible 



19        vendor of our facilities. 



20                     But also, explain to us very 



21        clearly how they plan on providing services 



22        even when the roads don't work, supply 



23        chain's broken, etcetera.  There's still 



24        opportunity there, don't get me wrong.  But 



25        I think we've made pretty good steps.  I 
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 1        defer to my colleagues for --



 2                 



 3                 MR. ASHLEY:  I think bringing -- 



 4        bringing this back up through the trauma net 



 5        system so we don't stray too far away from 



 6        that.  But the -- the real purpose of 



 7        coalitions is about sharing.



 8                     And I don't just -- we should 



 9        be sort of sharing information.  But it's 



10        really helping to understand what the 



11        situation is and helping partners who share 



12        amongst themselves.



13                     And so, some of the partners 



14        might have more supplies that they could 



15        contribute.  Whether that's, you know, 



16        nurses, staff, food, whatever the -- the 



17        necessity is.



18                     That's really what the 



19        coalitions are there for is to help share 



20        those assets and resources and information.  



21        Whether it's trauma-related or weather-



22        related or -- or what have you.  



23                 



24                 MS. PARKER:  And even --



25                 
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 1                 MR. GRAY:  And I just want to add 



 2        --



 3                 



 4                 MS. PARKER:  Oh, I was just going 



 5        to say --



 6                 



 7                 MR. GRAY:  Well, I think I'll add 



 8        to what Patrick said is like, when we do 



 9        exercises, our hospital will lean on those 



10        other hospitals --



11                 



12                 MS. PARKER:  Right.



13                 



14                 MR. GRAY:  -- that you -- when we 



15        have to do an evacuation tool.  And it's a 



16        table top exercise.  So the -- the ones that 



17        are receiving are like, yeah, I can take 



18        them.



19                     But I need your supplies and 



20        your staff to go along with them.  So that's 



21        the piece that goes with it.  And then, if 



22        the emergency is just not contained to our 



23        southwest region and if those resources 



24        start to get exhausted, then I'm going to 



25        reach out to Robert which is near me.  And 
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 1        then I also have relationships with West 



 2        Virginia Coalition, northeast Tennessee 



 3        Coalition.  So it's just not kind of a 



 4        boundary thing.  



 5                     And that kind of, I think, it 



 6        added on to what Patrick said there.  So we 



 7        -- we've got a lot of avenues to reach out.  



 8        And I think, you know, if I run out of 



 9        resources, Robert will be able be able to 



10        help me.



11                 



12                 MS. COWLING:  And I also want to 



13        take that from the hospital scenario to also 



14        our long term care facilities as well.



15                 



16                 MR. GRAY:  Right.



17                 



18                 MS. COWLING:  Because in Tidewater, 



19        again, they -- their 96 hours out as well 



20        and very prepared in trying to order -- if 



21        it's a known event, trying to order things 



22        ahead of time.  And -- and we certainly have 



23        shared a number of sheets and linen and 



24        things in the last few incidents we've had 



25        because generators have failed and they 
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 1        couldn't keep up with the demand.  



 2                 



 3                 COMMITTEE MEMBER:  The coalition 



 4        also serves to bridge the gap between a 



 5        local need and State resources if it's 



 6        available at that time.  



 7                     So leveraging those 



 8        relationships and being able to connect with 



 9        proper needs should we have to escalate it I 



10        think is a -- is a main key thing that helps 



11        our -- our facilities as well. 



12                 



13                 MR. GIEBFRIED:  I was -- one 



14        further on that.  You sort of mentioned 



15        about transportation also.  People using 



16        some of the buses, whether it's school buses 



17        or whether it's city buses or whatever. 



18                     I would -- thought back on 



19        something Homeland Security was teaching us.  



20        And they were talking about situation in 



21        Moscow and a computer, where the Russian 



22        troops put in gas and knocked everybody out.  



23        And they didn't bring in ambulances because 



24        they didn't want to alert what was going to 



25        happen.  And they instead had buses.  And 
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 1        they then quickly ferried people out into 



 2        the buses.  But there was no one supervising 



 3        the people on the buses.



 4                     And the nerve gases -- many of 



 5        the people died because they closed off 



 6        their airway.  And they lessened that 



 7        capability on the buses. 



 8                     So I -- I wasn't sure what 



 9        when you were talking about transportation 



10        and the other people were talking about 



11        having staffing enough to do it, or medical 



12        reserve corps being brought in. 



13                     Were there any consideration 



14        was in regards how are you going to manage 



15        those people that you're moving in either 



16        military trucks or in -- in bus situations 



17        if you have them available to assure that 



18        they're not dying in route.  



19                 



20                 COMMITTEE MEMBER:  So --



21                 



22                 MR. GIEBFRIED:  I think that's part 



23        of that trauma.



24                 



25                 MS. PARKER:  It is absolutely.  
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 1        That is a bit out of the purview of what our 



 2        health care coalitions do.  We can help find 



 3        the assets and provide a contact for -- to 



 4        the facility that's affected and say, this 



 5        person has some ambulances. 



 6                     You need to contact them.  But 



 7        we do not direct patient distribution.  We 



 8        -- we don't kind of step into that -- that 



 9        realm.  



10                     So we can help find the 



11        assets, we can help coordinate the assets, 



12        get your assets there.  But it is still the 



13        -- the facilities' responsibility.  



14                 



15                 COMMITTEE MEMBER:  Can I ask a 



16        question real quick because we have everyone 



17        here.  When I was involved in this a few 



18        years ago, we were really trying to work on 



19        being able to support different regions. 



20                     So if something happens in the 



21        Tidewater region, Northern Virginia can step 



22        in and provide the support.  One of the 



23        problems that we ran into were the 



24        legalities.  So for example, we talk a lot 



25        about tele-medicine.  But the problem is, is 
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 1        there a very distinct legality issues with 



 2        me, as a physician, sitting in a hospital 



 3        giving orders about a patient in a different 



 4        health care system. 



 5                     And those were issues that 



 6        really had to be addressed because it's late 



 7        in a disaster event when we kind of talk 



 8        about suspension of care.  But a lot of 



 9        these things actually come up in a little 



10        bit more robust discussions outside of those 



11        kind of events.



12                     So have we -- are there 



13        systems in place right now outside of within 



14        your coalition, or even within your 



15        coalition, that will allow something like a 



16        regional triage officer to reach out to the 



17        Tidewater region that may be overwhelmed and 



18        provide burn support, or provide critical 



19        care support and things like that.  



20                 



21                 COMMITTEE MEMBER:  So I'll take 



22        that.  I think the answer is yes and no, as 



23        it always is.  We -- we work very hard on 



24        trying to streamline some of the 



25        administrative processes.  Some of that 
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 1        comes down to policies and procedures at the 



 2        system level.  Some of that comes down to 



 3        whether or not it's declared or just a[n] 



 4        undeclared emergency. 



 5                     And so I don't have a -- a 



 6        good answer for you, except for that I think 



 7        -- within your specific case that sort of 



 8        consultation with another physician who 



 9        would have those privileges. 



10                     And really they're just taking 



11        your advice.  And you're not actually giving 



12        the order is the work-around there that 



13        we've seen work before. 



14                     It's more of that -- that sort 



15        of professional conversation.  And then that 



16        other physician is giving the order.  But I 



17        don't have a good answer for you on that.



18                 



19                 MS. COWLING:  But I think, you 



20        know, maybe part of that is Hurricane 



21        Florence, for instance, where in Tidewater 



22        we received so many patients and nursing 



23        home residents from North Carolina.  You 



24        know, this may be getting off a little bit. 



25        But again, with regard to credentialing, we 
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 1        certainly had a process in place that was 



 2        affected very quickly so that when those 



 3        patients were transferred or those residents 



 4        were transferred, they could quickly be 



 5        triaged and treated in those receiving 



 6        facilities, whether they were nursing homes 



 7        or hospitals. 



 8                     I'm not going to say the 



 9        receivers didn't balk a little bit at the 



10        credentialing documents that had to be 



11        filled out and -- and verifications taking 



12        place. 



13                     But I can assure you of the 



14        almost 500 residents and patients that we 



15        assisted with the transfer of, we had no 



16        negative impacts. 



17                     Certainly, we had a number of 



18        gaps identified and a robust after-action.  



19        But I think it was very well handled, in my 



20        opinion, certainly.



21                 



22                 COMMITTEE MEMBER:  And you make a 



23        good point.  From the crossing of state 



24        lines credentialing, we've done a lot to 



25        streamline that.  There's -- there's some 
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 1        barriers that are just always going to 



 2        exist.  And largely what we see within a 



 3        state is -- is not so much the legal 



 4        barriers more than it is the policies and 



 5        procedures within the system.



 6                 



 7                 MS. COWLING:  Mm-hmm, exactly.



 8                 



 9                 COMMITTEE MEMBER:  But we were able 



10        to mitigate that in a -- in a recent 



11        revision, at least within a health system by 



12        -- and I know you're talking outside a 



13        health system -- by -- by revising medical 



14        staff bylaws and presenting the traditional 



15        policies to allow for emergency 



16        credentialing that didn't require 



17        verification.



18                     It was, do you have an ID?  Do 



19        you have someone that can vouch for you, and 



20        that -- that truly is the -- the bar we have 



21        to meet and can -- we come as a standard, at 



22        least.  And say, okay, Virginia, the State's 



23        not going to be able to help us here.  And 



24        there's no offense.  What can we -- what 



25        language can we all agree to in our -- in 
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 1        our own internal policies.  And I know 



 2        that's not a solution.



 3                 



 4                 COMMITTEE MEMBER:  And we -- we 



 5        sort of even, for example, recently with our 



 6        old disaster with the power going out.  We 



 7        were able to put nurses on buses and get 



 8        them places and things like that. 



 9                     My bigger concern is, for 



10        example, what happened with Michael is 



11        actually one of my hospitals.  So when 



12        Michael couldn't come on [unintelligible] it 



13        actually wiped out the two major facilities 



14        there. 



15                     Completed decimated them.  



16        They lost all surgical and trauma 



17        capabilities.  And they literally -- you got 



18        to count on your finger, you were getting a 



19        helicopter ride. 



20                     This was the problem that you 



21        were running into.  And so, we were crossing 



22        state lines.  There were really limited 



23        abilities to provide care, so there was some 



24        tele-medicine involved in this.  But it -- 



25        it really became kind of very sticky legal 





�                                                               86



 1        ground once you started getting into the 



 2        power restore.  We can now get 



 3        communication, but now we're a week out or 



 4        two weeks out or things like that. 



 5                     And this went on -- I mean, 



 6        there's still upgrading their capabilities.  



 7        So just -- these are conversations that the 



 8        alliances are actually fantastic for dealing 



 9        with.  



10                     Because it's not just saying I 



11        can get equipment and supplies, but if I 



12        need to reach out to VCU when I'm in, you 



13        know, the Tidewater region because we're so 



14        overwhelmed, how do we do that?  How do we 



15        get those conversations going?  So -- or 



16        pediatric support.



17                 



18                 COMMITTEE MEMBER:  The -- I have 



19        some questions, basically fundamental, some 



20        background.  What are -- the MOU's, you 



21        know, they throw specific -- and you can get 



22        cover over in general. 



23                 



24                 COMMITTEE MEMBER:  It -- it depends 



25        on -- on which one.  So our hospital ones 
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 1        are -- are standard.  And it's pretty much, 



 2        you're going to report your statuses, you're 



 3        going to share stuff -- space. 



 4                     I mean, that one is actually 



 5        -- it's -- it's prescribed, but not really.  



 6        It kind of is open for some flexibility.  



 7        Our long term care MOU is -- is very 



 8        prescribed. 



 9                     But that one is a little bit 



10        different in the sense that the long term 



11        care MOU is an MOU for a long term care 



12        facility to a long term care facility. 



13                     So it is an agreement between 



14        the long term care facilities to be able to 



15        transfer payments, staff, stuff and all of 



16        that. 



17                     So that one was at -- was a 



18        large statewide project that is -- is a 



19        little bit different than how our hospital 



20        one is structured. 



21                     And then some of the other 



22        MOU's that we have with all of our other 



23        health care partners are -- are essentially 



24        sharing their information.  You would agree 



25        to provide support and provide stuff and 
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 1        staff and space if you can.  And stay in 



 2        constant communication with your regional 



 3        and local partners.   



 4                 



 5                 COMMITTEE MEMBER:  That comes with 



 6        the next question.  How is this triggered?  



 7        I mean, who -- you have days where you're 



 8        busy.



 9                 



10                 COMMITTEE MEMBER:  Mm-hmm.



11                 



12                 COMMITTEE MEMBER:  And we can't get 



13        the hospital person on the phone.



14                 



15                 COMMITTEE MEMBER:  Yes.



16                 



17                 COMMITTEE MEMBER:  Mm-hmm.



18                 



19                 MS. NOWLIN:  So I can help with 



20        that.  They've asked specifically.  A 



21        hospital emergency manager contacted the 



22        RHCC, activated the phone -- the hotline.  I 



23        was the duty officer on.  Took the call.  He 



24        said, hey, we have our command center up.  



25        We're trying to figure out where we're going 
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 1        to put patients.  We don't want to go on 



 2        diversion, but we probably should be.  But 



 3        there's some administrative issues right now 



 4        with pulling that trigger.



 5                     And that's not where the RHCC 



 6        comes in to aid.  That -- the ability of the 



 7        RHCC and the coalition was to say, okay, 



 8        well what would help you during this time?  



 9                     What would help your 



10        administration make that decision.  And he 



11        said, if you could activate a roll call and 



12        see what other hospitals are dealing with, 



13        specifically in the metro region right now.  



14                     So we did a roll call and 



15        found out we were pretty saturated 



16        everywhere.  We tied neatly with ODEMSA's, 



17        MCI and diversion plans for central region.  



18                     And so, had that hospital gone 



19        on diversion, it would've been our -- our 



20        fifth in the region and put us into a code 



21        red, which would've made all patient 



22        transportation go through the communications 



23        room at VCU for all EMS.  Unfortunately, a 



24        lot of these patients were self-admitting, 



25        so it wouldn't have even assisted in the 
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 1        situation we were incurring.  But the 



 2        knowledge that each hospital was suffering 



 3        from the same kind of surge at the same time 



 4        from an unknown, no one incident cause 



 5        allowed -- from what I saw -- administration 



 6        at each of those facilities -- St. Mary's, 



 7        St. Francis, Henrico Doctors', Chippenham-



 8        Johnston-Willis and VCU -- all sit in their 



 9        own areas and say, we had to -- we had to 



10        push discharges, we need to open up rooms. 



11                     And so while one facility was 



12        doing that, activating the RHCC, allowed us 



13        to share that, hey, I know you're diversion, 



14        diversion, diversion.  You're -- you're 



15        doing what you need to do.



16                     But these other hospitals, 



17        they're going to start getting overwhelmed 



18        because you're on diversion.  And now, we're 



19        going to get to a city situation.  



20                     So I think it was really 



21        offering the common operating picture that 



22        we're all heading into this situation 



23        together.  What can you guys do individually 



24        to help out? 



25                 
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 1                 COMMITTEE MEMBER:  And -- and just 



 2        to give you an example of how that worked in 



 3        real life, when 9/11 hit, two major 



 4        facilities -- Inova Fairfax and Hospital 



 5        Center -- were both able to with just a 



 6        handful of hours get rid of about 300 plus 



 7        inpatients at each facility. 



 8                     And they had -- at Inova where 



 9        -- we had 19 teams on standby.  So by just 



10        getting communications to the RHCC, that can 



11        be disseminated and the individual systems 



12        will trigger that response when they know 



13        it's a true mass casualty event of some 



14        type.



15                     So the -- the flexibility of 



16        this, the surge capacity of that is really 



17        enormous.  But it's really about 



18        communications. 



19                     So yes, every health care 



20        system in the trauma world, every time any 



21        hospital goes on diversion -- no matter what 



22        it is -- it's very clearly scrutinized.  And 



23        it doesn't matter what system you are, 



24        there's always a work-around of how we can 



25        make sure we're meeting the needs.  But the 
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 1        reality is in events like this, it doesn't 



 2        really matter at that point.  Because now 



 3        we're instituting a system-wide recourse.



 4                 



 5                 COMMITTEE MEMBER:  What about in 



 6        areas where the, you know, special 



 7        populations -- pediatrics, burns, geriatrics 



 8        -- something that not all facilities can 



 9        take care of.  So --



10                 



11                 MS. NOWLIN:  In Central, we've 



12        worked over the last year to come together 



13        with a list of pediatric-specific beds 



14        available in the State.  So outside of just 



15        our region. 



16                     And the coalition worked to 



17        provide those and kind of liaison, provide 



18        the contact number for your call center to 



19        your call center.  



20                     And that there's common 



21        verbiage between the two so that, you know, 



22        if you're a hospital and you call another 



23        hospital, sometimes they're not willing to 



24        give up information --



25                 
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 1                 COMMITTEE MEMBER:  Right.



 2                 



 3                 MS. NOWLIN:  -- because it's -- 



 4        it's competitive.  If you're a coalition, 



 5        you're saying, hey, I would -- you know, 



 6        this hospital's asking to contact you and 



 7        discuss this. 



 8                     Can we work out a way where 



 9        nobody's compromising their -- their 



10        business values.  But we're serving the 



11        patients, which is what we're all here to 



12        do.  



13                     And I think we come with that 



14        unbiased ability to link people together.  



15        So we have done that in the pediatric world.  



16        I know we've done a roll call several times 



17        throughout the State, even once for 



18        pediatric beds specifically. 



19                     And now, there's a process in 



20        place that it doesn't have to be so high 



21        alert alarm those 'P' bed needs.  But it's a 



22        core group of people that can function to 



23        contact each other.  



24                 



25                 MS. COWLING:  And I'd like to add 
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 1        to that, too, Erin.  In Eastern, we're in 



 2        the early stages of looking at that as well.  



 3        And as a result of Hurricane Florence, what 



 4        we found is we had an escalated number of 



 5        bariatric residents or patients that needed 



 6        to be placed as well as secure memory care.  



 7                     We simply found out we don't 



 8        have a lot of available memory -- secure 



 9        memory care beds available.  So now we're 



10        trying to identify where those resources 



11        simply would be. 



12                     And in fact, I don't know if 



13        David Long or Tom Schwalenberg could talk to 



14        even the bariatric trailer asset we've now 



15        built and -- you know, so that we can insure 



16        that the bariatric population is also tended 



17        to.  David, did you want to add anything to 



18        that aspect?



19                 



20                 MR. LONG:  I'll just say briefly, 



21        it was one of those things when Tom and I 



22        spoke on the phone and experience, we 



23        recognized that the bariatric population is 



24        growing.  And the -- the primary challenge 



25        is always the resources to manage the 





�                                                               95



 1        bariatric patient.  So we were fortunate to 



 2        leverage a couple different grant programs 



 3        and be able to put two bariatric trailers 



 4        together. 



 5                     It's not a -- it's not a 



 6        resource that was designed to essentially 



 7        pre-stage equipment.  It was a resource that 



 8        was designed to -- when you have an 



 9        identified need -- say you had somebody 



10        checking in or you've identified somebody 



11        that's going to be moving to a shelter that 



12        does meet the bariatric guidelines, then we 



13        can deliver the assets and resources.



14                     So it's a 1000-pound rated 



15        bariatric bed.  Whirlpool, [unintelligible] 



16        shower chairs.  All the -- all the tools 



17        that you'd need to effectively manage and 



18        protect both patient and the staff members 



19        from -- from moving and injury.



20                 



21                 MS. PARKER:  So in the interest of 



22        time, I was going to see, Dr. Feldman, if 



23        you had any questions or Dr. Bartle, Khali, 



24        anything else?



25                 
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 1                 DR. FELDMAN:  It's -- it's not 



 2        really questions but, speaking to our burn 



 3        capabilities --



 4                 



 5                 COMMITTEE MEMBER:  Mm-hmm.



 6                 



 7                 DR. FELDMAN:  -- there -- there are 



 8        local, regional and state plans that have 



 9        been discussed.  Right now, the -- the local 



10        plan centers around communication between 



11        Jay Collins, myself, Jeff Young where we 



12        would coordinate burn care in the 



13        Commonwealth. 



14                     We are part of the Southern 



15        Region Burn System, so there's a number that 



16        we can call and activate additional burn 



17        resources if needed.  And -- and then we do 



18        rely on the burn cache that -- that is 



19        distributed throughout the Commonwealth.



20                     So if we -- if we are going to 



21        have a large scale burn incident, you would 



22        need access to that medication because a 



23        [unintelligible] those dressings are only 



24        going to get you so far and then you have to 



25        start worrying about infections.  So even 
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 1        though they expire and they have an expense, 



 2        they're going to be necessary if you have 



 3        that situation arise.  So that's something 



 4        we'll have to talk about. 



 5                     We have transfer agreements 



 6        that are set up between hospitals that are 



 7        all capable of -- of dealing with burn 



 8        patients.  So if anyone is interested in 



 9        updating transfer agreements, I think -- I 



10        think now is the time. 



11                     And we should establish those 



12        relationships because right now I know that 



13        VCU has reached out to UVa and EBMS.  And I 



14        think we -- we have all the local hospitals 



15        as well.



16                     And then some of our 



17        colleagues up north and south of us.  But we 



18        should have a list of everybody and what 



19        agreements we have in place.   



20                 



21                 MR. GRAY:  How often is that list 



22        updated for your burn centers?  Is that 



23        annually or --



24                 



25                 DR. FELDMAN:  Probably every three 
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 1        years or so.  



 2                 



 3                 MR. GRAY:  I want to make a 



 4        recommendation that it's a little sooner 



 5        than three.  I don't -- I mean, the reason I 



 6        say that because we did an exercise at one 



 7        of my facilities. 



 8                     And we -- we tested the burn 



 9        supply kit that we had purchased that was 



10        part of our exercise.  One of our hospitals 



11        -- I can't remember what -- I think it was 



12        Buchanon County that they actually had 



13        transferred over to Highpole [phonetic] or 



14        Lexington.



15                     And during that exercise, they 



16        learned that there -- that hospital no 



17        longer took burn patients.  And we learned 



18        that during an exercise.  And that's -- 



19        well, that's a good time to learn it, but 



20        you don't want learn it during an event.



21                 



22                 COMMITTEE MEMBER:  When you have to 



23        practice for it, yes.



24                 



25                 MR. GRAY:  I mean -- do you get my 
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 1        point?



 2                 



 3                 DR. FELDMAN:  So -- so there aren't 



 4        that many places that are verified or 



 5        certified or designated to take care of 



 6        burns. 



 7                     It doesn't mean that -- that 



 8        in a -- in a -- in a time where our 



 9        resources are stretched thin that people 



10        can't take care of burns. 



11                     It's more -- if you're looking 



12        for where those resources are, they are kept 



13        up to date on the American Burn Association 



14        web site.  And -- and that's fine.  We can 



15        chat more about all that stuff. 



16                     But the -- these transfer 



17        agreements, there's a lot of legal issues 



18        involved with that.  So to -- to get all of 



19        that yearly would require a lot of attorney 



20        involvement.  Anyway --



21                 



22                 COMMITTEE MEMBER:  Can I ask you a 



23        question?  How is the connection -- or is 



24        there a connection with the National Guard?



25                 
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 1                 COMMITTEE MEMBER:  That's a good 



 2        question, yeah.



 3                 



 4                 DR. FELDMAN:  What -- can you 



 5        clarify what you mean by that?



 6                 



 7                 COMMITTEE MEMBER:  You always hear 



 8        the National Guard's held out in an 



 9        emergency.



10                 



11                 DR. FELDMAN:  Yeah.  So --



12                 



13                 COMMITTEE MEMBER:  How do y'all 



14        work together?  Do y'all work together or is 



15        it they come in, they can all go home?  



16                 



17                 COMMITTEE MEMBER:  Yes, I can -- I 



18        can cover that a little bit, I guess.  And 



19        so the programs really, you know, comes 



20        through VDH.



21                     And -- and with VDH being the 



22        lead, I think we said at -- at the emergency 



23        operations center next door to the National 



24        Guard, a few -- few bays down.  And so, we 



25        advocate on behalf of our coalitions to get 
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 1        any type of resources that they need.  That 



 2        relationship also exists at the local 



 3        emergency management agencies.  So every 



 4        jurisdiction, by the Code of Virginia, has a 



 5        local emergency management agency. 



 6                     And they have the power to 



 7        also request resources.  And so many times 



 8        what we see is if there's a request for 



 9        National Guard, that it'll go both through 



10        the local EOC and then also up to the -- 



11        through the state level.



12                     And they sort of meet at the 



13        middle.  Most times, what we also find out 



14        by commentary on this is that the resources 



15        can be met by things other than the National 



16        Guard.  The National Guard is very slow and 



17        very expensive.  



18                 



19                 COMMITTEE MEMBER:  Very slow.



20                 



21                 COMMITTEE MEMBER:  And so lots of 



22        times what we end up doing is triaging and 



23        saying -- reaching out through all of our 



24        other partners to say, here's the capability 



25        that we need.  And then what -- how else can 





�                                                               102



 1        we need this.  And sometimes, the only 



 2        capability is the National Guard helicopters 



 3        or a big one that National Guard plays a 



 4        role in.  High water vehicles as well.



 5                     And so we do have that, but 



 6        there's -- there's not that many National 



 7        Guard resources that just come pouring out 



 8        of the barracks during an emergency, either.



 9                 



10                 COMMITTEE MEMBER:  10-second funny 



11        anecdote.  I have to -- physicians ended -- 



12        when I was working at Inova Fairfax before I 



13        transferred to the system office.  



14        Physicians were calling 911 asking for 



15        National Guard transport to work during 



16        Blizzard Jonas. 



17                     And I talked to the PSAP over 



18        at the 911 center.  And I said, any future 



19        one you call -- you forward the call to me.  



20        And they started doing that and -- because 



21        that's insane.



22                 



23                 MS. PARKER:  So on the topic of 



24        pediatrics and burns and kind of the 



25        direction that our health care coalitions 
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 1        are going and the direction that ASPR, 



 2        you're going to see as kind of going to -- 



 3        kind of push us. 



 4                     I think this might give us the 



 5        ability to kind of open the discussion, 



 6        especially on those -- those kind of 



 7        specialty surge events that we definitely 



 8        need to plan more about.  So I'll turn it 



 9        over to Patrick if that's cool.  And he can 



10        go over --



11                 



12                 MR. ASHLEY:  Sure.  Yes, I'm going 



13        to -- like Kelly said, I'm going to talk 



14        about sort of the hospital preparing for and 



15        sort of where we see it going where -- 



16        whereas the Assistant Secretary Preparedness 



17        and Response, with both the agency and a 



18        person sees it going. 



19                     But I think I can sum up my 



20        eight slides.  And what's on the right is 



21        that partnerships are key.  And that's 



22        really -- regardless of whether we're 



23        talking about health care preparedness or 



24        health care in general, or emergency 



25        management.  It's all about the 
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 1        partnerships.  And -- and that's really the 



 2        direction where we're going is that 



 3        everybody's better integrating with each 



 4        other.  So just a couple points of -- sort 



 5        of items of interest here and some 



 6        commentary on them. 



 7                     We believe that some of the 



 8        topics du jour are going to be complex -- 



 9        coordinated attacks, terrorism, active 



10        shooter -- whatever you want to call it.  We 



11        believe that that's going to be a challenge 



12        as we move forward. 



13                     The coordination of health 



14        care during these events is very difficult.  



15        We saw during things like Las Vegas where we 



16        have spent a lot of time working on 



17        ambulance diversion policies and ambulances, 



18        where they do during trauma events.



19                     But we see that lots of times 



20        patients self-present.  And -- and so how do 



21        we get a hold of making sure that patients 



22        don't overwhelm a hospital and create a 



23        second disaster.  On that topic as well as 



24        what role does first responders have to play 



25        at the front door of an emergency room to 
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 1        help control that disaster before it moves 



 2        inside your emergency room.  So that's a -- 



 3        that's a big topic of conversation as we 



 4        move forward. 



 5                     This goes without saying, 



 6        cyber security is -- is massive.  And many 



 7        of our health care systems -- all of our 



 8        health care systems are so dependent on 



 9        technology. 



10                     We're also dependent on 



11        technology, whether this is a planned or 



12        unplanned outage.  This is huge.  This will 



13        cripple our entire systems. 



14                     And if it's -- it's some type 



15        of regional disruption where we're looking 



16        at some of our backbone providers for IT 



17        infrastructure, some of our fiber providers, 



18        some of our core telecom providers.



19                     That just makes that problem 



20        so much worse if it's not just an isolated 



21        health care system or even an isolated 



22        hospital.  Highly infectious disease, we saw 



23        during Ebola, going back about five years 



24        ago, that this is a major topic of interest 



25        that is also not going away.  As -- as 
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 1        you've seen before, diseases can jump the 



 2        continents very easily.  And so we -- we're 



 3        constantly worried about just preparation 



 4        awareness and -- and how we respond to that 



 5        is a big topic that we believe is going to 



 6        be important moving forward. 



 7                     Increased systemization of 



 8        health care, this is -- this presents a set 



 9        of opportunities and challenges in the fact 



10        that it makes the health care systems have a 



11        lot of resources.



12                     But it also introduces some 



13        artificial silos as well within that.  It -- 



14        it really is just something to really watch 



15        for and how we develop partnerships and 



16        making sure that partnerships aren't just 



17        within systems, but are also with next door 



18        neighbors. 



19                     And so sometimes we'll see 



20        systems have facilities that are very far 



21        apart.  And that's really their -- their 



22        redundancies.  But there's also the need to 



23        have partnerships with the hospital next 



24        door or the long term care facility next 



25        door.  Other items of interest here as we 
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 1        move forward is really home based care.  You 



 2        guys are all aware of this, it's where we 



 3        start seeing patients that are discharged 



 4        out of a hospital earlier, moving to long 



 5        term care facilities sooner.



 6                     And -- and that presents a set 



 7        of vulnerable patients and vulnerable 



 8        populations in the community that we have to 



 9        think of that during an emergency whether 



10        they're evacuated or they're having some 



11        type of other issue. 



12                     Whether it's that highly 



13        infectious disease we're talking about, a 



14        pandemic that's going to cause continual 



15        challenges as they re-present back to the 



16        health care systems, or moved to another 



17        area.  



18                     Tele-medicine is just a -- an 



19        item of interest here that we believe is -- 



20        has a big role in all of this.  And again, 



21        that technology is a huge -- it presents an 



22        opportunity, but it also presents the 



23        challenges that we've talked about before.  



24        And then finally, technology dependency is 



25        -- is really one of the things to watch is 
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 1        that our -- as -- as citizens, we're so 



 2        dependent on technology to decide what 



 3        hospitals we're going at, where the closest 



 4        hospital is.  How to make appointments with 



 5        our doctors, and so that presents both an 



 6        opportunity and challenges.



 7                     And one of the commentaries 



 8        here is about Las Vegas again, where 



 9        dependent on whether you used Google maps or 



10        Apple maps on your phone about which 



11        hospital in Las Vegas that you presented to.  



12                     One of them you went to a 



13        trauma center, one of them you didn't go to 



14        a trauma center.  The -- the map 



15        applications, how we leverage those in terms 



16        of providing care, I think that's a huge 



17        potential.



18                     And it's just conversations 



19        that we have to have with those technology 



20        providers about how do we get folks to the 



21        most appropriate level of care during 



22        emergencies.  So one of our focuses, moving 



23        forward -- this has been our focus for a 



24        while -- is increasing our engagement.  



25        Whoops, I am clicking on my computer and I'm 
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 1        not there for things.  In that basically, 



 2        93% of all the trauma hospitals in the US or 



 3        the TCA members belong to a health care 



 4        coalition.  This is nationwide, this is not 



 5        just Virginia data.  You want to click again 



 6        for me -- 



 7                 



 8                 COMMITTEE MEMBER:  Mm-hmm.



 9                 



10                 MR. ASHLEY:  -- because I'll 



11        forget.  But the problem is, is that when we 



12        look at that, 72% of the respondents of that 



13        survey didn't know -- did not know that they 



14        were in a health care coalition. 



15                     So if you can click one more 



16        time, Gilly.  So what we see lots of times 



17        is that health care coalitions are great.  



18        We have a lot of engagement with a number of 



19        facilities.



20                     But many times, that 



21        engagement doesn't go very deep within the 



22        facility because everybody has their own 



23        competing priorities.  And so one of the 



24        areas of engagement that we really need to 



25        work on is engaging those folks other than 
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 1        the emergency managers, other than the 



 2        emergency rooms.  Our trauma programs 



 3        obviously here, our clinicians, our 



 4        executives, our administrators. 



 5                     Our pharmacy and our infection 



 6        prevention is.  And really, just increasing 



 7        the bench that understands that there are 



 8        resources and relationships out in the 



 9        community that they can leverage during 



10        disasters.



11                     And so, that goes on to sort 



12        of increase our membership as another 



13        priority.  We'll -- you put --



14                 



15                 COMMITTEE MEMBER:  No?  



16                 



17                 MR. ASHLEY:  Too fast.  Is really 



18        increasing our membership, and that's really 



19        moving away from -- you've seen the move of 



20        the hospital preparedness program, which 



21        used to be just hospitals to now it includes 



22        the long term care facilities, our other 



23        health care providers to really looking at 



24        the full spectrum of health care.  And 



25        understanding that a hospital can't operate 
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 1        without their supply chain.  Understanding a 



 2        hospital and health care facilities can't 



 3        operate without their pharmacies and 



 4        laboratories. 



 5                     Many of these services are 



 6        outsourced these days.  And so we also see 



 7        with supply chain just how quickly that can 



 8        be disrupted with, say, a simple warehouse 



 9        fire, icy roads that prevent transportation 



10        into the region. 



11                     And so that's -- that's the 



12        big picture of how do we leverage these 



13        relationships.  Some of these relationships 



14        are best leveraged locally and some of these 



15        are regionally, some of these are state 



16        level.



17                     And some of these are bigger, 



18        you know, engaging things on sort of US 



19        region level.  And so how we engage those 



20        relationships is so important. 



21                     Finally, specialty care 



22        centers, burns and peds, that huge 



23        understanding.  Not every region's going to 



24        have these specialty assets.  And so 



25        understanding how you access those during an 
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 1        emergency and what your stop-gap provisions 



 2        are.  I like this.  And so some of the 



 3        things that -- that the ASPR is concerned 



 4        about and we've added some as well, so 



 5        you'll see the ones in stars up there is the 



 6        ASPR's concerns. 



 7                     But we're very concerned about 



 8        the high consequence of beds and the 



 9        specialty care that comes along with that.  



10        And so we're very concerned with trauma.  We 



11        think that we have a pretty good system, but 



12        there's always room for improvement.  



13                     Pediatrics is huge.  And -- 



14        and there's not a lot of capacity there.  



15        Burns, also, as well.  Just an anecdote, I 



16        saw -- has anybody seen the boiled water 



17        challenge where you throw the water up in 



18        the air --



19                 



20                 COMMITTEE MEMBER:  Yeah.



21                 



22                 MR. ASHLEY:  -- because it's been 



23        freezing cold.  So eight people went to the 



24        University of Chicago Burn Center because of 



25        that.  And so it's not just all about the -- 
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 1        the explosion that's going to cause these 



 2        types of surges.  It's going to be people 



 3        doing stupid things as well. 



 4                     Infectious diseases, how we 



 5        take care of those folks that, you know, 



 6        have some type of very highly infectious 



 7        disease, and also the folks that don't have 



 8        something that's quite as severe but just as 



 9        infectious, say, measles for example, and 



10        how we take care of those in the surges.  



11                 



12                 COMMITTEE MEMBER:  Yeah.



13                 



14                 MR. ASHLEY:  Radiation and 



15        chemicals are two of the things that people 



16        don't like to talk about a whole lot because 



17        that's very hard, very specialized.  And so 



18        that's another thing that we want to look 



19        forward as how we deal with that.  



20                     And that may not be dealing 



21        with it in Virginia, that may be dealing 



22        with it in Virginia.  But having that access 



23        to care and that subject matter expertise 



24        when the -- the event happens.  And then 



25        finally, as you all know, mental health is a 
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 1        huge issue.  The number of beds for mental 



 2        health in the health care system in general 



 3        is very fractured.  And so that presents its 



 4        own challenges during these high consequence 



 5        events and on a day to day basis.



 6                     And so that's something that 



 7        we're hoping to get more engaged with.  So 



 8        we think that each region of the 



 9        Commonwealth has a pretty good established 



10        trauma plan, and that's really the baseline.  



11                     And the reason I have this 



12        slide here is about -- you know, again, 



13        that's for of very initial response.  And 



14        where we move forward to, Kelly, is how we 



15        move and build that capacity as we look 



16        forward from the initial event response and 



17        building out and saying, all right, we've 



18        taken care of the immediate. 



19                     We stopped the bleed.  Where 



20        do we go from this?  So this is one of the 



21        ASPR slides and one of his priorities is 



22        that at a regional and coalition level, we 



23        have very established, defined trauma 



24        systems in most regions that can take care 



25        of things.  And as we start to look at 





�                                                               115



 1        specialty care, how we build these networks 



 2        within our health care systems is so very 



 3        important.  And understanding how we access 



 4        the care is so very important as well.



 5                     To your point earlier about 



 6        legal implications and how do we cross state 



 7        lines is very important as well.  And so, 



 8        that's the understanding because I know that 



 9        I might have specialty capabilities in North 



10        Carolina, Washington, DC, Maryland, 



11        whatever. 



12                     But can I legally transport 



13        that patient there and what do I need to do 



14        in terms of insurance and all of the other 



15        moving parts there.  So this is really just 



16        a notional map.



17                     None of these locations on the 



18        map actually exist.  They don't exist and 



19        the stars don't mean anything.  And this is 



20        really the ASPR's vision of what a regional 



21        disaster health response network looks like.  



22                     And this is what we're really 



23        looking to sort of build our system around.  



24        Notionally in that, there will be specialty 



25        sort of centers of excellence that take care 
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 1        of some of this very high consequence, very 



 2        threat-specific events.  So for example, you 



 3        see like Nebraska has the highly infectious 



 4        disease as part of their NETEC program out 



 5        there. 



 6                     And so really understanding 



 7        how we fit in and how we transfer care 



 8        amongst these systems is so important for 



 9        us. So they -- they started two pilot 



10        projects here. 



11                     They did aware two $3M grants 



12        to Massachusetts and Nebraska to really 



13        study about how this looks like.  And what 



14        does it look like when we start looking at 



15        things on not just a regional level or a 



16        state level, but really looking at US 



17        regions for that specialty level of care.  



18                     Building a good foundational 



19        base amongst our health care communities to 



20        deal with the day to day issues, our small 



21        MCI's, our traumas. 



22                     And then moving up to where we 



23        have specialty care at the state level 



24        that's coordinated amongst all those 



25        specialty care providers.  And then moving 
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 1        up to those sort of ultra-specialized care 



 2        levels for things like Ebola, our burn 



 3        centers and -- and those types of assets.  



 4                     So that's really -- the -- the 



 5        ASPR vision is really about bringing all of 



 6        these assets, resources and relationships 



 7        together in a partnership. 



 8                     And understanding one of the 



 9        things we often say in our program is that, 



10        you know, we're competitors on a day to day 



11        basis, but during emergencies we're 



12        colleagues.



13                     And so that's what's so very 



14        important to us is about how do we fit in 



15        together.  And how do we institutionalize 



16        and systemize those relationships so it's 



17        not dependent on Keith and I having a 



18        relationship and understanding that, you 



19        know, it's institution to institution 



20        relationship. 



21                     And those -- when Keith quit 



22        or I quit, that those relationships stay -- 



23        stick around.  So that's really the vision.  



24        I'm happy to take any questions.  



25                 





�                                                               118



 1                 COMMITTEE MEMBER:  Call it 



 2        cooperatition [sp].



 3                 



 4                 MR. ASHLEY:  Cooperatition?  



 5                 



 6                 MR. GIEBFRIED:  Just comments.  



 7        There are some contacts, regional contacts 



 8        for licenses.  And there are some that are 



 9        moving forward and -- and Virginia's, we're 



10        coming up for vote on that.



11                     But the other one, I had -- 



12        had a question about was the criminals, the 



13        individuals who are in jails or in prisons.



14                 



15                 MR. ASHLEY:  Sure.



16                 



17                 MR. GIEBFRIED:  In responsing -- 



18        responding to those from other facilities 



19        have handed special facilities that have 



20        locked wards. 



21                     They could manage some of 



22        these.  But in a large event, I'm just 



23        wondering -- I haven't heard anybody talk 



24        about how that population will be managed.



25                 
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 1                 MR. ASHLEY:  That's -- that's a 



 2        really good question that I don't have an 



 3        answer for with regards to the general 



 4        prison population.  



 5                     That's -- that's historically 



 6        been a challenge of how do you deal with a 



 7        mass evacuation of a number of locked 



 8        individuals.



 9                     With regards to our health 



10        care systems that have some of those locked, 



11        those are a little easier because there are 



12        so few patients within our health care 



13        system. 



14                     But we see some of the same 



15        challenges within our long term care 



16        facilities with their dementia units.  And 



17        some of our psychiatric units within our 



18        hospitals, they need that same sort of level 



19        of supervision, albeit not quite the same.  



20        But that is a challenge that I'll -- I'll 



21        recognize but don't have an answer for.



22                 



23                 COMMITTEE MEMBER:  I -- I actually 



24        could take a small snippet at that -- 



25                 
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 1                 MR. GIEBFRIED:  Sure.



 2                 



 3                 COMMITTEE MEMBER:  -- because in my 



 4        previous life, I did manage juvenile 



 5        detention populations for many, many years.  



 6        And we had a very robust plan in place, 



 7        especially in southeastern Virginia. 



 8                     But as part of the requirement 



 9        under the Department of Juvenile Justice -- 



10        and we regularly practiced full scale 



11        evacuations of the detention center to an 



12        alternate location site, undisclosed, of 



13        course, as you can imagine.



14                     But we not only had one, but 



15        also a secondary.  So again, that was not 



16        the adult population that I managed, it was 



17        certainly the juvenile.  



18                     And very similar to schools, 



19        as well, that continued to be -- well, as 



20        active shooters became more popular and 



21        things like that, we simply had to 



22        continually practice.  Especially with the 



23        transition or turnover of staff in -- in a 



24        detention or prison setting, the turnover of 



25        staff is alarming.  And it is constant 
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 1        retraining, if you will, and in-service.  So 



 2        I hope that helps a little bit.



 3                 



 4                 MR. GIEBFRIED:  I had one further 



 5        question from working in the medical 



 6        observatory, setting up shelters.  The Red 



 7        Cross, initially, wouldn't allow service to 



 8        animals or pets to be in shelters and that 



 9        changed after Katrina. 



10                     What happens as we're in a 



11        shelter situation, these people come in with 



12        their affected animals, bringing them in 



13        when they're transported into the hospital.  



14                     How do you manage that 



15        population of these both pets and sheltered 



16        animals, and assist animals?  



17                 



18                 COMMITTEE MEMBER:  Sure.  You know, 



19        I think that's on a case by case basis.  



20        Many times, just from my own experience, the 



21        local animal control take -- takes a role in 



22        that coordination.  They aren't seizing the 



23        animal or anything like that, but they'll 



24        take custody of the animal in the shelter 



25        situation where -- and we're not talking 
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 1        service animals, if they have an animal 



 2        within a shelter.  And then ultimately, 



 3        that's a conversation with the hospitals.  



 4                     And I'm not very well read on 



 5        that, but I would look to other people in 



 6        their room of how you would deal with a 



 7        service animal that presents at your 



 8        hospital.  But I'm not that familiar --



 9                 



10                 COMMITTEE MEMBER:  Yeah.  That's -- 



11        that's --



12                 



13                 COMMITTEE MEMBER:  It's not trauma- 



14        related and it's -- it's hospital-related.  



15        So each individual hospital deals with that.



16                 



17                 MR. GRAY:  The only thing I can add 



18        to that, I can't remember the actual name of 



19        the group.  But it's a statewide group and 



20        it's a national group.  



21                     But we've engaged -- they have 



22        one regionally as well.  So we've engaged 



23        them and talked to them about during a 



24        disaster, they'll actually bring trailers 



25        and so forth.
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 1                 COMMITTEE MEMBER:  Yeah.



 2                 



 3                 MR. GRAY:  And they can help with 



 4        pets.



 5                 



 6                 COMMITTEE MEMBER:  And that's in 



 7        every jurisdiction.  I mean, again, it's 



 8        jurisdictional based.  



 9                 



10                 MR. DAY:  All right.  So let's 



11        finish this up.  It's almost 10:00 o'clock.  



12        So we -- we've gone over the coalition 



13        overviews.  We've talked about burns.  We've 



14        talked about -- a little bit about 



15        pediatrics. 



16                     And what I do want to tell you 



17        I want to do is we want to offer up for 



18        everybody to think about, we need one more 



19        crossover to sit on the Post-Acute Care 



20        Committee.  So does anybody have a burning 



21        wish to sit on that from our group?



22                 



23                 MS. NOWLIN:  I don't mind and I'm 



24        local, so...



25                 
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 1                 MR. DAY:  All right, Erin.  



 2                 



 3                 MS. NOWLIN:  I think you win.



 4                 



 5                 MR. DAY:  Thank you.



 6                 



 7                 COMMITTEE MEMBER:  Erin's going to 



 8        be key, and nobody else on here.



 9                 



10           (At this time, several committee members 



11  began speaking all at once.)



12  



13                 MR. DAY:  So we have a lot of 



14        information today.  And what we -- the other 



15        thing we found out over the course of the 



16        last two days is that a lot of this work is 



17        going to be hard to get done in -- every 



18        three months.



19                     So we -- in a couple of the 



20        other meetings, we've talked about getting 



21        together every six weeks.  Is that something 



22        that people think that they can -- because 



23        we can't do this work outside of -- you 



24        know, we can't talk to each other because of 



25        State rules.  We can't get all -- get 
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 1        together on a flat screen TV and work.  So 



 2        we're kind of constrained by that.  So is 



 3        everybody think they can -- they can get 



 4        together two ways. 



 5                     All as a whole every six 



 6        weeks.  Or we can break some of this up into 



 7        smaller sub-groups that can meet 



 8        differently.  I'll take ideas.



 9                 



10                 COMMITTEE MEMBER:  I think it needs 



11        to be a bigger group until you can divide 



12        them up.



13                 



14                 MR. DAY:  Yes.



15                 



16                 COMMITTEE MEMBER:  You have to know 



17        what to divide up with.



18                 



19                 COMMITTEE MEMBER:  Do you rotate a 



20        -- the location can be in -- in a 



21        coalition's post meetings or does it have to 



22        be --



23                 



24                 MS. PARKER:  Fortunately, because 



25        it's an Office of EMS-run meeting, it's 
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 1        wherever they decide the meetings are going 



 2        to be.  I think they're all going to be 



 3        based --



 4                 



 5                 MR. DAY:  Pretty much based in the 



 6        Richmond area.



 7                 



 8                 MS. PARKER:  -- in Richmond.  If we 



 9        do decide to meet outside of this meeting -- 



10        the already established ones -- I mean, we 



11        could potentially look at other locations.  



12                     But that would have to be run 



13        through OEMS and it has to be publicly 



14        announced.  And then you have to open up to 



15        the public wherever that location is.  And 



16        so -- 



17                 



18                 DR. ABOUTANOS:  And then you have 



19        to make --



20                 



21                 MR. DAY:  Yes, sir.



22                 



23                 MS. PARKER:  Yeah.



24                 



25                 DR. ABOUTANOS:  So we can work 
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 1        without EMS and meet in different place.  It 



 2        does not have to be where the Office of EMS 



 3        is.  We did that throughout the trauma 



 4        system.  It's a -- they prefer to all meet 



 5        in, you know, and they just say in the 



 6        Office a lot.



 7                     It's cheaper than that's going 



 8        to be like in this location.  But you could 



 9        host and in this way, you would be kind of 



10        there where you want to meet. 



11                     But what's happening in every 



12        committee now is that every committee's 



13        coming to recognition that three months is 



14        not adequate.  And there's no way we could 



15        move forward. 



16                     Even the trauma system plan 



17        took us two and a half years to put together 



18        because of these -- these restrictions.  And 



19        so most committees, I think almost every 



20        committee now, wants to meet at six -- the 



21        six-week interval. 



22                     So what that does is that it 



23        creates -- if that happen, the Office of EMS 



24        can have this event come -- like today, 



25        central location, everybody else meet.  So 
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 1        the crossovers can also meet in the other -- 



 2        with the other committees who are also 



 3        decided to meet half way.  Because this is 



 4        one of the biggest aspect of -- of this 



 5        committee is decide the phenomenal work has 



 6        happened today, is to look at the trauma 



 7        perspective. 



 8                     Trauma system plan, look at 



 9        the pre-injury part.  What are we doing with 



10        that from disaster aspect.  When the, you 



11        know, Pre-Hospital, Hospital and the Post-



12        Acute, we make sure every one of those are 



13        covered.



14                     But also be the liaison for 



15        those various committees and make sure that 



16        they're -- you know, they're covered.  You 



17        know, so for example, like even in the Post-



18        Acute Committee when I was there, they were 



19        discussing a lot -- you know, how can the 



20        post-acute help in emergency preparedness.  



21                     But there's an additional part 



22        of recovery, how long does it take.  So 



23        there is -- I think having integration and 



24        being able to be in a place where the other 



25        committees are there, it would serve the 
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 1        function of -- of the plan.  



 2                 



 3                 MR. DAY:  Okay.



 4                 



 5                 COMMITTEE MEMBER:  Do we have to 



 6        have our meeting every six weeks or does it 



 7        make sense to?



 8                 



 9                 COMMITTEE MEMBER:  Mm-hmm.



10                 



11                 MS. PARKER:  Yeah, we just tag onto 



12        that, if everybody's in agreement to meet.



13                 



14                 MR. GRAY:  To tie it down, you 



15        know, another meeting that we have works 



16        usually prompt --



17                 



18                 COMMITTEE MEMBER:  Yeah.



19                 



20                 MS. PARKER:  Yeah.



21                 



22                 MR. GRAY:  -- between six hours.



23                 



24                 MS. PARKER:  That's what we tried 



25        to do.
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 1                 MR. DAY:  And that post -- Post-



 2        Acute Care, I mean, that's -- we talked a 



 3        lot about the long term care facilities and 



 4        all that. 



 5                     So that would -- that -- you 



 6        would bring a lot to that.  All right.  So 



 7        we bring that back to -- we're meeting 



 8        later, so we'll bring --



 9                 



10                 DR. ABOUTANOS:  Yeah, you bring it 



11        back to the TAG Committee.  Say this is 



12        request of this committee, we need to meet 



13        more often.  



14                 



15                 MR. DAY:  So both of you, I have 



16        tele-medicine questions for.  But I'm going 



17        to keep to each individual stuff --



18                 



19                 COMMITTEE MEMBER:  Sure.



20                 



21                 MR. DAY:  -- for future -- to bring 



22        back.  Dr. Aboutanos, do you have -- I know 



23        you came in kind of late.  I'm going to have 



24        this presentation sent to you personally so 



25        you have all of that.  Can you -- can you 
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 1        send that, please, Kelly?  Do you have any 



 2        questions or any comments to the group?



 3                 



 4                 DR. ABOUTANOS:  No.  That was kind 



 5        of just my -- my comment of -- of what I 



 6        just mentioned earlier that the function of 



 7        extra -- of this committee can not -- 



 8        remember, this committee is made for the 



 9        trauma system plan.



10                 



11                 MR. DAY:  Right, right.  We kind of 



12        -- we steer that.  But --



13                 



14                 DR. ABOUTANOS:  Yeah, because it's 



15        very easy.  And then if you go -- if any of 



16        you are involved with -- in a hospital 



17        disaster plans, you could see how a lot of 



18        the trauma part is something you have to 



19        fight toward, fight the -- the infectious 



20        disease, working to -- set up the -- have 



21        something the most common -- there's a lot 



22        of presumption that -- that this is known.  



23        So as we develop -- when we develop a 



24        strategy not initially of all the 



25        committees, disaster was kind of -- was an 
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 1        add-on.  And it just shows you how bad that 



 2        -- that one is.  It's sort of like being a 



 3        function integral for the use existing 



 4        trauma system advanced -- you know, I think 



 5        the best example Katrina, etcetera. 



 6                     But the -- the big aspect, I 



 7        would just say from this committee is how to 



 8        truly make the units that are not part of 



 9        the system be part of the trauma system, you 



10        know. 



11                     And -- you know, what is 



12        trauma?  How does trauma effected in 



13        disaster planning?  And is that being 



14        addressed adequately in trauma system plan, 



15        you know.  And so this is -- so you're going 



16        to get into doing a lot of us are already 



17        doing.



18                 



19                 COMMITTEE MEMBER:  What?



20                 



21                 DR. ABOUTANOS:  Which is the 



22        coalitions together talking about overall 



23        preparedness.  And so we have -- we have to 



24        be very cognizant of this fact.  And there 



25        are some big things like burn.  That does 
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 1        belong naturally in the -- in the -- doing 



 2        trauma system plan.  That's the easy task.  



 3        And you know and -- but that -- that part 



 4        becomes very important.  So addressing with 



 5        the [unintelligible] part, the adequate 



 6        hospital preparedness part.



 7                     One day we also find out, you 



 8        know, I mean, you can comment.  A lot of 



 9        people in the hospital committees, the 



10        disaster preparedness in their own hospital 



11        are not aware of the -- that the system. 



12                     So the question, for example, 



13        that Sam was asking, those are basic 



14        questions that everybody asks.  And just 



15        tell you the -- a lot of us who deal with 



16        disaster know these things. 



17                     But that the ones who are 



18        responding, especially within the hospitals, 



19        they have a different knowledge of it than 



20        the Pre-Hospital person. 



21                     So understanding the gap of 



22        what this committee -- so there's a lot of 



23        work for this committee.  That's why I'm 



24        very happy that the -- you're thinking of me 



25        more often.  This being an initial 
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 1        presentation of what -- what exists.  And it 



 2        shouldn't just be sent to me.  See, that's 



 3        the whole point.  It should be sent kind of 



 4        literally -- I would send it --



 5                 



 6                 MR. DAY:  I'm going to send it to 



 7        all the -- all the heads.



 8                 



 9                 DR. ABOUTANOS:  Yeah, all the 



10        chairs do not have that.



11                 



12                 MR. DAY:  But I -- want you to have 



13        it, too.  Because you -- you didn't --



14                 



15                 DR. ABOUTANOS:  Send it to all the 



16        chairs.  And let them send to the -- 



17        communicate with their committees and ask 



18        the question, is this -- does this -- how 



19        does this work from your committee, from 



20        your aspect, you know.  And so...



21                 



22                 MR. DAY:  Absolutely.



23                 



24                 MR. SOTO:  Doctor, Walt Soto from 



25        Children's Hospital.  As a planner, I spent 
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 1        quite a bit of time in discussion with our 



 2        trauma doctors.  And I think it's valuable 



 3        for us to know what's important for you to 



 4        know.  Because there's a lot of information 



 5        that we can -- that we can communicate.



 6                     But -- I mean, it's -- is -- 



 7        is valuable.  And we don't want to overload 



 8        our -- our trauma caretakers with too much 



 9        information. 



10                     So it's what are the 



11        essentials that you need to know about this 



12        larger plan, as opposed to, you know, the 



13        PowerPoint.  



14                     You know, death by PowerPoint 



15        and too much information that isn't really 



16        relevant, you know, to your scope of 



17        specialty.



18                 



19                 DR. ABOUTANOS:  I mean, this -- 



20        this is a great question.  And I would just 



21        bring it back to this committee and ask it 



22        -- ask it that way.  What is the community's 



23        knowledge of what -- our trauma responders.  



24        And I won't limit it to the physician.  You 



25        know, does the physician -- but the 
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 1        providers and nurses, etcetera.  And maybe 



 2        create -- this committee comes out with a 



 3        certain understanding what the hospital 



 4        need. 



 5                     What you ask is -- if I answer 



 6        you, I'm going to give you one person's 



 7        opinion.  We do it from a -- from a 



 8        committee aspect.



 9                 



10                 MR. SOTO:  And see, that has value 



11        to it.



12                 



13                 DR. ABOUTANOS:  We have -- I mean, 



14        I tell you very quickly what we have found 



15        out that most disaster committees and 



16        hospitals are logistics. 



17                 



18                 COMMITTEE MEMBER:  Mm-hmm.



19                 



20                 DR. ABOUTANOS:  And most providers 



21        in hospitals are very much disconnected 



22        because they -- and the whole point is that 



23        can you bring the content of -- of medical 



24        management to the -- and -- and expertise 



25        development to the content of logistics.  
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 1        Can you learn from other aspect -- and don't 



 2        -- I mean, they go together, you know.  So 



 3        -- and make quick example.  We take the, for 



 4        example, the burn patient.  We know the burn 



 5        patient can travel within 24 hours. 



 6                     But after that, huge amount of 



 7        resources comes in to burn patient.  A 



 8        lot -- a mob comes in with explosions and 



 9        most of -- of -- orthopedic injury, for 



10        example.



11                     Huge, huge cost to the 



12        hospitals.  And they stay significantly for 



13        more than two -- two months sometimes.  And 



14        so this is different extreme. 



15                     That this -- these kind of 



16        details comes to trauma and not very well 



17        known to combine logistics with trauma.  But 



18        I think what you have said is very 



19        important. 



20                     We must take that, let's ask 



21        the various hospitals who's involved in your 



22        committee?  Where are you at, and so this 



23        thing can function in this -- in this 



24        manner.  But today is just a -- this is 



25        inaugural day.  You know, preliminary -- 
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 1        getting to know the -- the lay of the land, 



 2        what already exists.  Don't reinvent 



 3        something already there. 



 4                     But the only thing I'm asking 



 5        is we -- is we start getting more focused on 



 6        what the function of this committee within 



 7        the trauma system plan. 



 8                 



 9                 COMMITTEE MEMBER:  Okay.



10                 



11                 MR. DAY:  Okay.  So we'll get -- 



12        we'll send out regarding the next meeting 



13        for sure, whether it be the next EMSC 



14        meeting.  But I'm -- we're going to look at 



15        the next six-week.  So do we have any 



16        questions?  We'll adjourn.  Thank you.



17                 



18           (The Emergency Preparedness and Response 



19  Committee meeting concluded.)



20  



21  



22  



23  



24  



25  
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