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1 Program Level Capabilities
Ensuring that facilities address issues relative to emergency planning and preparedness is a crucial building block for facility capabilities.  The following Program-Level capabilities are critical to all Veterans Affairs Medical Centers (VAMCs):
· Systems-Based Approach to the Development, Implementation, Management, and Maintenance of the Emergency Management Program (EMP)
· Administrative Activities ensure the EMP meets its Mission and Objectives 
· Development, Implementation, Management, and Maintenance of an Emergency Management Committee (EMC) process to Support the EMP 
· Development, Implementation, and Maintenance of a Hazard Vulnerability Analysis (HVA) process as the Foundation for Conducting the EMP 
· Incorporation of Comprehensive Mitigation Planning into the Facility’s EMP 
· Incorporation of Comprehensive Preparedness Planning into the Facility’s EMP 
· Incorporation of Continuity Planning into the Activities of the Facility’s EMP to ensure Organizational Continuity and Resiliency of Mission Critical Functions, Processes, and Systems
· Incorporation of Comprehensive Instructional Activity into the Preparedness Activities of the Facility’s EMP
· Incorporation of a Range of Exercise Types that Test the Facility’s EMP 
· Demonstration of Systems-Based Evaluation of the Facility’s Overall EMP and its Emergency Operations Plan (EOP)
· Incorporation of Accepted Improvement Recommendations into the EMP and its Components such that the process becomes one of a Learning Organization
The following sections describe these Program-Level capabilities including their rationale and measurement.  

1.1 Systems-Based Approach to the Development, Implementation, Management, and Maintenance of the Emergency Management Program 
Description:  To demonstrate this capability the facility implements a systems approach in the development of its EMP.
Rationale:  A systems approach leads to a well-thought-out and fully developed EMP and will lead to more standardization across facilities within the Veterans Health Administration (VHA).
Measurement: 
· Pre-Survey

· Review of EOP
· Assess EMP description and EMP strategic plan and annual program reviews
· Interview with Emergency Program Coordinator (EPC) 
· Interview with EMC, Associate Director (AD) & all key Operating Unit Managers (review EMC minutes)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· Emergency management is an organized program with consistent strategy and integration of all components into the organization’s administration and operations. 

	Resources
	

	Supplies
	· Not Applicable (N/A)

	Facilities/Equipment
	· N/A

	Personnel
	· Facility personnel use the VHA Emergency Management Guidebook to develop and update the program.  

· HVA results are linked to Standard Operating Procedures (SOPs) development.
· Facility staff assigned to preparedness activities should use the Incident Command System (ICS) for developing the EOP and the associated SOPs. 

· Lists of contractors and points of contact (POC) for activation of sharing agreements are developed and located at the EOC.

	Process


	· The EMP is well defined with clear overarching strategy and inter-relationship of its activities that cover the HVA, mitigation, preparedness, response and recovery.

· The EMP mission, description and strategic plan reflect a systems-based program with integrated elements.

	Education/Training
	· Staff is trained to understand the relationship between the HVA and the four emergency management components.

	Exercise
	· Exercises are clearly tied to evaluation of specific elements of the EMP.

	Evaluation
	· The EMP is evaluated at least annually and findings are documented in reports to the EMC.

	Organizational Learning
	· Improvements to the overall EMP structure are made to the program based on both an annual review and after action report (AAR) of exercises and incidents.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present. 

	3
	Excellent
	Resources and training are in place and the EMP is reviewed annually.  There is documented evidence that the HVA is an essential component of program development and implementation.

	2
	Developed
	Resources and training are in place.  Facility meets the underlying requirement of annual review and update of the EMP.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed, as evidenced by not using the HVA for activity planning, training and exercises.

	0
	Needs Attention
	There is an absence of capability, as evidenced by lack of an annual review of the EMP.


Questions:

1. Does your facility’s EOP contain a prioritization scheme of essential services for restoration/maintenance after hazard impact?
Answer: Establishing a prioritization scheme for essential mission critical systems and services enables the facility to repair, replace, and/or return online services or equipment deemed necessary for immediate business operations.  Delineating this task emphasizes the importance of those critical assets needed for a facility to return to a normal operating status in an efficient and timely manner.  
There are no standards that specify establishing a prioritization scheme for essential services for restoration/maintenance after hazard impact.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
2. Have performance objectives for program management and program elements been identified in order to periodically evaluate the program based on those objectives? 

Answer: An integral component to any EMP is defining and evaluating EMP objectives.  These delineate the composition of the program and provide guidance for corrective actions that may result from exercises or actual incidents.  The 2008 VHA EMP Guidebook, Section 3 “Leadership and Direction” and Section 11 “Program and Performance Evaluation”, defines program objectives as a key component in the development of an EMP accompanied by a comprehensive evaluation to ensure those objectives are being met.  

See also National Fire Protection Association (NFPA) 1600 4.1 (2), under Program Management states “The entity shall have a documented program that includes…Program goals, objectives, and method of program evaluation”.  
1.2 Administrative Activities ensure the Emergency Management Program meets its Mission and Objectives
Description:  To demonstrate this capability the facility employs a spectrum of administrative actions including senior management commitment to ensure the EMP meets its missions and objectives.

Rationale:  Active management participation are essential to ensure a successful program. Management needs to commit the necessary resources to conduct activities essential to the EMP.
Measurement:  
· Pre-Survey

· Review of EOP
· Review EMP mission statement
· Interviews with AD and EPC
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The EMP is supported as an essential element of the organization’s mission.

	Resources
	

	Supplies
	· Allocation of funding is sufficient to accomplish the annual objectives for obtaining necessary supplies.

	Facilities/Equipment
	· Adequate funding is available to obtain facilities and equipment needed specifically for the EMP.

	Personnel
	· Facility has properly staffed the emergency management function.

· Facility leadership actively participates in EMC meetings.
· The facility has appointed a staff member to oversee the full integration of the National Incident Management System (NIMS) into the facility’s EMP.

	Process
	· Facility leadership actively participates in EMC meetings.
· The administration provides sufficient administrative personnel and financial support for the EMP activities.
· Facility leadership is briefed at least semi-annually on status of readiness of facility.

· The successful complete adoption and implementation of the NIMS is incorporated into the facility’s EMP and provides the framework for incident management.

	Education/Training
	· Facility has allocated resources to accomplish the training needs of the EMP. 

	Exercise
	· Facility defines the scope of the exercise program and provides funding to accomplish it.

	Evaluation
	· Facility conducts an annual program review to assess administrative efficiency and effectiveness in supporting the EMP.

· Facility leadership monitors the program review to assure that the facility adheres to all pertinent standards and regulations.

	Organizational Learning
	· Facility incorporates identified improvements into its administrative activities.

· Facility implements changes as indicated to adhere to all pertinent standards and regulations.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present.

	3
	Excellent
	Resources and training are in place and there is an annual assessment of the resources needed to sustain the EMP and accomplish the defined operational objectives for the upcoming year.

	2
	Developed
	Resources and training are in place.  Funding is provided as needed.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed, including a lack of staffing to accomplish the full scope of the EMP.

	0
	Needs Attention
	There is an absence of capability exhibited by a lack of staffing to accomplish the full scope of the EMP to the point that accreditation is at risk.


Questions:
1. Does leadership, including leaders of the medical staff, actively participate in planning activities prior to developing an Emergency Operations Plan?
Answer: The 2008 VHA EMP Guidebook Section 3 “Leadership and Direction of the EMP”, provides guidance for the VAMC Director in appointing leadership to oversee and manage the EMP.  

In addition, The Joint Commission (TJC) requires each VAMC complies with Emergency Management (EM) Standard 01.01.01 Element of Performance (EP) 1 which states, “The hospital’s leaders, including leaders of the medical staff, participate in planning activities prior to developing an Emergency Operations Plan”.

See also NFPA 1600 4.1,(1) states “The entity shall have a documented program that includes…..Executive policy including vision, mission statement, roles and responsibilities, and enabling authority.”

2. Does the hospital’s leaders, including leaders of the medical staff, participate in the development of the Emergency Operations Plan?
Answer: The 2008 VHA EMP Guidebook Section 3 “Leadership and Direction of the EMP”, provides guidance for the VAMC Director in appointing leadership to oversee and manage the EMP.  

In addition, TJC requires each VAMC complies with EM.02.01.01 EP 1 which states, “The hospital’s leaders, including leaders of the medical staff, participate in the development of the Emergency Operations Plan”.

See also NFPA 1600 4.1,(1) states “The entity shall have a documented program that includes…..Executive policy including vision, mission statement, roles and responsibilities, and enabling authority.”
3. Has the VAMC adopted the NIMS throughout the organization including all appropriate departments and business units? 
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS Fiscal Year (FY) 2008 & 2009 Implementation Objectives for Healthcare Organizations Adoption Standard states, health care facilities must “Adopt NIMS throughout the healthcare organization including all appropriate departments and business units.”

4. How do you assess and ensure that the EMP priorities are supported with sufficient financial, training, and other resources?
Answer: As defined in VHA Directive 0320, “Comprehensive Emergency Management Program (CEMP)”, the VAMC must develop an all-hazards CEMP.  This directive delineates the actions throughout VHA to ensure that appropriations for the program are made available, a POC is designated to ensure coordination of activities and implementation, and to “…ensure guidance, education, and training for CEMP development, maintenance, and evaluation are made available, are in compliance with standards and regulations, and are issued by VA Central Office (CO).”  Although there are no standards that specify appropriate levels of funding, it is important to ensure that adequate resources are available.  

See also NFPA 1600 4.1, (1) – (6) states “The entity shall have a documented program that includes the following: (1) Executive policy including….enabling authority; (2) Program goals, objectives and method of program evaluation; (3) Program plans and procedures, (4) Applicable authorities, legislation, regulations…..; (5) Program budget and project schedule, including milestones; (6) Records management practices.”  NFPA 5.13.1 states “the entity shall develop and implement a training/educational curriculum to support the program.”
5. Do you have a line item for the EMP?
Answer: A line item or a EMP specific control point in the VAMC fiscal budget could ensure that appropriate funding is earmarked and allocated specifically for preparedness.  Although there are no specific standards requiring a line item in the budget, it is important to ensure that adequate resources are available.  The EMC’s role is to define a strategic plan for preparedness, conduct a needs assessment for current and future projects, and identify those elements that need funding.  Competing interests for funds can hamper the CEMP’s ability  to fund program specific resource needs such as training, specialized equipment, and support of large scale exercises.  A specific line item for the CEMP provides reassurance for continued program development.
There is a well prescribed process for the accounting of emergency related expenses.  The Department of Veterans Affairs (VA) Handbook 4005, “Accounting for Emergency-Related Costs” provides procedures for identifying, compiling, and reporting costs incurred in connection with a “declared emergency.”  In addition to Presidential or other declared emergencies, under 42 USC, Chapter 68, Section 5133 (1) and (2), this includes “…declared emergencies by the Secretary of the VA or designee.” The policy specifies Declared Emergency Budget Object Codes (BOCs) that cover expenses that range from salary, travel, emergency shipments and Automatic Data Processing (ADP) support.

See also NFPA 1600 4.1 (5) under Program Management states “The entity shall have a documented program that includes……Program budget and project schedule, including milestones.”

6. Who do you think the EPC should report to?  Why?
Answer:  There are no standards that specify reporting structure.  The purpose of this question is to understand actual reporting structure at VAMCs.  This data will be used to help determine if there is an optimal organizational alignment. 

7. Do you feel the EPC should be a full-time or part-time position?
Answer:  VHA Directive 0320, “CEMP,” paragraph 4 states the Facility Director is responsible for: “Designating an EPC to coordinate facility emergency preparedness activities.”  There are no standards that specify staffing requirements.  The purpose of this question is to understand actual staffing patterns for the EPC function.  This data will be used to help determine if there is an optimal level of funding for the EPC based upon successful program implementation and mission of the facility.   
See also NFPA 1600 4.2, Program Coordinator, states “The program coordinator shall be appointed by the entity and authorized to administer and keep current the program”.
8. Has the facility appointed a staff member to oversee the full integration of the NIMS into the EMP?

Answer:  The VAMC, through the EMC, should appoint a POC (i.e., EPC) to develop a NIMS implementation plan.  This ensures that all of the objectives set forth by the VHA Memorandum for NIMS compliance dated January 17, 2007, and the NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Standards are continually updated, integrated into current preparedness plans and evaluated for compliancy.
9. Describe the facility’s adoption and implementation of the NIMS.

Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Adoption Standard states, health care facilities must “adopt NIMS throughout the healthcare organization including all appropriate departments and business units.” 

1.3 Development, Implementation, Management, and Maintenance of an Emergency Management Committee process to Support the Emergency Management Program 
Description: To demonstrate this capability the facility must have an EMC that provides governance and oversight to the EMP. 

Rationale:  The EMC is essential to ensure the design, implementation, management, and review of the EMP.
Measurement:  
· Pre-Survey

· Review of EOP
· Presence of inventory of critical resources (pharmaceuticals, equipment, and supplies)
· Interview with EMC, AD & all key Operating Unit Managers (review EMC minutes)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The EMC’s position in the administrative structure of the facility, and the committee’s make-up and function is adequate to manage a comprehensive EMP.
· The EMC is organized to adequately address all components of the EMP.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· The EMC has acquired appropriate meeting space and the critical equipment and facilities needed to support its management of the EMP.

	Personnel
	· Personnel assigned to the EMC represent a cross section of the facility and provide the diverse perspectives and expertise necessary to govern the EMP. 

· Adequate personnel are assigned to support the EMC administrative activities.

	Process
	· The EMC meets regularly and keeps meaningful minutes of the meetings.

· The committee generates strategic work plans and other outputs that move the EMP forward. 

· Subcommittees are assigned as needed.

· The HVA, mitigation and preparedness plans, the EOP and any recovery plans are approved by the EMC and reviewed annually.

	Education/Training
	· EMC members are trained in their role and responsibilities on the committee.

	Exercise
	· The EMC meets quarterly and oversees any exercises that the facility conducts.

	Evaluation
	· The EMC's annual program review includes an assessment of the effectiveness and efficiency of the EMC activities, including whether the EMC achieved the annual program goals (and reflected in the minutes or the annual review report). 

	Organizational Learning
	· The EMC demonstrates that the EMC function and the EMP are continually improved and updated based upon evaluation findings. Accepted/implemented actions are documented in the minutes.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present.

	3
	Excellent
	Resources and training are in place and the EMC meets at least quarterly with ad hoc meetings as necessary. 

	2
	Developed
	Resources and training are in place.  EMC meets TJC requirements.

	1
	Being Developed
	The EMC has been appointed, but does not meet at least quarterly, and the role of the EMC is not fully developed, including a lack of meeting minutes.

	0
	Needs Attention
	There is an absence of capability because the EMC meets sporadically, lacks meeting minutes, and does not play a significant role in the overall management of the program.


Questions:

1. Has your facility designated an EMC that is responsible for overseeing your facility's all-hazards preparedness efforts?
Answer: The EMC should serve as an overarching governing body within the VAMC and help to ensure that all aspects of emergency management are addressed consistently from an organizational perspective.  The 2008 VHA EMP Guidebook, Section 2 “Program Development Process”, defines the role of the EMC to include:

· Ensuring organizational learning;

· Establishing the policy, procedures and standardized process;

· Assigning responsibilities to a task group;

· Monitoring progress; 
· Reviews, approves and funds recommendations;

· Defining the role of the organization in the community-wide EMP; and

· Monitoring ethical considerations

See also NFPA 1600 Section 4.3.  NFPA 1600 defines requirements for this committee:   “An advisory committee shall be established ….shall provide input to or assist in the coordination of the preparation, implementation, evaluation, and revision of the program”  

2. Who are the members of the EMC?
Answer: The 2008 VHA EMP Guidebook provides guidance on who should be considered a member of the EMC which includes: 

· A member(s) of the quadrad (i.e., Director, Assistant/Associate Director[Chairperson], Chief of Staff, Nurse Executive);

· Representatives from each critical operating unit;

· EPC, patient care services, security, surgical, safety, engineering, finance, Incident Management Team (IMT), Information Officer, Nutrition, Acquisition and Materials Management, mental health, etc.

Additional representatives may be included at the discretion of the committee to meet the needs of program development and sustainability.  

See also NFPA 1600 Section 4.3.3 which defines requirements for the EMC: “The advisory committee shall include the program coordinator and others who have the appropriate expertise, knowledge of the entity, and the capability to identify resources from all key functional areas within the entity and shall solicit applicable external representation.”
3. How often do they meet?
Answer: There are no standards that specify meeting frequency.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is an optimal meeting frequency.  
4. Are minutes kept?
Answer: EMC minutes are a vital component to ensure program viability and sustainability.  They document strategic goals and objectives, current projects and need for follow-up of unresolved issues, and they identify dates/times/locations of future meetings.  They serve as a resource for new and current members and provide representation of historical evidence in the event of committee member attrition. 
5. Does the EMC establish annual goals based upon exercises at annual program review?
Answer: Exercises and incidents are a valuable resource for EMP growth and development.  They define lessons learned/best practices through AARs and subsequently lay the foundation for program improvement.  The EMC should evaluate these reports and integrate them into the strategic goal for the yearly program review.  This will establish a clear direction for the program and ensure that resources, services, and financial assets are allocated appropriately.  TJC requires the VAMC complies with EM.03.01.01 EP 2 which states, “The hospital conducts an annual review of the objectives and scope of its Emergency Operations Plan.”  

See also NFPA 1600, 4.1 (2) which states “The entity shall have a documented program that includes …..Program goals, objectives, and method of program evaluation.” NFPA 1600 5.14.1 states “The entity shall evaluate program plans, procedures, and capabilities through periodic reviews, testing, and exercises.” 
6. To whom does the EMC report?
Answer: As defined in the 2008 VHA EMP Guidebook, the EMC should report to, or have a very close liaison with, the Environment of Care or Safety Committee.
7. Are deficiencies and lessons learned during exercises tracked and reviewed for closure by the EMC?
Answer: Exercises provide substantial data on the proficiency of the EMP including SOPs, training, resources, services, and availability of critical staff.  They define the ICS structure, communication procedures, interaction and interoperability with the community and supporting local/State/Federal entities, and operational mobilization, response and recovery efforts.  The EMC must utilize exercises as an extension of their preparedness policies to identify deficiencies and formalize a review process. This will enable the facility to modify/change existing policy/SOPs to ensure appropriate resources/services are in place in the event of a disaster.  

The 2008 VHA EMP Guidebook, Section 9 “Education, Training, and Exercises”, provides guidance for conducting an AAR concluding exercises.  The guidebook further illustrates the need to develop a “…Corrective Action Program (CAP)…to identify program shortfalls and necessary corrective actions to address these shortfalls.”

In addition, TJC requires the VAMC complies with EM.03.01.01 EP 2 which states, “The hospital conducts an annual review of the objectives and scope of its Emergency Operations Plan.”   

See also NFPA 1600 5.14.3,4 under “Exercises, Evaluations, and Corrective Actions” which states, “Exercises shall be designed to test individual essential elements, interrelated elements, or entire plan(s). …Procedures shall be established to take corrective action on any deficiency identified.”
8. Is there a formal tracking mechanism for After Action closure to the EMC?

Answer: Exercises provide substantial data on the proficiency of the EMP including SOPs, training, resources, services, and availability of critical staff.  They define the ICS structure, communication procedures, interaction and interoperability with the community and supporting local/State/Federal entities, and operational mobilization, response and recovery efforts.  The EMC must utilize exercises as an extension of their preparedness policies to identify deficiencies and formalize a review process. This will enable the facility to modify/change existing policy/SOPs to ensure appropriate resources/services are in place in the event of a disaster.  

The 2008 VHA EMP Guidebook, Section 9 “Education, Training, and Exercises”, provides guidance for conducting an AAR concluding exercises.  The guidebook further illustrates the need to develop a “CAP…to identify program shortfalls and necessary corrective actions to address these shortfalls.”

In addition, TJC requires the VAMC complies with EM.03.01.01 EP 2 which states, “The hospital conducts an annual review of the objectives and scope of its Emergency Operations Plan.”  
See also NFPA 1600 5.14.3,4 under “Exercises, Evaluations, and Corrective Actions” which states, “Exercises shall be designed to test individual essential elements, interrelated elements, or entire plan(s). …Procedures shall be established to take corrective action on any deficiency identified.”
1.4 Development, Implementation, and Maintenance of a Hazard Vulnerability Analysis process as the Foundation for Conducting the Emergency Management Program 
Description:  To demonstrate this capability the facility must develop, implement, and maintain a comprehensive HVA updated annually.
Rationale:  The HVA forms the basis for many of the activities of the EMP. Having a well-developed HVA process is essential to a successful EMP.
Measurement:  
· Pre-Survey

· Review of HVA
· Review of EOP
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility maintains a robust HVA as the basis for its mitigation, preparedness, response and recovery planning and plan execution.

· A comprehensive HVA delineates both high risk hazards and the specific elements of vulnerability in a manner that promotes prioritization and implementation of mitigation and preparedness activities, hazard and/or vulnerability-specific response and recovery guidance across the EMP.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· N/A

	Personnel
	· The HVA sub-committee or panel is adequately staffed with multi-disciplinary personnel to accomplish a comprehensive HVA.

	Process
	· The process for developing and updating the HVA follows standard guidance.

· The HVA provides an overall context for the HVA, including the facility’s roles and responsibilities in emergencies and disasters.
· All potential hazards are considered, and hazards with significant risk (probability times vulnerability) are identified.

· The high risk hazards are further analyzed to define the facility’s vulnerabilities to each, with the vulnerabilities decomposed into vulnerability elements.

· The vulnerability elements are grouped according to life-safety, continuity, and surge, prevalence in priority hazards and overall prevalence across all-hazards so that a general priority may be established.

· The facility consults with community partners to develop the HVA.

	Education/Training
	· Staff are trained how to develop and update a HVA.

	Exercise
	· The HVA is used to help select exercises for the upcoming year.

	Evaluation
	· The HVA is reviewed at least annually, and this analysis is discussed with the EMC at least annually, and documented in the EMC’s meeting minutes.

	Organizational Learning
	· HVA is updated at least annually based on the results of the assessments and vulnerabilities noted during incidents and exercises.  Priority hazards and vulnerabilities identified in this analysis are used to develop organizational objectives for mitigation and preparedness, and to guide selection of focus areas for upcoming exercises.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present.

	3
	Excellent
	Resources and training are in place and the HVA is updated annually.

	2
	Developed
	Resources and training are in place.  The HVA meets TJC requirements.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed, including annual briefing and analysis by the EMC or are not used to develop required exercises.

	0
	Needs Attention
	There is an absence of capability indicated by an incomplete HVA or less than annual reviews of this capability.


Questions:
1. Does your hospital conduct a HVA to identify potential emergencies that could affect demand for the hospital’s services or its ability to provide those services, the likelihood of those events occurring, and the consequences of those events?
Answer: The 2008 VHA EMP Guidebook, Section 5 “Conducting the HVA”, provides guidance for the development of a HVA and subsequent SOPs for each priority hazard identified.  See also NFPA 1600, 5.3 Risk Assessment.
In addition, TJC requires the VAMC complies with EM.01.01.01 EP 2 which states, “The hospital conducts an HVA to identify potential emergencies that could affect demand for the hospital’s services or its ability to provide those services, the likelihood of those events occurring, and the consequences of those events.”  
2. Does the hospital conduct an annual review of its risks, hazards, and potential emergencies as defined in its HVA?

Answer: TJC requires the VAMC complies with EM.03.01.01  EP 1 which states, “The hospital conducts an annual review of its risks, hazards, and potential emergencies as defined in its hazard vulnerability analysis..”  See also NFPA 1600, 5.3 “Risk Assessment.”  
3. Does the hospital, together with its community partners, prioritize the potential emergencies identified in its HVA and document those priorities?
Answer: TJC requires the VAMC complies with the EM.01.01.01 EP 3 which states, “The hospital, together with its community partners, prioritizes the potential emergencies identified in its HVA and documents these priorities.”  

See also NFPA 1600, 5.3.3 under “Risk Assessment,” which states, “The entity shall conduct an impact analysis to determine potential detrimental impacts of the hazards on …Regional, National, and International considerations.”  
4. Does the hospital use its HVA as a basis for defining mitigation activities (that is, activities designed to reduce the risk of an potential damage from an emergency)?

Answer: TJC requires the VAMC complies with the EM.01.01.01 EP 5 
which states, “The hospital uses its HVA as a basis for defining 
mitigation activities (that is, activities designed to reduce risk of and 
potential damage from an emergency).”  

5. Does the hospital use its HVA as a basis for defining the preparedness activities that will organize and mobilize essential resources?

Answer: TJC requires the VAMC complies with the EM.01.01.01 EP 6 
which states, “The hospital uses its HVA as a basis for defining 
preparedness activities that will organize and mobilize essential 
resources.”  
6. Does the hospital implement the components of its Emergency Operations Plan that require advance preparation to manage patients during an emergency?
Answer: TJC requires the VAMC complies with the EM.02.02.01 EP 17 which states, “The hospital implements the components of its Emergency Operations Plan that require advance preparation to support communications during an emergency.”  

See also NFPA 1.2 which states the purpose of the NFPA standard is “to provide disaster and emergency management and business continuity programs, the criteria to assess current programs or to develop, implement, and maintain aspects for prevention, mitigation, preparation, response, and recovery from emergencies.” 5.1.2 under “Program Elements”  states “The program elements shall be applicable to prevention, mitigation, preparedness, response, and recovery.” 

1.5 Incorporation of Comprehensive Mitigation Planning into the Facility’s Emergency Management Program
Description: To demonstrate this capability the facility must conduct comprehensive mitigation planning to continually reduce the impact of hazards as specified by the HVA.

Rationale:  Mitigation planning is important to identifying priority areas for eliminating hazards and reducing or eliminating vulnerabilities before an emergency occurs, which in turn leads to improved resiliency of the facility.
Measurement:  
· Pre-Survey

· Review of HVA
· Review of EOP
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility plans both short and long range mitigation measures that are achievable in projected time frames.   

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· N/A

	Personnel
	· Personnel from appropriate Operating Units are assigned to develop service-level mitigation plans for their units.  

·  A multi-disciplinary cadre of personnel is assigned to develop a balanced mitigation plan based upon the HVA.

	Process
	· Mitigation objectives, strategies and specific tasks are based upon high priority hazards and/or vulnerabilities identified in the facility’s HVA, along with other factors (e.g., planned renovations and available grant money) that make the planned interventions cost-effective, feasible, and achievable in the projected timeframes. 

· Mitigation objectives, strategies and tasks should be developed, proposed to and approved by the EMC.

· The EMC, as reflected in committee meeting minutes, oversees the execution of the accepted mitigation plan. 

	Education/Training
	· Personnel engaged in mitigation activities are trained with respect to their role and responsibilities.

	Exercise
	· Once completed, mitigation accomplishments are evaluated as appropriate (through exercise or drills) to ensure they meet their intended purpose.

	Evaluation
	· The mitigation plan for the facility is evaluated annually with findings documented. Exercise AARs should assess the value of mitigation actions, any effective improvement in organizational resiliency, and any unintended consequences of the mitigation action.

	Organizational Learning
	· Mitigation plans and objectives for the following year are based on the HVA and findings from the evaluation activities.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present including an annual briefing on mitigation activities to the EMC.

	3
	Excellent
	Resources and training are in place and mitigation activities evaluated at least annually with report to the EMC.

	2
	Developed
	Resources and training are in place including documented mitigation activities in a number of Operating Units at the facility. 

	1
	Being Developed
	Some mitigation activities are under way; however, the program is not fully implemented and an annual report is not provided to the EMC and/or facility management.

	0
	Needs Attention
	Facility has few, if any, mitigation activities underway.


Questions:
1. Does the hospital use its HVA as a basis for defining mitigation activities (that is, activities designed to reduce the risk of an potential damage from an emergency)?

Answer: TJC requires the VAMC complies with the EM.01.01.01 EP 5 
which states, “The hospital uses its HVA as a basis for defining 
mitigation activities (that is, activities designed to reduce risk of and 
potential damage from an emergency).”  
2. Are the facility’s emergency management mitigation efforts evaluated at least annually?

Answer: Monitoring the effectiveness of the EMP and associated planning efforts annually will help identify areas for improvement and refocus the facility’s strategic goals.  Evaluation of the planning efforts will also ensure current plans coincide with the HVA, EOP (including SOPs & Standard Operating Guidelines [SOGs]) are updated, resources are maintained in accordance with response/recovery plans, current/future construction projects are planned in conjunction with the HVA, and the facility continuously communicates its plans with the community.  Implementation of this evaluation complies with TJC requires the VAMC complies with EM.03.01.01 EP 2 which states, “The hospital conducts an annual review of the objectives and scope of its Emergency Operations Plan.”  
1.6 Incorporation of Comprehensive Preparedness Planning into the Facility’s Emergency Management Program. 
Description: To demonstrate this capability the facility must engage in comprehensive emergency management planning to prepare for those events most likely to occur as specified in the HVA. 

Rationale:  Strategic planning is important to identifying program goals, objectives, and priorities for improving preparedness at the facility. Tactical planning is important to identifying and conducting the tasks that achieve the strategic preparedness objectives.
Measurement:  
· Review of HVA
· Review of EOP
· Review of Exercise AARs

· Interview with EMC, AD & all key Operating Unit Managers (review EMC minutes)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility develops and conducts a balanced and comprehensive preparedness plan based upon the HVA, identified deficiencies, and EMP maintenance requirements.

	Resources
	

	Supplies
	· Supplies necessary for preparedness planning and executing the preparedness plan (see process) are adequately available.

	Facilities/Equipment
	· Facilities and equipment for conducting the range of preparedness activities (see process) are available.

	Personnel
	· Preparedness activities are staffed by adequate numbers of qualified staff. 

	Process
	· The preparedness plan addresses:
· EOP documents - developing and revising the EOP and all supporting documents and guidance
· Preparedness resource management – acquiring, organizing, and maintaining in a ready state the necessary personnel, facilities, supplies and equipment to effectively execute the EOP
· Instruction – education and training on the EOP for all relevant personnel
· Exercise and evaluation
· Organizational learning – implementing evaluation findings to improve the emergency response and recovery capability and capacity
· Facility implements NIMS-prescribed ICS for preplanned events.

· Facility implements  a system to coordinate hospital specific preparedness funding.

	Education/Training
	· The Emergency Manager and other key preparedness staff are trained to develop and execute emergency management preparedness plans.

	Exercise
	· Callback rosters are exercised quarterly.

	Evaluation
	· Facility conducts an annual assessment of the emergency preparedness planning efforts to determine successes and identify areas for improvement.

	Organizational Learning
	· Findings from the annual evaluation of emergency planning activities are incorporated into the follow-on preparedness plan to improve preparedness levels.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present including a semiannual briefing to the EMC on planning activities. A written report summarizing planning activities and identifying recommended planning objectives is submitted annually.

	3
	Excellent
	Resources and training are in place including an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has an ongoing emergency management planning program coordinated with the EMC.

	1
	Being Developed
	There are elements of an emergency management planning program, but it is not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an integrated emergency management planning program.


Questions:
1. Describe the specific decisions and planning efforts that have led to the establishment and continuing development of the facility’s overall CEMP.
Answer:  Each facility has their own approach and history regarding the planning and decisions that drive the establishment and further development of their CEMP.  VHA Directive 0320, “CEMP” states in Paragraph 3, “It is VHA policy that an ‘all-hazards’ CEMP must be developed, by VAMCs, VISNs, and VHA CO.”  
2. Does the facility participate in interagency mutual aid and/or assistance agreements to include agreements with public and private sector and nongovernmental organizations? 
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Planning Standard states that health care facilities must “participate in interagency mutual aid and/or assistance agreements, to include agreements with public and private sector and nongovernmental organizations.”  See also NFPA 1600, 3.3.10 “Mutual Aid/Assistance Agreement” and 5.7 1, 2, 3 under “Mutual Aid/Assistance” which states,  “The need for mutual aid/assistance shall be determined…..agreements shall be established…..agreements shall be referenced in the program plan…”  
3. Does the facility promote and ensure that equipment, communication, and data interoperability are incorporated into the healthcare organization’s acquisition programs?
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Communications and Information Management Standard states health care facilities must “promote and ensure that equipment, communication, and data interoperability are incorporated into the healthcare organization’s acquisition programs.”  

See also NFPA 1600, 5.10.5 under “Communications and Warning” which states, “The entity shall determine communication needs, provide capabilities to execute plans, and review and address the interoperability of multiple responding organizations”.   
4. Does the facility ensure Federal Preparedness awards support NIMS implementation (in accordance with the eligibility and allowable uses of the awards)?
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Adoption Standard states health care facilities must “ensure that Federal Preparedness awards support NIMS implementation (in accordance with the eligibility and allowable uses of the awards).”
1.7 Incorporation of Continuity Planning into the Activities of the Facility’s Emergency Management Program to ensure Organizational Continuity and Resiliency of Mission Critical Functions, Processes, and Systems
Description:  To demonstrate this capability the facility must ensure organizational continuity and resiliency of mission critical functions, processes, and systems through continuity planning.
Rationale:  Continuity planning provides a structured method to help ensure the resiliency of mission critical functions and should be an integral component of the facility’s EMP.
Measurement:  
· Review of HVA
· Review of EOP
· Presence of inventory of critical resources (pharmaceuticals, equipment, and supplies)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility incorporates Continuity of Operations (COOP) planning across all activities in its EMP.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Facilities EOC and equipment have been identified for activating and sustaining COOP at the facility.

· The facility’s mitigation and preparedness activities promote organizational resiliency to hazard impact, and so maintains COOP under emergency conditions.

	Personnel
	· Staff have been appointed by the EMC for COOP planning including sustaining mission-critical systems.

	Process
	· The EOP includes specific guidance for incorporating continuity planning and actions across all aspects of the EOP.  This includes lines of succession in addition to action guidance to maintain both business and healthcare service operations.

· Operating Units at the facility are defined and have assigned staff to conduct continuity planning for mission critical-systems assigned to their unit.

	Education/Training
	· Staff engaged in continuity planning has been trained on how to accomplish this responsibility.

	Exercise
	· Lines of succession are reviewed as part of an exercise annually.

	Evaluation
	· Facility conducts an annual assessment of the continuity planning activities to determine successes and identify areas for improvement.

	Organizational Learning
	· Findings from the annual evaluation and AARs are incorporated into the EMP and EOP documents to improve continuity planning and actions for the facility. 


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual briefing to the EMC on continuity planning activities. A written report summarizing continuity planning activities and identifying recommended continuity planning objectives is submitted annually.

	3
	Excellent
	Resources and training are in place including an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has ongoing continuity planning program coordinated with the EMC.

	1
	Being Developed
	There are elements of a continuity planning program but is not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an integrated continuity planning program.


Questions:

1. Does your facility have an Information Technology (IT) continuity and resiliency plan?
Answer:  Federal Continuity Directive (FCD) 1 provides guidance for Federal facilities to develop COOP plans.  This guidance helps to ensure that critical business functions are identified, defined and included in the IT continuity and resiliency plans as appropriate.  
See also NFPA 1600 5.11.2 under “Operational Procedures,” which states, “Procedures shall be established and implemented for response to and recovery from the consequences of those hazards identified in…..and shall address health and safety, incident stabilization, operations/business continuity, property conservation, and protection of the environment under the jurisdiction of the entity.”   

2. Does your facility’s EOP identify how to continue to provide care, treatment and services to their patients after hazard impact?
Answer:  NFPA 1600 5.11.2 under “Operational Procedures”,” which states, “Procedures shall be established and implemented for response to and recovery from the consequences of those hazards identified in…..and shall address health and safety, incident stabilization, operations/business continuity, property conservation, and protection of the environment under the jurisdiction of the entity.”  

1.8 Development, Implementation, Management, and Maintenance of an Emergency Operations Plan

Description:  To demonstrate this capability the facility must develop a comprehensive EOP, based upon the HVA.  The EOP must be reviewed and updated annually by the EMC.  
Rationale:  The EOP is the central element of the facility’s EMP and serves as the foundation for mitigation, preparedness, response and recovery.
Measurement:  
· Review of EOP
· Review of HVA

· Review of associated SOPs and SOGs

· Interview with EPC
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility EOP incorporates all phases of emergency management of the EMP into a single plan with appropriate annexes and appendices.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· The EOP is available for review during normal operations and accessible to members of the EOC.

	Personnel
	· Staff have been appointed by the EMC to develop the EOP.

· The EOP defines staff roles and responsibilities for communications, resources and assets, safety and security, staff responsibilities, utilities management, as well as patient clinical and support activities.  

	Process
	· The EOP includes specific guidance for incorporating continuity planning and actions across all aspects of the EOP.  This includes lines of succession in addition to action guidance to maintain both business and healthcare service operations.
· The EOP includes communication, resources and assets, safety and security, staff responsibilities, utilities management, as well as patient clinical and support activities.

· Through the EOP, the facility communicates its vulnerabilities to community emergency response agencies and identifies the capabilities of its community in meeting its needs.
· The EOP identifies capabilities and response efforts to maintain operations when the facility can not be supported by the community for at least 96 hours in the six critical areas.

· Operating Units at the facility are defined and have assigned staff to conduct continuity planning for mission critical systems assigned to their unit.

· Adoption and incorporation of an all-hazards ICS into the VAMC’s EOP

	Education/Training
	· Staff engaged in developing the EOP have been trained on how to accomplish this responsibility.

	Exercise
	· The EOP is tested as part of every exercise.

	Evaluation
	· Facility conducts an annual assessment of the EOP to determine successes and identify areas for improvement.

	Organizational Learning
	· Findings from the annual evaluation and AARs are incorporated into the EMP and EOP documents to improve continuity planning and actions for the facility. 


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual briefing to the EMC on EOP activities. A written report summarizing continuity planning activities identifying recommended continuity planning objectives is submitted annually.

	3
	Excellent
	Resources and training are in place including, an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has one EOP briefing coordinated with the EMC.

	1
	Being Developed
	There are elements of a program to update the EOP, but it is not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an integrated EOP.


Questions:

1. Has the hospital developed and maintained a written Emergency Operations Plan that describes the response procedures to follow when emergencies occur?


Answer: TJC requires the VAMC complies with EM.02.01.01 EP 2 
which 
states, “The hospital develops and maintains a written Emergency 
Operations Plan that describes the response procedures to follow when 
emergencies occur.”  
2. Has the hospital developed and maintained a written Emergency Operations Plan that describes the recovery strategies and actions designed to help restore the systems that are critical to providing care, treatment, and services after an emergency?


Answer: TJC requires the VAMC complies with EM.02.01.01 EP 4 which 
states, “The hospital develops and maintains a written Emergency 
Operations Plan that describes the recovery strategies and actions 
designed to help restore the systems that are critical to providing care, 
treatment, and services after an emergency.”  
3. If the hospital experiences an actual emergency, does it implement its response procedures related to care, treatment, and services for its patients?


Answer: TJC requires the VAMC complies with EM.02.01.01 EP 8 which 
states, “If the hospital experiences an actual emergency, the 
hospital 
implements its response procedures related to care, treatment, and 
services for its patients.”  
4. Does the hospital communicate its needs and vulnerabilities to community emergency response agencies and identify the community’s capability to meet its needs? (This communication and identification occur at the time of the hospital’s annual review of its Emergency Operations Plan and whenever its needs or vulnerabilities change.)
Answer: TJC requires the VAMC complies with the EM.01.01.01 EP 4 which states, “The hospital communicates its needs and vulnerabilities to community emergency response agencies and identifies the community’s capability to meet its needs.  This communication and identification occur at the time of the hospital’s annual review of its Emergency Operations Plan and whenever its needs or vulnerabilities change.”
5.  Does the hospital conduct an annual review of the objectives and scope of  
its Emergency Operations Plan?
Answer: Monitoring the effectiveness of the EMP and associated planning efforts annually will help identify areas for improvement and refocus the facility’s strategic goals.  Evaluation of the planning efforts will also ensure current plans coincide with the HVA, EOP (including SOPs & SOGs) are updated, resources are maintained in accordance with response/recovery plans, current/future construction projects are planned in conjunction with the HVA, and the facility continuously communicates its plans with the community.  Implementation of this evaluation complies with TJC EM.03.01.01 EP 2, which states, “The hospital conducts an annual review of the objectives and scope of its Emergency Operations Plan.”  

See also NFPA 1600, 5.8 “Planning,” which states in 5.8.1.2 “The entity shall engage in the planning process on a regularly scheduled basis or when the situation has changed to put the accuracy of the existing plan in to question.”

5. Does the Emergency Operations Plan identify the hospital’s capabilities and establish response procedures for when the hospital cannot be supported by the local community in the hospital’s efforts to provide communications, resources and assets, security and safety, staff, utilities, or patient care for at least 96 hours?
Answer: TJC requires the VAMC complies with the EM.02.01.01 EP 3 which states, “The EOP identifies the hospital’s capabilities and establishes response procedures for when the hospital cannot be supported by the local community in the hospital’s efforts to provide communication, resources and assets, security and safety, staff, utilities, or patient care for at least 96 hours.”
4. Does the hospital implement the components of its Emergency Operations Plan that require advance preparation to manage staff during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.07 EP 10 which states, “The hospital implements the components of its Emergency Operations Plan that require advance preparation to manage staff during an emergency.
5. Has the facility developed an EOP that describes an all-hazards ICS? 

Answer: The 2008 VHA EMP Guidebook, Section 4 “Emergency Operations Planning”, Enclosure 4-10, VA Memorandum (January 17, 2007) states, “…VHA has mandated the Comprehensive Emergency Management (CEM) approach…for emergency management programs at all facilities….CEM programs address all hazards through four phases of activity: mitigation, preparedness, response and recovery.”

In addition, TJC requires the VAMC complies with EM.01.01.01 EP 5 which states, “The hospital uses its HVA as a basis for defining mitigation activities (that is, activities designed to reduce the risk of and potential damage from an emergency), EM.01.01.01 EP 6 which states, “The hospital uses its HVA as a basis for defining the preparedness activities that will organize and mobilize essential resources”, EM.01.01.01 EP 2 which states, “The hospital develops and maintains a written EOP that describes the response procedures to follow when emergencies occur”, and EM.02.01.01 EP 4 which states, “The hospital develops and maintains a written EOP that describes the recovery strategies and actions designed to help restore the systems that are critical to providing care, treatment, and services after an emergency”.  Also, NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.
6. Has the facility revised and updated EOPs, SOPs, and SOGs to incorporate NIMS and the National Response Framework (NRF) components, principles, and policies to include planning, training, response, exercises, equipment, evaluation, and corrective actions?
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness Planning Standard states “…the facility revises and updates EOPs, SOPs, and SOGs to incorporate NIMS and the NRF components, principles and policies to include planning, training, response, exercises, equipment, evaluation, and corrective actions”.

7. Does the EOP define the process to manage all emergency incidents, exercises, and preplanned (recurring/special) events in accordance with ICS organizational structures, doctrine, and procedures, as defined in NIMS?
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness: Planning Standard” states health care facilities must “…revise and update EOPs, SOPs, and SOGs to incorporate NIMS and the NRF components, principles and policies to include planning, training, response, exercises, equipment, evaluation, and corrective actions.”
8. Does ICS implementation include the consistent application of Incident Action Planning and common communication plans as appropriate? 
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Command and Management Standard” states health care facilities must ensure, “ICS implementation includes the consistent application of Incident Action Planning and common communication plans, as appropriate.” 

9. Describe how the facility’s EOP includes processes and procedures for activating and recording events as they unfold during response and recovery.
Answer: The 2008 VHA EMP Guidebook Section 4 “Emergency Operations Planning” provides guidance on the development of the EOP including processes and procedures for activation of the plan and SOPs. 
1.9 Incorporation of Comprehensive Instructional Activity into the Preparedness Activities of the Facility’s Emergency Management Program 
Description:  To demonstrate this capability the facility must conduct instructional activities that include education and training programs that support the EMP.
Rationale Training key personnel in preparedness activities and the principles of the ICS are essential components of the facility’s EMP.
Measurement:  
· Pre-Survey

· Review of EOP
· Review of Exercise AARs

· Interviews with EPC 
· EOC Activation

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility maintains a robust instructional program to assure that response personnel are trained to an appropriate level of proficiency for their emergency response assignments. 

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Adequate facilities and equipment are identified to support the education and training activities. 

	Personnel
	· Adequate staffing of the preparedness activities with qualified instructors to meet the training objectives for the specified time interval.

· The target number and type of personnel are educated/trained in the planned courses.

	Process
	· The facility has developed and implemented a training/educational program to support the EMP.

· The Instructional Systems Development (ISD) process is used to develop and conduct training.
· EMC members help define the priorities for training at the facility, based upon the HVA, recently developed capabilities, annual reviews, and AARs, and a training sustainment plan.

· Personnel assigned to preparedness activities should have an annual instructional plan complete with course names and dates. 

· Training records are maintained as part of the facility’s continuing education program for all employees. 
· “Just-in-Time” training should be developed for appropriate areas emergency response.

· Personnel have received appropriate NIMS training for their positions.

	Education/Training
	· Designated staff have completed required NIMS and Incident Command courses and relevant instructor (train-the-trainer) courses.

· Staff are trained on their assigned roles during response/recovery periods.

	Exercise
	· N/A

	Evaluation
	· Facility conducts an annual assessment of the training program to determine successes and document lessons learned.

· Participant evaluation materials should be administered for each instructional activity.

· Participant evaluations should be collected, aggregated and analyzed for areas of potential improvement.

	Organizational Learning
	· Findings from the annual evaluation, participant evaluations, and AARs for exercises and incidents should be used to improve the instructional program.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual briefing to the EMC on continuing education activities. A written report summarizing continuity education activities and identifying a recommended training objective is submitted annually.

	3
	Excellent
	Resources and training activities are in place including an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has an ongoing continuity education program coordinated with the EMC.

	1
	Being Developed
	There are elements of a continuing education program, but it is not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an integrated continuing education program.


Questions:

1. Have appropriate staff completed:
a. ICS 100?

b. ICS 200?

c. Independent Study (IS) 700?

d. IS 800?

e. Equivalent Courses?

Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness Training and Exercises Standard” recommends “…appropriate staff complete ICS 100, ICS 200, IS 700, IS 800, or equivalent courses.”  

See also NFPA 1600, 5.13 1,6 under “Training” which states, “The entity shall develop and implement a training/educational curriculum to support the program…The training and education curriculum shall comply with all applicable regulatory requirements”. 
2. Are staff trained for their assigned positions once emergency measures are initiated?

Answer: VHA Directive 2007-026, “Mandatory and Required Training for VHA Employees” establishes VHA training regulations and states in paragraph 2 (e), “Employee education needs to be aligned with VHA goals to ensure that the appropriate staff is receiving the appropriate training for the development and maintenance of a competent workforce”.  
In addition, the 2008 VHA EMP Guidebook, Section 9 “Education, Training, and Exercises”, provides “guidance for regular training to staff on their responsibilities during emergencies and disasters, with the goal of reducing uncertainty and improving effectiveness”.  

Furthermore, TJC requires the VAMC complies with EM.02.02.07 EP 7 which states, “The hospital trains staff for their assigned emergency response roles.”  Other recommended training courses are identified in the VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness Training and Exercise Standard which define the appropriate ICS training.   
See also NFPA 1600 5.13.2,  under “Training” which states The objective of the training shall be to create awareness and enhance the skills required to develop, implement, maintain, and execute the program”.
3. Does the facility promote NIMS concepts and ICS management structure in training and exercises?

Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness Training and Exercises Standard states health care facilities must “…promote NIMS concepts and ICS management structure in training and exercises”.
1.10 Incorporation of a Range of Exercise Types that Test the Facility’s Emergency Management Program 
Description:  To demonstrate this capability the facility must develop and manage an exercise program for evaluating critical aspects of the EMP as driven by the HVA.
Rationale:  Evaluative Drills, Tabletops, Functional Exercises and Full-Scale Exercises are essential to ensuring that emergency management activities can be implemented during an emergency.
Measurement:  
· Review of EOP
· Review of Exercise AARs

· Interview with EPC
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility uses the full range of exercises to evaluate the EMP and all mission critical aspects of emergency response and recovery.

	Resources
	

	Supplies
	· Any supplies needed for exercises are pre-determined and available during the conduct of exercises.

	Facilities/Equipment
	· Any facilities and/or equipment are identified and tested during the conduct of exercises.

	Personnel
	· A qualified exercise program manager is assigned to oversee the exercise initiative.

· The exercise planning team should be multi-disciplinary and staffed from EMC personnel.

· Adequate personnel to staff the exercise control team (including a safety officer and staff to manage the volunteer victims) and the exercise evaluation team. 

	Process
	· Facilities should develop and conduct at least two full-scale exercises per year. Of the two exercises, the following components must be covered during exercise play:
· Escalation to see how the facility operates when it can not be supported by the community.
· Influx of real or simulated patients
· One of these exercises should be conducted with the community if the facility is to receive injured or ill patients from an emergency that occurs in a community.

· All-hazard exercises are developed and integrated into the community’s exercise program.

· All-hazards ICS should be used to manage the exercise control team and evaluation team during the exercise.

· All-hazards exercises are designed with formal objectives, an evaluation plan, and methods to assure a safe exercise operation.

· Exercise objectives are clear, measurable and achievable and reflect HVA priorities and evaluation of recent AAR findings and organizational improvements. 

· The exercise cycle evaluates all aspects of emergency response and recovery (from incident recognition and mobilization process through demobilization, recovery and return to readiness.

· During exercises, the facility monitors: 

· Internal and external communication measures

· Resource Management

· Safety and security measures

· Staff roles and responsibilities

· Utility systems

· Patient clinical and supportive care issues

	Education/Training
	· The exercise program manager is trained in how to design, supervise and manage exercises at the facility.  

· Controllers, exercise evaluators, and others that will support exercises are trained.

	Exercise
	· Exercise program incorporates Evaluative Drills, Tabletops, Functional and Full-Scale Exercises.  

· Some exercises are conducted with community partners. 

	Evaluation
	· The strengths and weaknesses of exercises are communicated back to a multidisciplinary team who monitor environment of care issues.

· Facility conducts an organized AAR for all incidents and exercises and captures positive and negative findings in a format that promotes organizational learning.

· The performance in designing, developing, and conducting the exercise, including conducting exercise evaluation team activities, is reviewed and analyzed.

	Organizational Learning
	· AAR findings are incorporated as objective improvements into the EOP and supporting documents, preparedness and mitigation planning as appropriate to achieve organizational improvement.
· Findings from the performance evaluation of the exercise planning and execution are incorporated into the exercise planning team process.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present. Exercise program includes at least two exercises per year.  An AAR is produced after each exercise, and the results are included in the EOP, which must be updated at least annually. Exercise program for TJC is integrated with the facility decontamination program exercises and at least one exercise involves the simulated activation of the VA All-Hazard Emergency Cache.  The EPC also participates with the community in designing and/or planning a community exercise that involves the facility.

	3
	Excellent
	Resources and training are in place, and the capability is tested semiannually. Exercise program includes two exercises per year.  An AAR is produced after each exercise, and the results are included in the EOP, which must be updated at least annually. Exercise program for TJC is integrated with the facility decontamination program exercises and at least one exercise involves the simulated activation of the VA All-Hazard Emergency Cache.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable. Exercise program includes two exercises per year.  An AAR is produced after each exercise, and the results are included in the EOP, which must be updated at least annually.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed. Facility conducts the required two exercises, but it does not prepare detailed AARs or incorporate the recommendations into the annual review of the EOP.

	0
	Needs Attention
	There is an absence of capability, and the facility exercise program does not meet TJC requirements.


Questions:  

1. Does the hospital activate its Emergency Operations Plan twice a year at each site included in the EOP as an emergency response exercise?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 1 which states, “As an emergency response exercise, the hospital activates its EOP twice a year at each site included in the EOP”.
2. For each site of the hospital that offers emergency services or is a community-designated disaster receiving station, does at least one of the hospital’s two emergency response exercises include an influx of simulated patients?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 2 which states, “For each site of the hospital that offers emergency services or is a community-designated disaster receiving station, at least one of the hospital’s two emergency response exercises includes an influx of simulated patients”.
3. For each site of the hospital that offers emergency services or is a community-designated disaster receiving station, does at least one of the hospital’s two emergency response exercises include an escalating event in which the local community is unable to support the hospital?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 3 which states, “For each site of the hospital that offers emergency services o is a community-designated disaster receiving station, at least one of the hospital’s two emergency response exercises includes an escalating event in which the local community is unable to support the hospital”.  
4. For each site of the hospital with a defined role in its community’s response plan, does at least one of the two exercises include participation in a community-wide exercise?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 4 which states, “For each site of the hospital with a defined role in its community’s response plan, at least one of the two exercises includes participation in a community-wide exercise.”
5. Do emergency response exercises incorporate likely disaster scenarios that allow the hospital to evaluate its handling of communications, resources and assets, security, staff, utilities, and patients?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 5 which states, “Emergency response exercises incorporate likely disaster scenarios that allow the hospital to evaluate its handling of communications, resources and assets, security, staff, utilities, and patients”.
6. Does the hospital designate an individual(s) whose sole responsibility during emergency response exercises is to monitor performance and document opportunities for improvement?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 6 which states, “The hospital designates an individual(s) whose sole responsibility during emergency response exercises is to monitor performance and document opportunities for improvement”.
7. During emergency response exercises, does the hospital monitor the effectiveness of internal communication and the effectiveness of communication with outside entities such as local government leadership, police, fire, public health officials, and other health care organizations?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 7 which states, “During emergency response exercises, the hospital monitors the effectiveness of internal communication and effectiveness of communication with outside entities such as local government leadership, police, fire, public health officials, and other health care organizations”.
8. During emergency response exercises, does the hospital monitor resource mobilization and asset allocation, including equipment, supplies, personal protective equipment, and transportation?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 8 which states, “During emergency response exercises, the hospital monitors resource mobilization and asset allocation, including equipment, supplies, personal protective equipment, and transportation”.
9. During emergency response exercises, does the hospital monitor its management of:
a. staff and security?
b. staff roles and responsibilities?
c. utility systems?
d. patient clinical and support care activities?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 9-12 which states, “During emergency response exercises, the hospital monitors its management of the following: staff and security, staff roles and responsibilities, utility systems, and patient clinical and support care activities”.
10. Based on all monitoring activities and observations, does the hospital evaluate all emergency response exercises and all responses to actual emergencies using a multidisciplinary process (which includes licensed independent practitioners)?
Answer: The 2008 VHA EMP Guidebook, Section 9 “Education, Training, and Exercises”, provides guidance for conducting an AAR concluding exercises.  This guidebook further illustrates the need to develop a CAP “…to identify program shortfalls and necessary corrective actions to address these shortfalls.”
In addition, TJC requires the VAMC complies with EM.03.01.03 EP 13 which states, “Based on all monitoring activities and observations, the hospital evaluates all emergency response exercises and all responses to actual emergencies using a multidisciplinary process (which includes licensed independent practitioners”.
11. Does the evaluation of all emergency response exercises and all responses to actual emergencies include the identification of deficiencies and opportunities for improvement?
Answer: The 2008 VHA EMP Guidebook, Section 9 “Education, Training, and Exercises”, provides guidance for conducting exercise critiques.  This guidebook identifies the need to assign Task Groups “…to each identified area of noted deficiency to develop the necessary actions for improvement, and a time schedule for development of the necessary corrective action is established.”
In addition, TJC requires the VAMC complies with EM.03.01.03 EP 14 which states, “The evaluation of all emergency response exercises and all responses to actual emergencies includes the identification of deficiencies and opportunities for improvement .”
12. Does the facility modify its EOP in response to the critiques identified in the exercise AAR?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 16 which states, “The hospital modifies its emergency operations plan based on its evaluations of emergency response exercises and responses to actual emergencies”.  In addition, the 2008 VHA EMP Guidebook, Section 9 “Education, Training, and Exercises”, provides guidance for conducting exercise critiques.  This guidebook illustrates the need to develop a “CAP…to identify program shortfalls and necessary corrective actions to address these shortfalls.”  It also identifies the need to identify deficiencies and revise “Plans or SOPs,” as needed.
See also NFPA 1600, 5.14.4 under “Exercises, Evaluations, and Corrective Actions,” which states, “Procedures shall be established to take corrective action on any deficiency identified.”
13. Do subsequent emergency response exercises reflect modifications and interim measures as described in the modified Emergency Operations Plan?

Answer: TJC requires the VAMC complies with EM.03.01.03 EP 17 which states, “Subsequent emergency response exercises reflect modifications and interim measures as described in the modified EOP.” 
14. Are the deficiencies and opportunities for improvement, identified in the evaluation of all emergency response exercises and all responses to actual emergencies, communicated to the improvement team responsible for monitoring environment of care issues?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 15 which states, “The deficiencies and opportunities for improvement, identified in the evaluation of all emergency response exercises and all responses to actual emergencies, are communicated to the improvement team responsible for monitoring environment of care issues.” 

See also NFPA 1600, Annex A 5.14.4 under “Exercises, Evaluations, and Corrective Action” which describes the intent of the standard and the makeup and process of a CAP.

15. Are all-hazards exercises developed and integrated into the facility’s exercise program?

Answer: Although there are no standards that specify which exercise to conduct, the facility should implement an exercise program that correlates with their HVA (TJC EM.03.01.03 EP 5, “Emergency response exercises incorporate likely disaster scenarios that allow the hospital to evaluate its handling of communications, resources and assets, security, staff, utilities, and patients”).  In doing so, exercises will augment and strengthen the ability of the EMP to become all-hazards in scope.  This will safeguard the facility from narrowing their field of focus and expand exercises to encompass a variety of hazards that could effect the facility or the community.  
1.11 Demonstration of Systems-Based Evaluation of the Facility’s Overall Emergency Management Program and its Emergency Operations Plan 

Description:  To demonstrate this capability the facility must conduct an annual evaluation of the EMP.
Rationale:  Annual evaluations are essential to ensure that the EMP and EOP are current and linked to the HVA.  

Measurement:  
· Pre-Survey

· Review of HVA
· Review of EOP
· Review of Exercise AARs

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility conducts an annual systems-based EMP evaluation to identify opportunities for improvement in the EMP and the facility’s  plans for emergency response and recovery.   

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Indicated tools to conduct the program assessment (e.g., web-based survey) are available to the EMC.

	Personnel
	· Adequate staffing for the program review is accomplished through the EMC.

	Process
	· EMC defines methods and procedures for conducting EMP reviews and capturing objective information across the facility.

	Education/Training
	· Staff assigned to conduct program reviews for the components of the facility’s EMP are trained in a consistent manner.

	Exercise
	· AARs are conducted after exercises and incidents and the reports are analyzed to identify EMP opportunities for improvement.

	Evaluation
	· EMC receives an overall annual evaluation of the EMP. 

· This review also includes recommendations for follow up from lessons learned.

	Organizational Learning
	· Annual program objectives incorporate recommendations and progress on needed corrective actions.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual briefing to the EMC on program evaluation activities. A written report summarizing program activities and identifying recommended training objectives is submitted annually.

	3
	Excellent
	Resources and training activities are in place including an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has ongoing program evaluation activities coordinated with the EMC.

	1
	Being Developed
	There are elements of program evaluation activities, but they are not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an integrated program evaluation activity.


Questions:
1. Does the facility have an overall strategy for conducting program evaluation?
Answer: The 2008 VHA EMP Guidebook, Section 11 “Program and Performance Evaluation”, focuses on “…the evaluation of the overall EMP through periodic monitoring and annual reviews; and, on conducting After-Action Reviews on the EOP/ICS after exercises or real events”.
2. Does your facility take corrective actions to continuously improve the effectiveness of their EOP based upon annual evaluations of the program?
Answer: The 2008 VHA EMP Guidebook, Section 11 “Program and Performance Evaluation”, provides guidance on the development process of the EMP whose goal is “…continuous quality improvement or organizational learning.”
1.12 Incorporation of Accepted Improvement Recommendations into the Emergency Management Program and its Components such that the process becomes one of a Learning Organization

Description:  To demonstrate this capability the facility must incorporate a performance improvement process that results in organizational learning.
Rationale:  A successful EMP requires continuous updates to reflect the changing environment, hazards and risks faced by the facility. 

Measurement:  
· Pre-Survey

· Review of EOP
· Review of Exercise AARs

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility has an approach for accepting EMP improvements so that the process results in organizational learning.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· N/A

	Personnel
	· The EMC identifies an adequate number of qualified personnel to manage the organizational learning (corrective action) process. 

	Process
	· The EMC defines methods for considering proposed improvements (from the AARs and program reviews) and determining if and how they will be incorporated into the EMP and relevant components such as the EOP and training. 

· EMC defines methods and procedures for actually incorporating improvements and corrective actions into the facility’s EMP.

· A method for tracking and reporting accepted improvements over time is demonstrated, with fully incorporated improvements flagged for future evaluation during exercises and program reviews.

· The facility revises and updates plans and SOPs to incorporate the NIMS and the NRF.

	Education/Training
	· Staff assigned to implement recommendations from program evaluations and after action items from exercises or actual incidents are trained in a consistent manner.

	Exercise
	· NA

	Evaluation
	· The process for ensuring organizational learning is evaluated annually as part of the annual EMP review.

	Organizational Learning
	· Updates/improvements are made to the organizational learning process based upon the annual review and other relevant inputs (such as revised guidance in the VHA EMP Guidebook).


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual briefing to the EMC on organizational learning activities. 

	3
	Excellent
	Resources and training activities are in place including an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has ongoing organizational learning program coordinated with the EMC to ensure consistency across the entire spectrum of this activity.

	1
	Being Developed
	There are elements of an organizational learning program, but they are not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an integrated organizational learning program.


Questions:
1. How does the facility leadership participate in developing improvements to the EMP?
Answer: The 2008 VHA EMP Guidebook, Section 2 “Program Development Process”, provides guidance for the role of the EMC as a governing body whose purpose in evaluation is to “…monitor recommendations for corrective action.  Evaluation occurs during actual events, ‘proxy’ events, and exercises.  Exercise evaluation forms and AARs are valuable tools that serve as documentation to identify performance, successes, and weaknesses and analyze and develop recommendations for corrective actions.” 
2. How are goals and objectives for the coming year defined to foster an organizational learning environment?

Answer: An integral component to any EMP is defining and evaluating EMP objectives.  These delineate the composition of the program and provide guidance for corrective actions that may result from exercises or actual incidents.  VHA Directive 2007-026 in paragraph 2 (a) establishes a vision to be a continuous learning organization:  “As a continuous learning organization, VHA needs to ensure the optimal alignment of learning to organizational outcomes and performance across the educational continuum. VHA is evolving into an organization that learns continuously, is aligned with the competencies needed for the future, and offers opportunities for growth and career development to all employees.”

In addition, the 2008 VHA EMP Guidebook, Section 3 “Leadership and Direction” and Section 11 “Program and Performance Evaluation”, defines program objectives as a key component in the development of an EMP accompanied by a comprehensive evaluation to ensure those objectives are being met.  
2 Incident Management Capabilities

To manage all incidents regardless of scope, the facility must have effective and documented incident management capabilities.  The following incident management capabilities are critical to all facilities: 
· Initial Incident Actions

· Public Information Management Services during an Incident
· Management and Acquisition of Resources for Incident Response and Recovery Operations
· Processes and Procedures for Demobilization of Personnel and Equipment
· Processes and Procedures for a Return to Readiness of Staff and Equipment
The following sections will describe these incident management capabilities, including their rationale and measurement.  The evaluation and assessment of these capabilities are best addressed through the Logistics and Finance Section Chiefs, and through the Business Continuity and Equipment, Plant and Utilities Annexes and related SOPs and checklists in the EOP.
2.1 Initial Incident Actions
2.1.1 Processes and Procedures for Incident Recognition, Activation of EOP/EOC, and Initial Notification
Description:  To demonstrate this capability the facility must recognize circumstances that indicate a potential incident and require a scalable response. 
Rationale:  An essential ingredient of the response and recovery phases of an emergency is being able to rapidly and efficiently activate the EOP. A rapid activation speeds response and recovery and enhances the ability of the facility to preserve life and property.

Measurement:
· Pre-Survey 
· Interview with EPC
· EOC Activation
· Tabletop

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates an effective process for recognizing circumstances within the program’s jurisdiction that indicate a potential incident (e.g., incident recognition, which is the need to activate the EOP), rapidly notify personnel and report the situation to facility leadership and appropriate authorities.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· POC for EOP activation has communication equipment at all times (24/7/365).
· The facility has adequate communications equipment to rapidly provide notification of EOP activation, level of activation and immediate instructions per template.
· The facility has equipment to receive confirmation of message receipt and report of response status.

	Personnel
	· Facility has an administrator or duty officer to receive initial reports and make decision to activate the EOP.

	Process
	· Personnel have developed an incident reporting procedure consistent with VHA guidance.

· There is a written plan identifying how the EOP will be activated that is consistent with the ICS.
· There are written procedures and someone at the facility at all times empowered to activate the EOP within five minutes.

· A process is described for rapidly convening leadership to determine whether activation is indicated.

· A process is described for developing the notification message(s) from templates, sending messages, receiving confirmation of message receipt and aggregating reports of response status from notified parties.

	Education/Training
	· Key members responsible for activating the EOP are trained in their roles in EOP activation, determining the activation level, and notification.

· All personnel are trained to report unusual circumstances or incidents that could warrant EOP activation.

	Exercise
	· Incident recognition, activation and notification are exercised within the semiannual exercises. 

	Evaluation
	· AARs from exercises and incidents are evaluated annually by the EMC.

	Organizational Learning
	· Lessons learned from incidents and exercises are incorporated into the EMP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual activation of the EOC.

	3
	Excellent
	Resources and training are in place, and the EOC activation is tested annually.

	2
	Developed
	Resources and training are in place.  Facility can activate the EOC.

	1
	Being Developed
	Some capability elements exist; however, some key components, as described above are not yet developed.

	0
	Needs Attention
	There is an absence of an EOC activation plan and/or major components, as described in the above assessment.


Questions:

1. Does the Emergency Operations Plan identify the individual(s) who has the authority to activate the response and recovery phases of the emergency response?
Answer:  TJC requires the VAMC complies with EM.02.01.01 EP 6 which states, “The EOP describes identifies the individual(s) who has the authority to activate the response and recovery phases of the emergency response”.  

See also NFPA 1600, 5.9.4 under “Incident Management” which states, ”The entity shall establish applicable procedures and policies for coordination response, continuity, and recovery activities with appropriate authorities and resources, including activation and deactivation of plans, while ensuring compliance with applicable statutes or regulations.”  
2. Does the Emergency Operations Plan describe the processes for initiating and terminating the hospital’s response and recovery phases of an emergency, including under what circumstances these phases are activated?
Answer: TJC requires the VAMC complies with EM.02.01.01 EP 5 which states, “The EOP describes processes for initiating and terminating the hospital’s response and recovery phases of an emergency, including under what circumstances these phases are activated.”
See also NFPA 1600, 5.9.4 under “Incident Management” which states, “The entity shall establish applicable procedures and policies for …activation and deactivation of plans…”
3. Describe your facility’s established (implemented) process for determining when the EOP should be activated.
Answer: Activation of the VAMC EOP should be predicated on the type of incident, scale of response and recovery efforts including activation of critical staff, and potential impact to facility, Veterans, and staff.  The EOP should follow a standardized format from activation of key leadership and Operating Unit Managers.  It should also involve a systematic approach for activation of the EOC (as indicated by the incident) and deployment of services and resources to mitigate the disaster.  

TJC requires the VAMC complies with EM.02.01.01 EP 6 which states, “The EOP identifies the individual(s) who has the authority to activate the response and recovery phases of the emergency response,” and EP 5, “The EOP describes the processes for initiating and terminating the hospital’s response and recovery phases of an emergency, including under what circumstances these phases are activated.”  

See also NFPA 1600 5.11.1 under “Operational Procedures”, which states, “The entity shall develop, coordinate, and implement operational procedures to support the program and execute its plans.”
4. Does the Emergency Operations Plan describe the roles and responsibilities of staff for:



• Communications during an emergency?



• Resources and assets during an emergency?



• Safety and security during an emergency?



• Utilities during an emergency?



• Patient management during an emergency?


Answer:  TJC requires the VAMC complies with EM.02.02.07 EP 2 which 
states, “The EOP describes the roles and responsibilities of staff for 
communications, resources and assets, safety and security, 
utilities, and 
patient management during an emergency”.  
5. Describe the training that staff receives on incident recognition, activation of the EOP, and initial notification of personnel.
Answer: VHA Directive 0320, CEMP identifies the need for a comprehensive training program.  

In addition, TJC requires the VAMC complies with EM.02.02.07 EP 3 which states, “The EOP describes the following: The process for assigning staff to all essential staff functions”. 

Other recommended training courses are identified in the VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness Training and Exercise Standard defines the appropriate ICS training.   
See also NFPA 1600, 5.13.2 which states, “The objective of the training shall be to create awareness and enhance the skills required to … Implement, maintain and execute the program.”
2.1.2 Mobilization of Critical Staff and Equipment for Incident Response
Description:  To demonstrate this capability the facility must be able to rapidly callback and/or mobilize critical staff.
Rationale:  Facilities must plan to identify the assets and command/general staff positions necessary to manage the hazard to which they are responding to.  Some incidents such as a hostage situation are relatively limited in the team needed to respond to them, while a major hurricane, snow storm or earthquake requires that a large IMT provide a comprehensive response and recovery.
Measurement:  
· Pre-Survey

· Review of EOP
· EOC Activation
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy
	· The facility has established effective mechanisms to rapidly mobilize essential personnel, facilities, equipment and supplies to support emergency response.

	Resources
	

	Supplies
	· Supplies needed for mobilization 

	Facilities/Equipment
	· Storage facilities for equipment and supplies

	Personnel
	· The facility has identified qualified and trained personnel to manage mobilization of key response areas.

	Process
	· Supplies, equipment and temporary facilities to be mobilized should be pre-positioned or staged for response and recovery to allow rapid mobilization.

· The EOC facility is pre-identified and equipped with emergency power, back-up communications, facsimile (fax) machines, printers, laptops, and other essential equipment (e.g., satellite phone) and services sufficient to operate throughout the duration of the emergency.  

· There are written procedures including job descriptions for key EOC personnel.
· A plan is in place to identify personnel (e.g., vests, ID badges, hats).
· The EOC has battery powered lighting in case of generator failure.
· Laptops are operational within a few minutes of EOC activation.
· There are written procedures for identifying alternative sites for the EOC.
· Facility has a callback roster for the IMT and each department of the facility. 

· Staff callback rosters are maintained for each Operating Unit.

· Staff establishes phone bank messaging capability and coordinates message alerts with local media.

· Facility has job action sheets for the agency executive and the IMTs.

	Education/Training
	· Members of the IMT are trained with respect to their role in mobilizing the actions upon incident notification.

	Exercise
	· Callback rosters are tested at least quarterly.
· There is an exercise component that practices bringing some key staff back to the facility during regular exercises.

	Evaluation
	· Mobilization is evaluated through AARs from exercises and drills.

	Organizational Learning
	· Findings from the AARs are incorporated as improvements into the mobilization process.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including establishing IMTs consistent with the facility’s SOPs for high-risk hazards. Mobilization plan is practiced semi-annually.

	3
	Excellent
	Resources and training are in place, and mobilization is practiced at least annually.

	2
	Developed
	Resources and training are in place, including a written mobilization plan.

	1
	Being Developed
	Some capability elements exist; however, mobilization plan is not written or practiced at least annually.

	0
	Needs Attention
	There is an absence of a mobilization plan.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will identify licensed independent practitioners, staff, and authorized volunteers during emergencies?
Answer: TJC requires the VAMC comply with EM.02.02.07 EP 9 which states, “The EOP describes how the hospital will identify licensed independent practitioners, staff, and authorized volunteers during emergencies.” 
2. Describe your facility’s mobilization plan.
Answer: A comprehensive plan will include processes and procedures for activation of and employment of critical staff and resources (i.e., equipment, supplies).  Communication will include either a standby notification or response action.  A staging manager will activate their operation plan and designate specific areas for those resources.  

TJC requires the VAMC complies with EM.02.01.01 EP 6 which states, “The EOP identifies the individual(s) who has the authority to activate the response and recovery phases of the emergency response.” Additionally, TJC requires the VAMC complies with EM.02.01.01 EP 5 which states, “The EOP describes the process for initiating and terminating the hospital’s response and recovery phases of an emergency, including under what circumstances these plans are activated.”  

See also NFPA 1600, Annex A.5.11 which indicates incident management system procedures should include, but not be limited to, “mobilization and demobilization of resources.”  
3. Does the hospital train staff for their assigned emergency response roles?
Answer: VHA Directive 0320, CEMP identifies the need for a comprehensive training program.  

In addition, TJC requires the VAMC complies with EM.02.02.07 EP 7 which states, “The hospital trains staff for their assigned emergency response roles.”  Other recommended training courses are identified in the VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Preparedness: Training and Exercise Standard” defines the appropriate ICS training.   
See also NFPA 1600, 5.13.2 which states, “The objective of the training shall be to create awareness and enhance the skills required to develop implement, maintain and execute the program.”
4. Is the callback system tested during off hours?
Answer: Emergencies can occur with or without warning; when a disaster does occur the VAMC must be able to mobilize staff and resources quickly.  Although there are no standards that specify callback system testing on off-hours, doing so on a regular basis can provide insightful feedback on how initial notification of staff and mobilization of resources occur when on-duty staff is minimal.  In the event of an emergency, it is vital that the VAMC be able to develop a plan for the rapid callback and mobilization of critical staff during and after hours.   
5. Has the facility identified staging areas for personnel, supplies, and equipment?
Answer: Identifying staging locations for personnel, supplies, and equipment facilitates timely and proficient access to resources and services during response and recovery operations and will align the VAMC with the NIMS and ICS doctrine which delineates this function under the Operations Section Chief.  
Tabletop Observations:

1. EOC is activated in a timely manner through central alert system and EOC staff are assigned to Command and General staff positions via the Incident Manager. A risk analysis is completed and job action sheets are briefed as needed.

2. Staff in the EOC are able to identify response activities that will organize and mobilize essential resources such as responders, equipment, supplies, Personal Protective Equipment (PPE) and transportation.
3. Staff are capable of determining the need to expand or collapse the ICS structure depending on the severity of the incident.

4. Incident Command staff utilize multiple methods to mobilize Command and General staff to the incident and are capable of external communications to notify appropriate authorities (e.g., fire, police, Emergency Medical Services [EMS], and media).

5. Appropriate staging areas are identified and managed to handle the influx of personnel, equipment and supplies.
2.1.3 Situational Assessment of Response and Coordination Efforts for Initial Incident Management and EOC Activation
Description:  To demonstrate this capability the facility must be able to identify the need to rapidly activate their EOC.  

Rationale:  All emergencies pose significant and unique challenges to the facility.  For effective response and recovery the facility must utilize the EOC as the central point for Command, Control, Coordination and Communication.

Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of EOP
· Presence of inventory of critical resources (pharmaceuticals, equipment, and supplies)
· Interviews with EPC and Nurse Executive (and associated nursing managers)
· EOC Activation

· Tabletop Exercise
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility provides actionable guidance through its EOP for initial incident management. 

	Resources
	

	Supplies
	· Appropriate EOP forms, guidance and other documents and supplies per the EOP including ICS Position Descriptions and Job Action Sheets for use by the Facility Director and the IMT.

	Facilities/Equipment
	· The EOC is configured for effective operation of the IMT.

· EOC is equipped with appropriate computers, communications, printers, television and other equipment to support incident action planning and management decisions. 

	Personnel
	· Personnel have been identified to fill ICS Command and General staff positions during incidents and exercises.

	Process
	· Facility staff conducts a resource status and risk assessment at the outset of any emergency.

· Actionable guidance for key IMT positions to contribute to the resource status and risk assessment and determine initial actions.  

· At the outset of the incident, incident situation and initial actions are recorded (e.g., ICS 201).
· Personnel have access to the EOP and the SOPs for priority hazards including the identification of pre-determined initial Incident Command organizations for specific hazard incidents. 

· The EOP provides guidance for initial critical actions to ensure the appropriate personnel are assigned to necessary duties for emergency response and recovery operations.

· The IMT is staffed with appropriately qualified and trained personnel according to the scalable guidance in the EOP. 

· Facility has a backup communication system to communicate with the community during response and recovery efforts.  

	Education/Training
	· IMT personnel are trained to the operations level on their position roles and responsibilities. 

· Personnel assigned to conducting hazard risk assessments are trained commensurate with their role in developing the risk assessments and managing the EOC.

	Exercise
	· The semiannual exercises conducted by the facility incorporate the resource status and hazard risk within the exercise scenario.

	Evaluation
	· AARs due to activation of the EOC during exercises/drills and actual emergencies are evaluated after each incident.

	Organizational Learning
	· Lessons learned from AARs are incorporated into the EOC SOP and facility EMP, including training requirements and recommended resource enhancements.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a semiannual activation of the EOC and accomplishment of a risk assessment.

	3
	Excellent
	Resources and training are in place, and the EOC activation is tested annually.

	2
	Developed
	Resources and training are in place.  Facility can activate the EOC and perform a hazard risk assessment.

	1
	Being Developed
	Some capability elements exist; however, some key components, as described above are not yet developed.

	0
	Needs Attention
	There is an absence of an EOC activation plan and/or major components as described in the above assessment.


Questions:

1. Does the Emergency Operations Plan identify the individual(s) to whom staff report in the hospital’s incident command structure?
Answer: VHA Directive 0320, paragraph 4.j, describes these positions under “Responsibilities.”  

TJC requires the VAMC complies with EM.02.02.07 EP 4 which states, “The EOP identifies the individual(s) to whom staff report in the hospital’s incident command structure.”  In addition, NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Command and Management Standard states, “The EOP defines the process to manage all emergency incidents, exercises, and preplanned (recurring/special) events in accordance with ICS organizational structures, doctrine, and procedures, as defined in NIMS.” 

See also NFPA 1600, 5.9.2, which states “The entity shall describe specific organizational roles, titles, and responsibilities for each incident management function.”

2. Does the Emergency Operations Plan describe the process for assigning staff to all essential staff functions?
Answer:  To gather data helpful for identifying promising practices to be considered for national standards, it is vital to understand ICS staff roles at VAMCs.  TJC requires the VAMC complies with EM.02.02.07 EP 7 which states, “The hospital trains staff for their assigned emergency response roles.” 

See also NFPA 1600, 5.9.2 “The incident management system shall describe specific organizational roles, titles, and responsibilities for each incident management function.”  

3. Does the hospital establish backup systems and technologies for the communication activities identified in EM.02.02.01 EP’s 1-13?  
Answer: TJC requires the VAMC complies with EM Standard 02.02.01 EP 14 which states, “The hospital establishes back-up systems and technologies for the communication activities identified in EM.02.02.01, EPs 1-13.”  

See also NFPA 1600, 5.10.5 under “Communications and Warning” which states “The entity shall determine communication needs, provide capabilities to execute plans, and review and address the interoperability of multiple responding organizations.”  
4. How was the EOC designated?
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  In accordance with NIMS guidance, “Physical size, staffing, and equipping of an EOC will depend on the size of the jurisdiction, resources available, and anticipated incident management workload. EOCs may be organized and staffed in a variety of ways. Regardless of the specific organizational structure used, EOCs should include the following core functions: coordination; communications; resource allocation and tracking; and information collection, analysis, and dissemination.”  

See also NFPA 1600, Annex A. 5.12.1 under “Facilities”, which states, “ The entity shall establish a primary and an alternate emergency operations center, physical or virtual, capable of managing continuity, response, and recovery operations.”  
5. Describe your facility’s established (implemented) process for determining when the EOC should be activated.
Answer: There are no standards that specify EOC activation.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for a set of standards relative to EOC activation.  

See also NFPA 1600, 5.5.4 under “Incident Management”, which states, “The entity shall establish applicable procedures and policies for coordinating response, continuity, and recovery activities with appropriate authorities and resources, including activation and deactivation of plans, while ensuring compliance with applicable statues or regulations.”   
6. Is there an alternate EOC, and if so, what capabilities does it have?
Answer: In the event that the main EOC is not operational (i.e., due to the nature/extent/proximity of the incident, equipment malfunction) the IMT will need to relocate the Command Staff and operations to an alternate site.  This site should be located in another geographic region of the building or in an entirely different building on campus.  The alternate EOC should have the same/similar capabilities as the main EOC and should reflect the ability to provide Command, Control, Coordination, Communication functions outlined in the HVA.  

NFPA 1600, 5.12.1 states, “The entity shall establish a primary and an alternate emergency operations center…capable of supporting continuity, response and recovery operations.”

7. Describe the process your facility utilized to identify the resources (e.g., space, equipment, staffing, and communication capabilities) necessary to establish and operate an EOC to manage the incident for your facility.
Answer: NFPA 1600, 5.11.4 states, “Procedures shall be in place to conduct a situation analysis that includes a needs assessment, damage assessment, and the identification of resources needed to support response and recovery operations.” See also NFPA 1600, Annex A.5.12.1 regarding expanded EOC guidance.  
8. Are staff roles and responsibilities addressed with position descriptions and/or operational checklists?
Answer: During a disaster, staff can often become confused and disoriented about their role, especially if they are new to the position.  Establishing position descriptors/operational checklists will simplify the approach to emergency operations, reduce stress, and promote order to response and recovery operations.  Staff roles and responsibilities are defined in the 2008 VHA EMP Guidebook, Section 4 “Emergency Operations Planning”. They are further identified in the NIMS and ICS doctrines.  

See also NFPA 1600, 5.9.2 under “Incident Management” which states, “The incident management system shall describe specific organizational roles, titles, and responsibilities for each incident  management function,” and NFPA 1600, Annex A.5.8.3.8(3), which states, “Emergency Action Steps:…Checklist, action list, and/or standard operating procedures have been written that identify emergency assignments, responsibilities, and emergency duty locations.”   
9. Do the SOPs address the specific high risk threats identified in the HVA stored in the EOC?
Answer: During an incident, Command and General Staff will need immediate access to SOPs.  Because disasters can occur at any time, this contingency plan will ensure that the VAMC can access critical information when needed.  This will also safeguard those personnel with little to no experience.  There are no standards that specify where the SOPs are kept.  The purpose of this question is to understand operating procedures for gaining access to the EOP and its associated SOPs.  

10. Describe the ICS training for the EOC.
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Preparedness: Training and Exercises Standard” does not include specific standards that require NIMS training; however, it recommends that “…appropriate staff complete ICS 100, ICS 200, IS 700, IS 800, or equivalent courses.”  

See also NFPA 1600, 5.13 “Training,” which states, The training and education curriculum shall comply with all applicable regulatory requirements”.     

11. How do you get continuous information from the outside?
Answer: Maintaining open lines of communication with the community and other essential agencies (i.e., local/State/Federal) during an incident is essential.  TJC requires the VAMC complies with EM.02.02.01, “As part of its EOP, the hospital prepares for how it will communicate during emergencies”.  

NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Communication and Information Management Standard states, “The facility utilizes systems, tools, and processes that facilitate the collection and distribution of consistent and accurate information during an incident or event.”  

See also NFPA 1600, 5.8.2.6 under “Common Plan Elements,” which states, “Plans shall identify the process for managing the communication and flow of information, both internally and externally”. NFPA 1600, 5.15.1  under “Crisis Communication and Public Information” states, “The entity shall develop procedures to disseminate and respond to requests for pre-incident, incident, and post-incident information, as well as to provide information to the internal and external audiences, including the media, and deal with their inquiries.“ 
12. How do you maintain ongoing situational awareness?
Answer: Ongoing situational awareness determines how operations are conducted and should include briefings throughout the day from Command, Planning, Operations, Logistics, and Finance Section Chiefs.  The 2008 VHA EMP Guidebook, Section 4 “Emergency Operations Planning” and Section 10 “Emergency Operations” provides guidance for developing situational awareness procedures.  

See also NFPA 1600, Annex A.5.15.2 under “Crisis Communication and Public Information” which states, “The entity shall establish and maintain an emergency public information capability that includes the following: (1) A central contact facility for the media, (2) A system for gathering, monitoring, and disseminating emergency information….(4) A method to coordinate and clear information for release.”

13. How do you shift responsibility from day to day to emergency operations?
Answer: During an incident, there is a point when the facility needs to transition from normal operations to partial or full activation of the EOC.  How this transition is managed is a critical component of a successful response to the incident.  NFPA 1600, Annex A.5.6(5)(c) describes “…mobilization, dispatching, and demobilization protocols”.  

14. What is your process for rotating staff in and out of the EOC?
Answer:  The purpose of this question is to understand staff rotation processes at the VAMCs and determine if there is a need for standards in this area.  There are no standards that specify how staff are to be rotated.  However, there should be processes and procedures developed by the facility.  
15. Is incident action planning a component of ICS?
Answer:  NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Command and Management Standard states, “ICS implementation includes the consistent application of Incident Action Planning and common communication plans, as appropriate.”
Tabletop Observations:

1. Staff utilize a SOP to identify EOC activation procedures.

2. EOC is activated in a timely manner through central alert system and EOC staff are assigned to Command and General staff positions via the Incident Commander. A risk analysis is completed and job action sheets are briefed as needed.

3. Players in the EOC are able to identify response activities that will organize and mobilize essential resources such as responders, equipment, supplies, PPE, and transportation.
4. EOC activation involves the implementation of a resource list that identifies necessary components to establish a fully functional EOC (e.g., space, alternative space if needed, equipment, supplies, staffing, security, safety, and communication capabilities).

5. Appropriate staging areas are identified and managed to handle the influx of personnel, equipment and supplies.
2.1.4 Management of Extended Incident Operations 
Description:  To demonstrate this capability the facility must have a process for conducting extended operations beyond the initial reactive phase.

Rationale:  Several emergencies will require extended operations to meet the changing needs and demands of response and recovery activities.  The facility should have the ability to effectively manage incident operations beyond the initial reactive phase, using Management by Objective (MBO) and the incident action planning process.
Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of Physician Manpower Pool

· Review of General Manpower Pool

· Review of EOP
· Presence of inventory of critical resources (pharmaceuticals, equipment, and supplies)
· Interview with Chief of Human Resources (HR)
· EOC Activation

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to effectively manage incident operations beyond the initial reactive phase, using MBO and the incident action planning process to provide proactive management of the facility emergency response.

	Resources
	

	Supplies
	· Relevant incident action planning forms and guidance from the EOP

	Facilities/Equipment
	· Meeting facilities, communication and other equipment for supporting the Command Staff and Planning Section in developing the Incident Action Plan (IAP)

	Personnel
	· Qualified and trained personnel to staff the Command Staff, Planning Section, and other  positions in the EOP that are important to producing IAPs.

	Process
	· Staff assigned to the EOC and IMTs employ incident action planning procedures, including situation reports and resource status reports, IAPs and supporting plans and briefing the IAP to response leaders across the facility and relevant outside agencies.
· Operational periods and a related planning cycle (with action planning meetings) are established with staff rotation schedules determined by the nature of the scope of response and recovery activities.  Staff establishes operational period objectives to drive response and recovery efforts.

· Action planning demonstrates the ability to make high-stakes, urgent decisions in a controlled manner with efficient planning of actions to implement the decisions (such as emergent evacuation or shelter in place).

	Education/Training
	· Staff are trained on MBOs and IAP.

	Exercise
	· Management of extended incident operations is practiced during exercises including incident action planning and long range planning.

	Evaluation
	· AARs from drills/exercises and actual emergencies are evaluated after each incident.

	Organizational Learning
	· AARs are incorporated into the EMP to improve operations beyond the first operational period, and include training, and IAP documentation.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present including an annual briefing to the EMC on the plan for extended operations. A written report summarizing continuity planning activities identifying recommended continuity planning objectives is submitted annually.

	3
	Excellent
	Resources and training are in place, including an annual evaluation and report submitted to the EMC.

	2
	Developed
	Facility has ongoing continuity planning program coordinated with the EMC.

	1
	Being Developed
	There are elements of an extended operations plan, but it is not fully coordinated with the EMC.

	0
	Needs Attention
	Facility lacks an extended hours plan.


Questions:

1. What are the HR issues for establishing manpower pools?

Answer: TJC requires the VAMC complies with HR.01.02.01 EP 1 which states, “The hospital defines staff qualifications specific to their job responsibilities.”  Manpower pools should be developed to be consistent with this standard.

2. Describe your processes for managing operations during an extended incident. 
Answer: Maintaining coordinated and effective response and recovery efforts beyond the initial operating period is defined within the NIMS.  Specific guidance on Incident Action Planning and the ICS define the steps needed to assign and transfer command.  Within this process, further actions provide assurance for: 

· Staff support functions (i.e., sleep, feeding, security) 

· Resource management 

· Safety and Security

· Internal and external communications (i.e., within the VA system, local/State/Federal entities)

· Additional needs for COOP

Development of and implementation of these processes and procedures will align the VAMC with the VHA Memorandum for NIMS compliance dated January 17, 2007 and FCDs 1 and 2, which specify COOP procedures.
3. Does the Emergency Operations Plan describe how the hospital will manage staff support needs (for example, housing, transportation, incident stress debriefing)?
Answer: Staff support functions are an important component during a disaster.  TJC requires the VAMC complies with EM.02.02.07 EP 5 which states, “The EOP describes how the hospital will manage staff support needs (for example, child care, elder care, communication)”.

See also NFPA 1600 Annex A.5.8.3.3(7) which states, “Specific areas to consider in continuity plans include…Protection of resources, facilities, and personnel:…Plans are in place to ensure the protection of personnel,…so the entity can operate effectively.”

4. Is the management of extended incident operations including action planning and long range planning practiced during exercises?
Answer: The management of extended incident operations and action planning should be integrated into all exercises.  Testing this process ensures that staff understand the complications and intricacies of incident management beyond the first operational period.  Actively involving the management of extended incident operations and action planning into all exercises will enhance the facility’s ability to:

· Test policies and procedures 

· Develop a planning cycle to include provisions for staff, equipment, communications, and interactions within the VA structure and local/State/Federal agencies

· Inform staff of their roles during extended operations

· Conduct an AAR based on the incident
There are no standards that specify testing of extended incident operations.  The purpose of this question is to determine if additional guidance on extended operations is needed.  

2.2 Public Information Management Services during an Incident
Description:  To demonstrate this capability the facility must be able to communicate with internal and external stakeholders.

Rationale:  During an emergency, the facility should have a communications plan that includes messaging and dissemination methods to reach key stakeholders.  
Measurement:  
· Review of EOP
· Review of pre-established media contact lists

· Review of media relations plan

· Review of exercise AARs 

· Interview with PAO
· EOC Activation
· Tabletop
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/
Organization
	· The facility demonstrates effective management of messages to the media, patients and families and staff related to the incident and response. 

	Resources
	

	Supplies
	· Relevant forms, templates and other EOP materials providing actionable guidance for managing the public information function.

	Facilities/Equipment
	· The facility has a designated meeting area for members of the media and relevant facility staff.

	Personnel
	· There is a cadre of qualified and trained personnel identified to conduct this messaging to the media, staff, patients and families.

	Process
	· Personnel can identify the contacts within local and national media outlets identified in the media relations plan.
· A Joint Information System (JIS) and Joint Information Center (JIC) are developed and integrated into the facility’s EMP to manage incident related communications.

	Education/Training
	· The individual designated to communicate with the media has received training on their role in media relations.
· Staff understand their roles and the chain of communication in relation to local and national media.

	Exercise
	· Public information plans are exercised at least once a year.
· This capability is fully integrated with community wide exercises at least once a year.

	Evaluation
	· The facility performs an AAR after each exercise.

	Organizational Learning
	· The findings from the AARs inform improvements in public information process.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including establishing contact with the local mass media. The media communications plan is practiced semiannually.

	3
	Excellent
	Resources and training are in place and the media communications plan is practiced at least annually.

	2
	Developed
	Resources and training are in place including a written media communications plan.

	1
	Being Developed
	Some capability elements exist; however, a media communications plan is not written or practiced at least annually.

	0
	Needs Attention
	There is an absence of a mobilization plan.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will communicate with the community or the media during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 6 which states, “The EOP describes how the hospital will communicate with the community or the media during an emergency.”  

See also NFPA 1600, 5.15.1 under “Crisis Communication and Public Information” which states, “The entity shall develop procedures to disseminate and respond to requests for pre-incident, incident,...to internal and external audiences, including the media.” 
See also the CEMP Guidebook and the US Department of State on  

media strategies and crisis communication plan development.  For more information, refer to: www.usinfo.state.gov/products/pubs/pressoffice/brief.htm. 
2. Has the facility adopted the principle of Public Information, facilitated by the use of the JIS and JIC during an incident or event? 
Answer: Adherence to NIMS implementation will align the VAMC with the VHA Memorandum for NIMS compliance dated January 17, 2007, and the NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Command and Management Standard which states, “The facility has adopted the principle of Public Information, facilitated by the use of the JIS and JIC during an incident or event.”

See also NFPA 1600, 5.15.2 (2) which describes “A system for gathering, monitoring, and disseminating emergency information.”

3. Does the facility ensure that Public Information procedures and processes gather, verify, coordinate, and disseminate information during an incident or event? 
Answer: Adherence to NIMS implementation will align the VAMC with the VHA Memorandum for NIMS compliance dated January 17, 2007, and the NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Command and Management Standard which states health care facilities must “…ensure that Public Information procedures and processes gather, verify, coordinate, and disseminate information during an incident or event.”
4. How does your communication plan work to inform the Veterans Integrated Service Network (VISN), VHACO, and external entities?

Answer: Timely and accurate communication to personnel in a disaster is critical. TJC requires the VAMC complies with EM.02.02.01, “As part of its EOP, the hospital prepares for how it will communicate during emergencies.” The facility must develop a communication plan that ensures staff and external agencies are notified throughout the initial response phase leading up to and including demobilization and a return to readiness.  

See also NFPA 1600, 5.15.1  under “Crisis Communication and Public Information” which states, ”The entity shall develop procedures to disseminate and respond to requests for pre-incident, incident, and post-incident information, as well as to provide information to the internal and external audiences, including the media, and deal with their inquiries“. 
5. Who is responsible for communicating with the media?

Answer: VHA Handbook 1605.1, “Privacy and the Release of Information” and VHA Directive 6066, “Protected Health Information”  delineate the parameters of what a VHA Public Affairs Officer may or may not release to the media, the public and/or other agencies.  These documents also establish VA’s compliance with Health Insurance Portability and Accountability Act (HIPAA) and other privacy laws.  This guidance is consistent with the NIMS doctrine on JIS and Public Information Officer’s (PIO) roles/responsibilities with coordinating and releasing information to the media.  TJC requires the VAMC complies with TJC EM Standard 02.02.01 EP 6 which states, “The hospital will communicate with the community or the media during an emergency.”  

In addition, the 2008 VHA EMP Guidebook, Section 4 “Emergency Operations Procedures”, provides guidance on the role of the Public Affairs Office during an emergency. The VACO and VHACO Public Affairs Office provides guidance and policy on the coordination and dissemination of information to the media.  

See also NFPA 1600, 5.15.2,(1) under “Crisis Communication and Public Information” which states “ The entity shall establish and maintain an emergency public information capability… A central contact facility for the media.”

6. How has staff been trained with regards to public relations?

Answer: TJC requires the VAMC complies with TJC EM.02.02.07 EP 3 which states, “The EOP describes the process for assigning staff to all essential functions”, and EP 7, “The hospital trains staff for their assigned emergency response roles.” Other recommended training courses are identified by VACO Public Affairs Office and provided on a regular basis during conferences and meetings across VHA.   

NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness Training and Exercise Standard defines appropriate ICS training.   

7. What types of exercises has facility public information been involved with?

Answer: The public affairs function should be integrated into most, if not all, exercises.  A breakdown in communication could lead to false or damaging information being presented and/or leaked to the media.  Actively involving Public Affairs in exercises will enhance the facility’s JIS and provide opportunities to:

· Identify gaps in communication

· Enhance relationships with the media

· Inform staff of their roles when interacting with the media

See also NFPA 1600, 5.14.3 which states “Exercises shall be designed to test individual essential elements, interrelated elements, or the entire plan(s).”

8. Do you have a list of documented names and resources identifying local media agencies?

Answer: During an incident, Command and General Staff, specifically Public Affairs, will need immediate access to media contacts.  Because disasters can occur at any time, a media communication plan will ensure that the VAMC has this critical information when needed.  This will also provide redundancy should the facility Public Affairs Officer (PAO) need support remotely from another facility’s PAO.  TJC requires the VAMC complies with EM.02.02.01 EP 6 which states, “The EOP describes how the hospital will communicate with the community or the media during an emergency.” 

See also NFPA 1600, 5.15.1,2 (4) under “Crisis Communication and Public Information.”  which states, “The entity shall develop procedures to disseminate and respond to requests for pre-incident, incident, and post-incident information, as well as to provide information to internal and external audiences, including the media, and deal with their inquiries. The entity shall establish and maintain an emergency public information capability that includes….A method to coordinate and clear information for release.”
9. Does the facility have a centralized location for the media?

Answer: Designating a centralized location such as a JIC for the media allows Command and General staff to focus on operations without being interrupted.  This and other pertinent duties are outlined in the NIMS Incident Command Field Guide under the PIO Checklist. The JIC provides the media and external agencies an outlet to set-up their operations and await briefings from the facility IMT.  Adherence to this system will align the VAMC with NIMS doctrine on JIS and the JIC. 
2.3 Management and Acquisition of Resources for Incident Response and Recovery Operations
Description:  To demonstrate this capability the facility must develop and regularly maintain a resource management plan as directed by the EMC. 
Rationale:  During an incident, facilities will require resources to effectively operate during the response and recovery periods. The identification, management and timely acquisition of resources will determine the extent to which the facility can operate and return to normal status. 
Measurement:  
· Review of EOP
· Review of MOUs/MOAs

· Review of emergency resource inventory list

· Interview with Chief of Acquisitions and Materials Management
· Tabletop
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/
Organization
	· The facility can demonstrate appropriate management and acquisition of resources from a variety of agencies/vendors. 

· Resource management is a component of the EOC during its activation.

	Resources
	

	Supplies
	· The facility maintains forms/agreements and systems needed to inventory, request, allocate, and track resources.

	Facilities/Equipment
	· The facility has a designated room/staging area utilized for resources prior to, and during an incident.

	Personnel
	· Qualified and trained personnel to manage processes involved in resource acquisition, management, allocation, inventory, and deployment procedures.

	Process
	· There is a process for the management and inventory of all facility resources.
· There is a process for the activation of the resource manager during EOC activation.

· There is a process for the management, acquisition, allocation, and deployment of resources during an incident.

· There is a process to replenish supplies and equipment, including PPE, required for response and recovery.

· There is a process for acquiring resources from outside agencies/vendors.

· There is a process for returning equipment, supplies, and personnel to a normal state after incident recovery.

· Facility communicates potential resource sharing with other health care agencies during an incident.

· Plans have been developed that include potential resource sharing within and outside of the community.

	Education/Training
	· Personnel work in the pre-planning process to identify resources that may be needed for all-hazards preparedness.

· Personnel are trained as a component of the ICS structure and operate within the EOC during activation.

	Exercise
	· Resource management plans are exercised at least once a year.

· This capability is fully integrated with community wide exercises at least once a year.

	Evaluation
	· The inventory is evaluated at least annually.

· The facility performs an AAR after each exercise.

	Organizational Learning
	· The findings from the AARs inform improvements in the resource management process.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a pre-planning incident assessment for resource allocation. Facility has a system in place to identify, inventory, track, allocate, deploy, and return resources to normal status during and after an incident. The resource management plan is practiced semiannually.

	3
	Excellent
	Resources and training are in place and the resource management plan is practiced at least annually.

	2
	Developed
	Resources and training are in place including a written resource management plan.

	1
	Being Developed
	Some capability elements exist; however, a resource management plan is not written or practiced at least annually.

	0
	Needs Attention
	There is an absence of a resource management plan.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will communicate with other health care organizations in its contiguous geographic area regarding the resources and assets that could be shared in an emergency response?

Answer: TJC requires the VAMC complies with EM.02.02.01 EP 10 which states, “The EOP describes how the hospital will communicate with the community or the media during an emergency.”  

2. Does the Emergency Operations Plan describe how the hospital will communicate with purveyors of essential supplies, services, and equipment during an emergency?
Answer: Many of a facility’s decisions on what supplies to inventory, for normal use and in emergencies, is decided through the facility’s Commodity Standards Committee.  The requirement for such a committee and all the inventory management policy guidance for VHA is contained in VHA Handbook 1761.2, “VHA Inventory Management”.  Specifically, the guidance on Commodity Standards Committees states “Commodity Standards Committee. Communication and coordination are key elements

for effective implementation of the VHA standardization program. Each network must include these elements in their Inventory Management Implementation Plan. The Commodity Standards Committee is an appropriate group through which communications can be affected. There must be a facility Commodity Standards Committee and may also be a VISN-level committee. It is critical that the Commodity Standards Committee includes clinical representatives. Use suggested membership from VA Handbook 7176. The Field Facility Logistics Manager is responsible for distribution of standardization user group plans, minutes, notices of standardization, changes in policy and guidelines, etc., to Commodity Standards Committee members.”  Further policy guidance regarding the inventory of medical supplies is contained in VHA Handbook 7176, Supply, Processing, and Distribution (SPD) Operational Requirements.”

In addition, TJC requires the VAMC complies with EM.02.02.01 EP 7 which states, “The EOP describes how the hospital will communicate with purveyors of essential supplies, services, and equipment during an emergency.”  This plan should proactively identify, locate, acquire, distribute, and account for critical resources and supplies.
3. Does the Emergency Operations Plan describe how the hospital will share resources and assets with other health care organizations within the community, if necessary?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 4 which states, “The EOP describes how the hospital will share resources and assets with other health care organizations within the community, if necessary. 

See also NFPA 1600, 5.6 “Resource Management and Logistics” states, “The resource management objectives established shall include the following: ….(3) Resources and any needed partnership arrangements essential to the program.”  See also NFPA 1600, 5.7.2  under “Mutual Aid/Assistance” which states “If mutual aid/assistance is needed, agreements shall be established.”  
4. Does the Emergency Operations Plan describe how the hospital will obtain and replenish medical supplies that will be required throughout the response and recovery phases of an emergency, including personal protective equipment where required?

Answer: TJC requires the VAMC complies with EM.02.02.03 EP 2 which 
states, “The EOP describes how the hospital will obtain and replenish 
medical supplies that will be required throughout the response and 
recovery phases of an emergency, including personal protective 
equipment where required.”  

5. Does the Emergency Operations Plan describe how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency?

Answer: TJC requires the VAMC complies with EM.02.02.03 EP 3 which states, “The EOP describes how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency.”  
See also NFPA 1600, 5.6.2 and 5.6.3 under “Resource Management and Logistics” which states, “The entity shall establish procedures to locate, acquire, store, distribute, maintain, test, and account for services, personnel, resources, materials, and facilities procured or donated to support the program.”
6. Does the hospital implement components of its Emergency Operations Plan that require advance preparation to provide for resources and assets during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 12 which states, “The hospital implements the components of its EOP that require advance preparation to provide for resources and assets during an emergency.”
7. Does the Emergency Operations Plan describe how the hospital will share resources and assets with other health care organizations outside the community, if necessary, in the event of a regional or prolonged disaster?
Answer: Effective sharing of resources with community health care agencies requires on-going communication.  TJC requires the VAMC complies with EM.02.02.03 EP 5 which states, “The EOP describes how the hospital will share resources and assets with other health care organizations outside of the community, if necessary, in the event of a regional or prolonged disaster.”  

See also NFPA 1600, 5.6.3 under “Resource Management and Logistics” which describes the resource management objectives needed to include “Resources and any needed partnership arrangements essential to the program.” 

8. Does the Emergency Operations Plan describe how the hospital will monitor quantities of its resources and assets during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 6 which states, “The EOP describes how the hospital will monitor quantities of its resources and assets during an emergency.”  

See also NFPA 1600, 5.6 which discusses resource management, including the task of establishing processes for describing, cataloging, requesting, and tracking resources.
9. Does the hospital keep a documented inventory of the resources and assets it has on site that may be needed during an emergency, including, but not limited to, personal protective equipment, water, fuel, and medical, surgical, and medication-related resources and assets?  
Answer: TJC requires the VAMC complies with EM.01.01.01 EP 8 which states, “The hospital keeps a documented inventory of the resources and assets it has on site that may be needed during an emergency, including, but not limited to PPE, water, fuel, medical, surgical and medication-related resources and assets.”  

See also NFPA 1600, 5.6.6 which discusses the current inventory of internal and external resources that shall be maintained.

10. Is the inventory evaluated at least annually?
Answer: TJC requires the VAMC complies with EM.03.01.01 EP 3 which states, “The hospital conducts an annual review of its inventory process”.
11. Does your facility’s planning include establishing priority contracts with local suppliers to ensure delivery of critical healthcare and other supplies when others may be competing for the same resources?
Answer: TJC requires the VAMC complies with EM.02.02.03 which states, “The hospital should also recognize the risk that some resources may not be available from planned sources, particularly in emergencies of long duration or broad geographic scope, and that contingency plans will be necessary for critical supplies.  This situation may occur when multiple hospitals are vying for a limited supply from the same vendor.”  
See also NFPA 1600, 5.6.3(3) under “Resource Management and Logistics,” which states “The resource management objectives established shall include the following:… (3) Resources and any needed partnership arrangements essential to the program.”    
12. Does the facility staff know how to access the Blanket Protection Agreement (BPA) from VHACO to obtain fuel, building supplies, industrial parts, office supplies, and air transportation?
Answer: VHA Directive 2003-018, “Review Of BPAs For Multi-VISN Or VISN Groups” defines policy for implementing BPAs for multiple facilities.  Additionally VHACO implemented five BPAs for obtaining critical resources during recovery operations.  

The purpose of this question is to determine the extent to which VAMCs and VISNs understand this Directive.  The purpose of this question is also to determine the level of awareness of the national BPAs.  This data will be used to help determine if there is a need for increased communication and training.  

2.4 Processes and Procedures for Demobilization of Personnel and Equipment
Description:  To demonstrate this capability the facility must be able to return its personnel, equipment, and supplies to a pre-disaster or new normal state.  
Rationale:  The facility initiates demobilization processes to disengage resources from incident response and allow a return to normal operations or back to standby status.  Equipment used heavily during the disaster must be thoroughly inspected and supplies must be returned to central storage and when necessary, restocked. 
Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of EOP
· Review Memorandum’s of Understanding (MOUs)/contracts with Key Vendors
· EOC Activation

· Tabletop
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to plan for and demobilize response resources when their missions are completed, and to efficiently demobilize the IMT when indicated. 

	Resources
	

	Supplies
	· Demobilization supplies such as forms, guides, Job Action Sheets. 

· Unused supplies are returned to storage areas and consumed supplies documented for replenishment as part of demobilization.

	Facilities/Equipment
	· Equipment is inspected and logged for re-packaging and returned for proper storage.  

· Facilities used in response and recovery are decommissioned and response equipment/supplies removed. 

	Personnel
	· Planning Section personnel qualified and trained to supervise demobilization planning.

· Logistics and other personnel qualified and trained to execute the demobilization plan and to conduct the demobilization procedures.  

	Process
	· The IMT provides briefing to facility leadership and returns to their regularly assigned duties.  

· Responders are out-processed, which includes confirming their record of participation, brief evaluation by IMT superior, physical exam as indicated (such as post-decontamination activities). Facility responders are offered counseling.

	Education/Training
	· Members of the IMT are trained with respect to their role during demobilization.

	Exercise
	· Demobilization planning and the demobilization process are exercised at least once every two years during normally scheduled facility exercises.

	Evaluation
	· Demobilization is evaluated through exercises and evaluative drills.

	Organizational Learning
	· Findings from the AARs are incorporated as improvements into the demobilization process and other aspects of the EMP at the facility.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including established demobilization procedures. Demobilization plan is practiced semiannually.

	3
	Excellent
	Resources and training are in place, and demobilization is practiced at least annually.

	2
	Developed
	Resources and training are in place, including a written demobilization plan.

	1
	Being Developed
	Some capability elements exist; however, the demobilization plan is not written or practiced at least annually.

	0
	Needs Attention
	There is an absence of a mobilization plan.


Questions:

1. Describe your facility’s demobilization plan including staff training on roles in the demobilization phase of the disaster.
Answer: The demobilization plan is essential for the safety of those involved during operations and to ensure that the facility is in a position to return to readiness.  Demobilizing specific functions during operations emphasizes the modular framework of the ICS and allows the command structure to stand down certain processes and procedures when warranted.  

TJC requires the facility complies with EM.02.02.01 EP 5 which states, “The EOP describes the processes for initiating and terminating the hospital’s response and recovery phases of the emergency, including under what circumstances these phases are activated”, and EP 6 which states, “The EOP identifies the individual(s) who has the authority to activate the response and recovery phases of the emergency response.”
In addition, the 2008 VHA EMP Guidebook, Section 4 “Emergency Operations Planning” and Section 9 “Education Training and Exercises”, provides guidance to facilities for this requirement.

2. How often are demobilization processes tested?  

Answer: The demobilization process should be integrated into exercises.  Testing demobilization procedures ensures that staff and resources are properly evaluated prior to returning to work.  Actively involving the demobilization process in exercises will enhance the facility’s ability to:

· Revise the Demobilization Plan based on deficiencies identified in AARs from exercises and drills

· Track and replenish resources

· Repair, dispose of, and/or discard damaged resources

· Inform and train staff on their roles during demobilization

There are no standards that specify a testing frequency.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for a standard.
2.5 Processes and Procedures for a Return to Readiness of Staff and Equipment
Description:  To demonstrate this capability the facility must have a process to return to pre-incident function.

Rationale:  Returning to the pre-incident state is a crucial part of the disaster response and recovery process.  The stand-down of the emergency allows patients to return for non-emergency care and for non-critical staff to report to duty.  
Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of EOP
· Review MOUs/contracts with Key Vendors

· EOC Activation

· Tabletop
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to rapidly return to response readiness. 

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· New storage areas or equipment as indicated

	Personnel
	· Logistics staff qualified and trained to rapidly restore the supplies and equipment to pre-response readiness status.

	Process
	· Supplies used during response and recovery operations are replenished, repackaged and properly stored.
· Facilities used in response and recovery are returned to their pre-response functions and to readiness for the next EOP activation.
· Equipment used during response and recovery operations is inspected and damaged equipment is replaced and then secured.  

· Staff from the EOC and IMTs are debriefed.

	Education/Training
	· Staff are trained on returning to normal duties, replenishing supplies, and inspecting/rehabilitating equipment and returning it to readiness and storage.

	Exercise
	· Return to Readiness activities after an exercise or incident may be treated as an exercise to assess effectiveness of process and procedures.

	Evaluation
	· The facility’s Return to Readiness is evaluated through exercises and evaluative drills.

	Organizational Learning
	· Findings from the AARs are incorporated as improvements into the Return to Readiness process and other aspects of the EMP at the facility.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including established demobilization procedures. The Return to Readiness Plan is practiced semiannually.

	3
	Excellent
	Resources and training are in place and the Return to Readiness Plan is practiced at least annually.

	2
	Developed
	Resources and training are in place including a written Return to Readiness Plan.

	1
	Being Developed
	Some capability elements exist; however, the Return to Readiness Plan is not written or practiced at least annually.

	0
	Needs Attention
	There is an absence of Return to Readiness Plan.


Questions:
1. Describe the survey process for ensuring site occupant safety measures are intact before returning to readiness.
Answer: Maintaining safety throughout response and recovery operations is the responsibility of the Incident Commander and Safety Officer.  Prior to returning to normal operations, the IMT must ensure that:

· Safety/Engineering has conducted an extensive on-site assessment for potential damages and/or safety hazards

· Staff are accounted for and debriefed as needed

· Equipment and resources are inspected for damage and appropriate  repairs are made, stock is replenished as needed

· Appropriate communications to VISN and throughout VAMC are conducted, including necessary contacts with local/State/Federal entities

· All documentation pertaining to incident/exercise is collected and prepared for senior leadership/EMC/Safety Committee for AAR

TJC requires the VAMC complies with EM.02.01.01 EP 5 which states, “The EOP describes the processes for initiating and terminating the hospital’s response and recovery phases of the emergency, including under what circumstances these phases are activated.”  TJC also requires the VAMC complies with EM.02.01.01 EP 6 which states, “The EOP identifies the individual(s) who has the authority to activate the response and recovery phases of the emergency response.”  The 2008 VHA EMP Guidebook, Section 4 “Emergency Operations Planning” provides guidance to facilities for this requirement.    
See also NFPA 1600, 5.11.2, 5.11.3, and 5.11.4 under “Operational Procedures” which states, “Procedures shall be established and implemented for response to and recovery from the consequences of those hazards identified in…..and shall address health and safety, incident stabilization, operational/business continuity, property conservation, and protection of the environment under the jurisdiction of the entity…..conduct a situation analysis that includes a needs assessment, damage assessment.”  

2. Are Return to Readiness processes tested in a drill or exercise?
Answer: The return to readiness process should be integrated into exercises.  Testing this process ensures that staff and resources are properly evaluated prior to returning to work, the incident has been contained, and the facility is ready to return to normal operating status.  Actively involving the return to readiness process in all exercises will enhance the facility’s ability to:

· Revise the Return to Readiness Plan based on deficiencies identified in AARs from exercises and drills

· Identify the need for a Critical Incident Stress Debriefing (CISD)

· Inform staff of their roles during the return to readiness process

· Conduct an AAR based on the incident

There are no standards that specify a testing frequency.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for a standard.
3 Occupant Safety Capabilities

The following occupant safety capabilities are critical to maintaining the safety and security of occupants and facilities: 
· Evacuation vs. Shelter-in-place
· Perimeter Management of Access/Egress to Facility during an Incident (e.g., Lock Down)Decontamination

· Processes and Procedures for Managing a Hazardous Substance Incident 
· Infection Control

· Fire Protection and Rescue Services for Response to Incidents
The following sections describe these occupant safety capabilities, including their rationale and measurement.  The evaluation and assessment of these capabilities are best addressed through the Operations Section Chief, and the Safety and Security Annex and related SOPs and checklists in the EOP.
3.1 Evacuation vs. Shelter-In-Place

The facility demonstrates the ability to either evacuate or shelter-in-place (or a sequence of the two if appropriate to the incident) in order to maintain a safe, medically effective environment for staff, patients and visitors.

3.1.1 Processes and Procedures for Evacuation of Patients’, Staff, and Visitors'
Description:  To demonstrate this capability the facility must have a plan that includes criteria for evacuation and a means for safe accomplishment.
Rationale:  Because evacuation involves complex decisions and risks, it is critical that facilities have plans to evacuate patients quickly and safely.
Measurement:  
· Pre-Survey

· Review of EOP
· Interviews with AD, and Safety Officer
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to determine the evacuation decision in the face of incident circumstances, and rapidly conduct a partial or full facility evacuation in a controlled, orderly, and safe manner.

	Resources
	

	Supplies
	·   Relevant EOP forms, guidance (operational checklists or Job Action Sheets)

	Facilities/Equipment
	· Evacusleds® or similar devices
· Appropriate communications

· Patients staging and loading areas

· Vehicle staging areas

	Personnel


	· The facility has identified personnel to staff rapid managed evacuation, both management (“Floor Marshals” or equivalent) and personnel trained and qualified to transport patients with emergency evacuation devices.

	Process
	· Facility has a horizontal and vertical evacuation plan.
· The plan includes the use of any mechanical devices and how patients will be evacuated vertically.
· There is a process for managing the patient staging areas, rally points, short-term shelter, transport and other areas.
· There is a process for transporting patients, their medications and critical equipment, records, and staff to an alternate care site. 

· Facility has evacuation devices under each patient’s bed such as an Evacusled®.
· There is a management process for orderly evacuation of each facility area (priorities for using elevators, evacuation routes, rally points for accountability).
· There is a process for securing facilities after evacuation of patients, visitors and staff.
· A Planning Process is described to resolve the hazard and return the facilities to function as rapidly as possible.
· There is a process to communicate with patients and their families during emergencies, including notification when patients are relocated to alternate care sites.

	Education/Training
	· Facility staff charged with conducting the evacuation are trained to an operational level to carry out the plan, including identifying an evacuation area, alternate care sites, and safe transportation. 
· Staff are trained in their role on the facility evacuation plan (e.g., patient movement, mobilizing medical records, meds and critical medical equipment, use of evacuation devices).
· Staff on all shifts can explain the criteria that would necessitate an occupant safety evacuation.

	Exercise
	· Exercise of the full evacuation plan is conducted annually.
· The vertical evacuation plan is tested via Tabletop at least annually including use of evacuation devices as part of the exercise.

· Horizontal evacuation plans for exercises such as fire drills are conducted at least quarterly per patient ward.

	Evaluation
	· Evacuation is evaluated through exercises and evaluative drills.

	Organizational Learning
	· Findings from the AARs are incorporated as improvements into the evacuation process and other aspects of the EMP at the facility.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including identifying of an evacuation area, alternate care sites, and safe transportation. The evacuation plan should be exercised at least annually. The plan should include horizontal and vertical evacuations. Facilities should have evacuation devices at or under the patient beds where applicable.

	3
	Excellent
	Evacuation plan includes identifying an evacuation area, alternate care sites, and safe transportation. Evacuation plan is exercised at least annually. The plan includes horizontal and vertical evacuations.

	2
	Developed
	Evacuation plan meets TJC standards.

	1
	Being Developed
	Facility has horizontal but lacks a vertical evacuation plan or has not exercised the vertical evacuation plan within 15 months.

	0
	Needs Attention
	There is an absence of capability, including lack of an evacuation plan.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will evacuate (from one section or floor to another within the building, or, completely outside the building) when the environment cannot support care, treatment, and services?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 3 which states, “The EOP describes how the hospital will evacuate (from one section or floor to another within the building, or, completely outside the building) when the environment cannot support care, treatment, and services.”  
2. Does the Emergency Operations Plan describe how the hospital will arrange for transporting some or all patients, their medications, supplies, equipment, and staff to an alternative care site(s) when the environment cannot support care, treatment, and services?
Answer: Emergency transportation of patients in an evacuation is covered in VHA policy in VHA Directive 2008-020, “Patient Transportation Program and states in paragraph (8) “Emergency Planning. Emergency patient transportation plans must be published and include procedures for patient assessment (physical and mental limitations), resources available, transportation assets, and the location of the alternative care sites.  Evacuation of patients needs to be coordinated with available Federal, State, and local transportation resources;(b) Available facility-based vehicles and drivers to provide patient transportation must be identified;(c) Patients suitable for vehicle transportation must be assessed with clinical staff guidance.
In addition, TJC requires the VAMC complies with EM.02.02.03 EP 9 which states, “The EOP describes the hospital’s arrangements for transporting some or all patients, their medications, supplies, equipment, and staff to an alternate care site(s) when the environment cannot support care, treatment, and services.”  See also NFPA 1600, Annex E.1.1(3)(e) “Pre-designated Incident Locations and Facilities” which states, “Various types of operational locations and support facilities are established in the vicinity of an incident to accomplish a variety of purposes, such as decontamination,….,processing mass care, and evacuation.”
Also, many of a facility’s decisions on what supplies to inventory, for normal use and in emergencies, is decided through the facility’s Commodity Standards Committee.  The requirement for such a committee and all the inventory management policy guidance for VHA is contained in VHA Handbook 1761.2, “VHA Inventory Management.”  Further policy guidance regarding the inventory of medical supplies is contained in VHA Handbook 7176, SPD Operational Requirements.”

3. Does the Emergency Operations Plan describe how the hospital will arrange for transferring pertinent information, including essential clinical and medication-related information, with patients moving to alternative care sites?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 10 which states, “The EOP describes the hospital’s arrangements for transferring pertinent information, including essential clinical and medication-related information, with patients moving to alternative care sites.”
4. What criteria would you use to determine whether to shelter-in-place or evacuate?
Answer: TJC EM.02.01.01 describes the requirement for hospitals to develop “a comprehensive and flexible EOP that guides decision-making at the onset of an emergency and as an emergency evolves”. 

In addition, TJC requires the VAMC complies with EM.02.02.11 EP 3 which states, “The EOP describes how the hospital will evacuate (from one section or floor to another within the building, or, completely outside the building) when the environment cannot support care, treatment, and services.”  
Furthermore, guidance on Tele-work is contained in VA Handbook 50115/5, Part II, Chapter 4 “Alternative Workplace Arrangements (Tele-work).  The policy describes the criteria for approving tele-work, information security provisions,  and the process developing and approving a tele-work agreement.  The agreement covers the terms and conditions of participation as well as management expectations and commitments.  These conditions include required equipment, supplies, requirements for leave, overtime, liability, work area, worksite inspections, etc. Facility Directors are the approving officials. 

Chapter 4, paragraph m. “Ad Hoc Arrangements” outlines a provision:  “When management determines exigent circumstances exist management may institute an ad hoc tele-work arrangement without completion of required documentation.  Ad hoc arrangements should only be instituted to assist employees and management in unforeseeable and unavoidable emergency circumstances, and to ensure improvement of services to veterans.  After effecting an ad hoc arrangement, a tele-work agreement should be completed at the earliest possible opportunity.”

Also, OPM’s “Federal Manager’s/Decision Maker’s Emergency Guide” describes the role of the Federal government in protecting civilian employees, meeting special needs, guidance on tele-work, designation of emergency personnel, shelter in place protocols, etc.  For more information, refer to: www.opm.gov. 

5. Does the Emergency Operations Plan describe how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites.”  
6. Is there a documented procedure for how to determine when evacuation of your facility or shelter-in-place is necessary?
Answer: TJC EM.02.01.01 describes the requirement for hospitals to develop “a comprehensive and flexible EOP that guides decision-making at the onset of an emergency and as an emergency evolves”.
In addition, TJC requires the VAMC complies with EM.02.02.11 EP 3 which states, “The EOP describes how the hospital will evacuate (from one section or floor to another within the building, or, completely outside the building) when the environment cannot support care, treatment, and services.”  

Also, OPM’s “Federal Manager’s/Decision Maker’s Emergency Guide” describes the role of the Federal government in protecting civilian employees, meeting special needs, guidance on tele-work, designation of emergency personnel, shelter in place protocols, etc.  For more information, refer to: www.opm.gov. 

7. Is there a communication system that reaches all areas of your facility for emergency/immediate evacuation or shelter-in-place of your facility?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 2 which states, “The EOP describes how the hospital will communicate information and instructions to its staff and licensed independent practitioners during an emergency.” 

In addition, OPM’s “Federal Manager’s/Decision Maker’s Emergency Guide” describes the role of the Federal government in protecting civilian employees, meeting special needs, guidance on tele-work, designation of emergency personnel, shelter in place protocols, etc.  For more information, refer to: www.opm.gov.

See also NFPA 1600, 5.10.4  under “Communications and Warning,” which states, “Emergency communication and warning protocols, systems…and used to alert people potentially impacted by and actual or impending emergency.”

8. Are there pre-established meetings places (“rally points” for accountability) for patients and staff (assigned by departments) once immediately evacuated?
Answer: There are no standards that specify “rally points” for patients and staff once evacuated.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is need for a national standard or policy.
9. Are there pre-established staging areas for patients and staff (assigned by departments) once immediately evacuated, from which more orderly transfer may occur?
Answer: There are no standards that specify staging area requirements for VAMCs.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

10. Does the Emergency Operations Plan describe the hospital’s arrangements for internal security and safety?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 1 which states, “The EOP describes the hospital’s arrangements for internal security and safety.”  

11. Does the facility follow an organizational strategy for prioritization of patients for evacuation (for both emergency/immediate and urgent status)?
Answer: There are no standards that specify patient prioritization for evacuation.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for a standard or policy.  
Tabletop Observations:

1. Incident Command conducts risk assessments to determine the need for evacuation of facility or shelter in place and initiates internal/external “alarm” to activate evacuation procedure.

2. Facility staff are trained in their roles in a horizontal and vertical evacuation.

3.1.2 Processes and Procedures for Sheltering-in-Place

Description: To demonstrate this capability the facility should have a plan to ensure the safety of employees, patients, and visitors who may be required to remain at the facility for an extended period of time during an emergency.  
Rationale:  Some emergencies require the facility to house employees, families, and visitors and serve as a safe refuge until the emergency response and recovery has been completed.  

Measurement:  
· Pre-Survey

· Review of EOP
· Interviews with EPC and Safety Officer
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to shelter patients, visitors, and staff within the facility facilities in a medically and physically safe environment.

	Resources
	

	Supplies
	· Facility has identified critical supplies needed to sustain a shelter-in-place operation for an extended period of time.  These supplies include water, food, housing, beds linens, etc.

	Facilities/Equipment
	· Immediate safe-havens away from hazards

· A location within the facility is identified for a safe and effective and potentially prolonged shelter-in-place, providing both shelter for those seeking refuge and the supporting infrastructure for continuity of critical medical services.

· Facility for conducting the IMT (back-up EOC) if regular EOC must be abandoned to shelter in place.
· Communications and IT equipment and services to maintain contact with VISN and outside response agencies from the shelter

	Personnel
	· Facility identifies qualified and trained staff to activate and manage a shelter in place activity.

	Process
	· A shelter in place process is described in the EOP.

· Process for moving patients, visitors and staff immediately away from danger (shattering windows, fire, flooding, collapse) and then for transport to the shelter.

· Process for maintaining essential medical services in the safe haven.

· Process for continually assessing medical and physical safety while remaining in the shelter-in-place location.

	Education/Training
	· Staff assigned to the shelter-in-place activity are trained consistent with their roles and responsibilities.

· Staff on all shifts can explain the criteria that would necessitate immediate sheltering-in-place for occupant safety.

	Exercise
	· A shelter-in-place activity is part of a facility exercise at least annually.

	Evaluation
	· Shelter-in-place is evaluated through the exercise AAR process.

	Organizational Learning
	· AAR findings are analyzed and improvements in the shelter-in-place process are incorporated into the EOP, facilities, training or other elements of the EMP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including pre-identified locations within the facility suitable for shelter-in-place activation for patients and staff.  Plan includes provisions for continuity of care, including medical records should VistA become disabled, as well as provisions for housing, food, water, and security. Plan is exercised at least annually.  

	3
	Excellent
	Resources and training are in place to support the shelter-in-place capability.  Plan includes provisions for continuity of care, including medical records should VistA become disabled, as well as provisions for housing, food, water, and security. Plan is exercised at least annually.  

	2
	Developed
	Shelter-in-place plan is developed and tested on regular basis at frequency determined by facility.

	1
	Being Developed
	Facility lacks a detailed shelter- in laboratory -place plan and does not test its capability on a regular basis.  Facility is developing a plan but has not yet implemented it.

	0
	Needs Attention
	There is an absence of capability evidenced by lack of a shelter-in-place plan.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will manage the family support needs of staff (for example, child care, elder care, communication)?
Answer: TJC requires the VAMC complies with EM.02.02.07 EP 6 which states, “The EOP describes how the hospital will manage the family support needs of staff (for example, child care, elder care, and communication).”  

2. Describe your facility’s shelter-in-place plan including training and exercises.

Answer: There are no standards that specify requirements for training and exercises during a shelter-in-place event.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

3. Does the EOP identify a scalable response for sheltering-in-place?
Answer: A scalable response is needed because of the unpredictability and the unexpected ability of an emergency to escalate.  TJC EM.02.01.01 describes the requirement for hospitals to develop “a comprehensive and flexible EOP that guides decision-making at the onset of an emergency and as an emergency evolves”.  This approach should include the timing and criteria for decisions that involve shelter-in-place, patient transfer, facility closings, and/or evacuation.  The EOP should describe a process to determine what emergencies would warrant the need to shelter-in-place.  

4. If the EOP does identify a scalable response for sheltering in place, does it include:  Decision process for shelter-in-place; Ability to shut down Heating, Ventilation, and Air Conditioning (HVAC) systems (If yes, how quickly?); plans for relocation of patients into sheltered areas of your facility?
Answer: There are no standards that specify how to conduct a shelter-in-place response.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

5. Does your facility have a plan for sheltering family members of essential facility staff during and emergency?
Answer: During an incident, staff are concerned about their families and will often not be able to report for duty due to family responsibilities (children and sick or fragile spouses or parents). A plan to shelter family members of essential staff would help ensure staff are able to report and assist with operational duties.

TJC requires the VAMC complies with EM.02.02.07 EP 6 which states, “The EOP describes how the hospital will manage the family support needs of staff (for example, child care, elder care, and communication).”  

6. Does your facility family shelter plan include provision for pets?
Answer: There are no standards that specify sheltering of pets.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  One of the important aspects of the question is that a facility should have a policy, ahead of any emergency, on whether or not to permit the housing pets of staff or patients as part of shelter-in-place procedures.

7. Is there an emergency warning signal that can reach all areas of your facility for emergency/immediate evacuation or shelter-in-place of your facility?

Answer: TJC requires the VAMC complies with EM.02.02.01 EP 2 which states, “The EOP describes how the hospital will communicate information and instructions to its staff and licensed independent practitioners during an emergency. ”  See also NFPA 1600, 5.10.4  under “Communications and Warning” which states, “Emergency communication and warning protocols, systems……and used to alert people potentially impacted by and actual or impending emergency.”

8. Does your facility have a plan for managing staff support activities?
Answer: TJC requires the VAMC complies with EM.02.02.07 EP 5 which states, “The EOP describes how the hospital will manage staff support needs (for example, housing, transportation, and incident stress debriefing)”.  See also NFPA 1600, 5.15.2(6) which states, “A public information capability shall include…protective action guidelines/recommendations (e.g. shelter in place or evacuation).” 
3.1.3 Processes and Procedures for Sheltering Family of Critical Staff
Description:  To demonstrate this capability the facility will be able to house family members of staff who may be required for extended operations during an emergency.

Rationale:  To ensure that critical employees will come to work and be assured that their families are well cared for, it is essential to provide shelter for the families of critical employees.
Measurement:  
· Facility Tour (view area of proposed shelter)

· Review of EOP
· Interview with EPC
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide safe shelter for families of critical facility staff during emergencies and disasters.

	Resources
	

	Supplies
	· The facility has housing arrangements, food, and other essential services necessary to maintain a shelter for family members.

	Facilities/Equipment
	· The facility has a designated area for shelter of staff’s family members.
· Plans include housing arrangements, food, childcare and other essential services.

	Personnel
	· Facility assigns staff to manage the Family Shelter plan.
· Chaplain support to families is available. 

	Process
	· The family shelter process is delineated as an element in the EOP.  

· Procedure for assessing and registering family members for accountability and needs.

· Procedure for orienting family members to facility rules, available services.

· Procedure for assigning living space.

	Education/Training
	· Facility staff who manage the plan are trained with respect to their role concerning activation, operation, and decommissioning of the plan.

	Exercise
	· The plan is exercised at least annually.

	Evaluation
	· Facility conducts an annual evaluation of the family shelter plan at the facility.

	Organizational Learning
	· Findings from the annual review are incorporated into the family shelter plan.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a written plan approved by the EMC. Plan includes identification of facilities for family shelter, housing, beds, food, and supplies and is tested annually. It also includes provisions for pets.  

	3
	Excellent
	Resources and training are in place to support the family shelter, including identification of facilities for family shelter, housing, beds, food and supplies and is tested annually. It also includes provisions for pets.  

	2
	Developed
	Facility has a family shelter plan for critical employees.

	1
	Being Developed
	Facility does not have a family shelter plan for families of critical employees, but it is developing one.

	0
	Needs Attention
	Facility does not have a family shelter plan for families of critical employees.


Question:
Does the facility have plans in place to manage staff family support needs?
Answer: TJC requires the VAMC complies with EM.02.02.07 EP 6 which states, “The EOP describes how the hospital will manage the family support need of staff (for example, child care, elder care, and communication)”.  See also NFPA 1600, 5.15.2(6) which states, “A public information capability shall include…protective action guidelines/recommendations (e.g. shelter in place or evacuation).”
Facility Tour:

View location of family shelter
3.2 Perimeter Management of Access/Egress to Facility during an Incident (e.g., Lock Down)

Description:  To demonstrate this capability the facility must be able to restrict access to and from the campus and individual buildings during an emergency.  
Rationale:  During emergencies, it is essential to be able to secure the facility to protect patients, employees, visitors, and infrastructure.
How Measured:  
· Tour of Emergency Department (ED)
· Review of EOP
· Interview with Chief of Police 

· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to rapidly control the facility perimeter and manage appropriate access/egress.

	Resources
	

	Supplies
	· The facility has appropriate signage and SOPs in place

	Facilities/Equipment
	· Facility has devices installed and operational to lockdown the campus and individual buildings while maintaining compliance with Life Safety Code for emergency egress from individual exits in buildings.

· Communication equipment to receive orders and confirm actions completed, including for any non-security surge staff recruited for this effort.

	Personnel
	· Security and police personnel plus additional staff qualified and trained to support the perimeter management activities.

	Process
	· Facility has a documented plan to accomplish a lock down program including adequate assigned personnel. 

· Procedure for perimeter patrol to confirm perimeter control.

· Procedure for delineating access privileges from IMT to security personnel; process for adjusting perimeter access as directed by IMT.

· The facility has a procedure to activate the mutual aid type agreement with local and federal law enforcement to obtain additional assistance as needed. 

· When the facility is in lockdown mode, security personnel enforce effective traffic controlling measures.

	Education/Training
	· Facility staff is trained with respect to their role during a campus or facility lock down.

	Exercise
	· The Perimeter Control Process is tested during at least one of the exercises at the facility annually.

	Evaluation
	· Evaluation of the perimeter management is conducted during exercises and captures in AARs after exercises and actual incidents.

	Organizational Learning
	· AAR findings are analyzed and improvements in the perimeter control process are incorporated into the EOP, facilities, training or other elements of the EMP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to lockdown the campus and individual buildings. Methods for securing means of egress to and from the facility are equipped with panic hardware to prevent entrance but allow egress. Plan is tested quarterly.

	3
	Excellent
	The lockdown plan includes the ability to lockdown the campus and individual buildings. Methods for securing means of egress to and from the facility are equipped with panic hardware to prevent entrance but allow egress. Plan is tested quarterly.

	2
	Developed
	Resources and training are in place. Regular testing of lockdown procedure as defined by the facility occurs.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed including a regular exercise of the campus and/or individual building lockdown procedures.

	0
	Needs Attention
	There is an absence of capability demonstrated by not being able to lockdown the campus.


Questions:

1. Does the Emergency Operations Plan describe the roles that community security agencies (for example, police, sheriff, national guard) will have in the event of an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 2 which states, “The EOP describes the roles that community security agencies (for example, police, sheriff, national guard) will have in the event of an emergency.”
2. Does the Emergency Operations Plan describe how the hospital will coordinate security activities with community security agencies (for example, police, sheriff, national guard)?

Answer: TJC requires the VAMC complies with EM.02.02.05 EP 3 which states, “The EOP describes how the hospital will coordinate security activities with community security agencies (for example, police, sheriff, national guard).”
3. Does the hospital implement the components of its Emergency Operations Plan that require advance preparation to support security and safety during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 10 which states, “The hospital implements the components of its EOP that require advance preparation to support security and safety during an emergency.”  

See also NFPA 1600, 5.4.3 under Incident Prevention, which states, “ The entity shall have a system to monitor the identified  hazards and adjust the level of preventative measures to be commensurate with the risk.” NFPA 5.5.1 under Mitigation, states, “The entity shall develop and implement a mitigation strategy that includes measures to be taken to limit or control the consequences, extent or severity of an incident that can not be reasonably prevented.” NFPA 1600, 5.11.3 under Operational Procedures states “Procedures including life safety, incident stabilization, operational/business continuity, and property conservation, shall be established and implemented for response to, and recovery from, the consequences of those hazards…”

4. Does the Emergency Operations Plan describe how the hospital will control entrance into and out of the health care facility during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 7 which states, “The EOP describes how the hospital will control entrance into and out of the health care facility during an emergency.”  
5. Has the facility conducted a vulnerability assessment of the perimeter?  If yes, how has that assessment been used in the VA Police perimeter control plan?
Answer:  VA Handbook 0730, “Security and Law Enforcement,” details many aspects of the entire VA Police Program.  Appendix B, in particular, discusses vulnerability assessments of VA property.  Section 6, “Vulnerability Assessments of Department Property” states:
“(1) Vulnerability assessments are broad in scope. As defined by this policy, vulnerability assessments are aimed at determining the physical security posture of an entire facility or campus. The assessment is conducted to determine the facility’s ability to deter threats, contain incidents, and respond or recover from a serious incident, such as attacks, weather disasters or other events. (2) Police Chiefs will conduct a comprehensive vulnerability assessment of all Department properties within their jurisdiction at least once every two years. The areas to be assessed include, but are not limited to, any outpatient facilities, Vet Centers or other Department operations serviced by the VA Police unit.”

6. Does the Emergency Operations Plan describe how the hospital will control the movement of individuals within the health care facility during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 8 which states, “The EOP describes how the hospital will control the movement of individuals within the health care facility during an emergency.”  
7. Does the Emergency Operations Plan describe the hospital’s arrangements for controlling vehicles that access the health care facility during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 9 which states, “The EOP describes the hospital’s arrangements for controlling vehicles that access the health care facility during an emergency.”

8. Describe the procedures your facility has in place to ensure physical security.

Answer: TJC requires the VAMC complies with EM.02.02.05 which addresses strategies for managing safety and security during emergencies.  These strategies include security and safety operations required once emergency measures are initiated; roles of community security agencies; managing hazardous materials and waste; means for radioactive, biological, and chemical isolation and decontamination; and controlling access into, within, and out of the health care facility.  
9. Is the lock down plan integrated into exercises?

Answer: TJC requires the VAMC complies with EM.03.01.03 EP 9 which states, “During emergency response exercises, the hospital monitors its management of safety and security.”  

See also NFPA 1600, 5.14.3 under “Exercises, Evaluations, and Corrective Actions.”  
10. Describe the training your staff receives on issues specific to a lockdown situation.

Answer: TJC requires the VAMC complies with EM.02.02.07 EP 7 which states, “The hospital trains staff for their assigned emergency response roles.”  Furthermore, VHA Directive 0320, CEMP identifies the need for a comprehensive training program.

Capability Demonstration:

Security personnel can demonstrate the location of and manage access to the facility.  

3.3 Processes and Procedures for Managing a Hazardous Substance Incident 
Description:  To demonstrate this capability the facility must have the ability to protect patients, employees, and visitors, as well as the infrastructure from a hazardous material incident. 
Rationale:  To maintain the safety of occupants and infrastructure, as well as to ensure continued operations, the facility must have a plan for internal and external hazardous materials incident response.  
Measurement:  
· Pre-Survey

· Review of EOP
· Interview with Safety Manager

· Decontamination Operations Demonstration (see below)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain safety and COOP in a hazardous substance (chemical, biological, radiological) incident.

	Resources
	

	Supplies
	· Facility has identified and obtained the necessary supplies to support the Decontamination Program.

· Supplies are centralized and stored in a secure and climate-regulated location.

	Facilities/Equipment
	· Decontamination facility and equipment, including appropriate PPE, signage, equipment to control run-off of waste water and other indicated equipment.  

	Personnel
	· Facility has a functioning program which includes staff that are capable of activating and operating a Decontamination Program at the facility.   

· Staff on the decontamination team are enrolled in the facility Respiratory Protection Program and meet the requirements of the Occupational Safety & Health Administration (OSHA). 

· Staff can describe patient presentations that would require decontamination.

	Process
	· Facility has a process for handling hazardous materials and waste once response efforts are initiated.  

· Facility has a process for identifying chemical, biological, and radiological materials, including isolation and decontamination.  

· Facility has a functioning process which includes staff that are capable of activating and operating a Decontamination Program at the facility on all shifts.

· The facility has a comprehensive decontamination process that addresses facility/staff protection while rapidly providing decontamination services in a safe manner.   

· Portable decontamination facilities are properly stored and readily available for activation, with mobilization guidance for 24/7/365 activation.

· Equipment and supplies associated with decontamination is similarly stored and maintained properly and centralized to a secure location.

· People on Decontamination Team are enrolled in the facility Respiratory Protection Program and meet the requirements of OSHA. 

· Decontamination Team briefings, screening, donning, doffing, and operations with safety oversight are all addressed in the plan and in training.

· Staff can describe patient presentations that would indicate activation of facility protection and victim decontamination processes.

	Education/Training
	· Facility staff on the Decontamination Team are trained in accordance with OSHA standards consistent with the OSHA First Receiver doctrine, and trained to an Operational Level in the specific facility decontamination system.   

	Exercise
	· Regular exercises are conducted and the Decontamination Team is integrated with patient reception and evacuation teams and perimeter management personnel.  

	Evaluation
	· Exercises are evaluated through the AAR process and findings are documented.

	Organizational Learning
	· Facility Decontamination Program is updated annually based upon AAR findings from actual experiences and exercises conducted during the year with improvements incorporated into EOP, training equipment and other mitigation/preparedness activities.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the presence of a fixed decontamination capability. At least one annual exercise includes the facility’s All-Hazards Emergency Cache.  facility have the Decontamination Team integrated with patient reception and evacuation teams.  

	3
	Excellent
	Resources and training are in place, and the Decontamination Program is tested annually with the facility’s All-Hazard Emergency Cache.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement, where applicable, including OSHA and Environmental Protection Agency (EPA) requirements under Hazardous Waste Operations and Emergency Response (OSHA 29 Code of Federal Regulations [CFR], 1910.120) (HAZWOPER) and the Comprehensive Environmental Response, Compensation, and Liability Act (CERCLA) for Decontamination Team members and proper disposal of waste water.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed including integrating decontamination exercises with the facility’s All-Hazard Emergency Cache or integration of Decontamination Team with patient reception or evacuation.

	0
	Needs Attention
	There is an absence of capability demonstrated by not being able to activate decontamination equipment or lack of an annual decontamination exercise.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will manage hazardous materials and waste?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 4 which states, “The EOP describes how the hospital will manage hazardous materials and waste.”
2. Does the Emergency Operations Plan describe how the hospital will provide for radioactive, biological, and chemical isolation and decontamination?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 5 which states, “The EOP describes how the hospital will provide for radioactive, biological, and chemical isolation and decontamination.”
3. Has the facility trained staff in Decontamination Operations?  
Answer: Adherence to appropriate and safe decontamination operations training will align the VAMC with VHA Directive 2003-045 “Steps Required to Establish a Practical Medical Center Emergency Mass-Casualty Decontamination Capability” and the “OSHA’s Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents Involving the Release of Hazardous Substances.”  Specific guidance on decontamination operations training is defined in OSHA’s Hospital-based First Receiver’s Best Practices document which is outlined in Section C.

4. Describe how the facility integrates the Decontamination Program into facility exercises.
Answer: Ensuring appropriate and safe decontamination operations requires an effective and well managed exercise program.  These exercises should include testing of:
· Activation procedures (i.e., callback of Decontamination Team)
· Decon corridor and shower system activation

· Use of related decontamination equipment 

· Decontamination operations

· Perimeter security and lockdown

· PPE

This will align the VAMC with the “OSHA’s Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents Involving the Release of Hazardous Substances.”  Specific guidance on decontamination operations training/exercises is defined in OSHA’s Hospital-based First Receiver’s Best Practices document which is outlined in Section 1.2.3, Orienting and Training Personnel. For more information, refer to:

www.osha.gov/dts/osta/bestpractices/html/hospital_firstreceivers.html 
5. As part of the community, is your facility expected to receive and decontaminate casualties involved in a hazardous materials emergency?
Answer: As a component of the EOP, decontamination operation capabilities must be shared with the community for the protection and safety of the VAMCs Veterans, staff, visitors, and facility.  OSHA’s Best Practices for Hospital-based First Receivers, Section 1.1.2 of Appendix A, provides guidance for identifying the hospital’s role in the community.  

6. Is the VA All-Hazards Emergency Cache integrated with your facility’s Decontamination Program?
Answer: There are no standards that specify integration requirements between the activation of the All-Hazards Emergency Cache with Decontamination Program operations.  The purpose of this question is to understand exercise and testing practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

Capability Observation:

1. Staff demonstrates the proper donning and doffing procedure for a Powered Air Purifying Respirator (PAPR).

2. Staff demonstrates how to properly don and doff a Level C chemical protective suit.
3. Facility staff demonstrate procedure for disposal of contaminated PPE.
4. Staff effectively demonstrates the set-up and break-down procedures for a portable decontamination system, if applicable.

5. Staff effectively set-up fixed decontamination system.

6. Staff demonstrates the proper usage of equipment used to detect chemical, biological, or radiological agents.

7. Medical staff are capable of demonstrating how to set up a decontamination corridor and provide security measures to contain the area.
8. Staff demonstrates inspection of waste water containment drum.

3.4 Infection Control

The facility provides IC measures as appropriate to the incident.

3.4.1 Biohazard (Infection) Control Surge Services during Emergencies 

Description:  To demonstrate this capability the facility must have a plan to protect the infrastructure and staff as well as safely manage patients presenting with symptoms associated with potentially infectious agents.
Rationale:  In the setting of potentially infectious emergency events, existing IC practitioners’ capabilities will be greatly taxed.  Having additional staff trained on IC practices will help to ensure the safety of patients and staff and visitors.  

Measured:  
· Review of EOP
· Interviews with Chief of Infectious Diseases, Chief of Police, and Chief Engineer (including key staff)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to manage unusual and high-risk infections in a surge of infected patients while maintaining safety for staff, other patients and visitors and sustaining COOP.

	Resources
	

	Supplies
	· Appropriate PPE

· Appropriate isolation supplies

· Appropriate infection/contamination monitoring supplies, including additional diagnostic supplies in the lab

	Facilities/Equipment
	· Facility can identify all isolation rooms and develop a plan for increasing the number of rooms as practical during an emergency.

· Facilities for screening staff, patients and visitors for contagious disease (such as Severe Acute Respiratory Syndrome [SARS]) prior to entry into buildings are identified. 

· Screening and diagnostic equipment sufficient for the surge

	Personnel
	· Facility identifies staff qualified and trained in expanded IC roles

	Process
	· The biohazard (IC) surge process is delineated in the EOP, including guidance for mobilizing the indicated resources.
· Process for screening for the suspect disease prior to entry into facility facilities as indicated (SARS and others)

· Process for separating potentially infected cases from other patients, visitors, and unprotected staff
· Procedures for identifying and adequately cleaning biohazard contaminated areas
· Procedure for relieving staff of duties and providing paid leave in case of significant exposure or signs of suspect disease
· Process for treating personnel who become ill from occupational exposure to the suspect illness

· Supplies needed to expand the IC program during an emergency are pre-identified, cached, and stored in a secure location
· The surge process for increased biohazard contaminated trash is delineated.

	Education/Training
	· Staff are trained in their IC program roles, and their roles are communicated within the facility.

	Exercise
	· Biohazard/IC capability will be exercised in facility-wide exercises at least once a year and will contribute to the after action reporting process.

	 Evaluation
	· The role of the expanded biohazard  IC program is evaluated after each exercise and findings are documented

	Organizational Learning
	· The expanded IC plan is updated annually as part of the overall review of the facility’s EOP and EMP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to identify and secure supplies and personnel to expand the IC program’s capability as needed. The IC staff are trained on their role.  The expanded program is tested at least once a year, and the exercise is integrated with the facility-wide exercise.

	3
	Excellent
	Resources and training are in place, and the IC capability is tested annually.  Facility staff are aware of the expanded capability and can identify personnel designated to serve as adjuncts to the IC program.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirements, where applicable, including OSHA requirements for personal protection.  

	1
	Being Developed
	Some capability elements exist for the expanded IC program; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of an expanded IC program.


Questions:

1. Can your facility control the HVAC systems across its facilities in any hazard incident (e.g., smoke or biological agents)?
Answer: There are no standards that specify HVAC systems control of air flow during emergencies, with the exception of fires.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

2. Are security personnel trained and equipped with PPE to manage contaminated, infectious, and/or contagious patients?
Answer: Police service staff could be the first employees to interact with a potentially infected patient.  There should be clear guidelines and training to enable police to protect themselves and provide the security services needed to protect the facility, staff, and patients.  
There are no specific standards that specify requirements for training security personnel on PPE to manage contaminated, infectious, and/or contagious patients.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

3. Does your facility have negative-pressure isolation room(s) on site?

Answer: Readily available negative pressure rooms, or the capability for negative pressure, are necessary to prevent the spread of infection.
4. Does your facility have means to access hazard specific medical management guidelines from the public health departments and other appropriate agencies?
Answer: In the event of an infectious disease outbreak, there should be  close integration with public health departments for early detection, appropriate treatment, and protection of the larger community.  TJC requires the VAMC complies with IC.01.06.01 which states, “The hospital prepares to respond to an influx of potentially infectious patients.”  

5. Describe your plans to provide expanded infection control coverage to your facility in a biological event.

Answer: TJC requires the VAMC complies with IC.01.06.01 which states, “The hospital prepares to respond to an influx of potentially infectious patients.”  
6. Do security personnel test their ability to don and doff PPE during exercises?
Answer: There are no standards that specify requirement for security personnel to test their ability to don and doff PPE during exercises.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
7. How many isolation rooms does the facility have?
Answer: There are no standards that specify the number of isolation rooms in a facility.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
8. How many isolation rooms can the facility create during surge?
Answer: There are no standards that specify the number of isolation rooms a facility should be able to create during a surge.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
3.4.2 Selection and Use of Personal Protective Equipment for Incident Response and Recovery Operations
Description:  To demonstrate this capability the facility must be able to properly equip and train its staff in PPE, including the use of appropriate respiratory protection.

Rationale:  Healthcare worker selection and use of appropriate PPE including respiratory protection, is a fundamental element of any effective EMP, particularly when responding to biological and chemical threats.

Measurement:  
· Interview with Safety Manager

· Decontamination Operations Demonstration (see below)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide PPE and training to facility personnel for the safe and effective management of hazards likely to be encountered in the healthcare facility environment.

	Resources
	

	Supplies
	· Facility staff are issued PPE and associated supplies as determined by their role in emergency response.

	Facilities/Equipment
	· PPE is assigned to facility staff as appropriate.
· Staff assigned PPE are responsible for using and maintaining this equipment.

· Staff undergo regular PPE fit testing annually.

	Personnel
	· The facility identifies a cadre of trained and otherwise qualified personnel to safely wear the levels of PPE and operate in the projected hazardous substance environment.

	Process
	· All facility staff that respond to emergencies have a job hazard analysis (based on the facility’s HVA) and are assigned suitable PPE including enrollment in the Respiratory Protection Program for those on the Decontamination Team.

	Education/Training
	· Facility staff issued PPE during emergencies are trained in its proper use and care on a recurring basis

· Training intervals are consistent with OSHA requirements and frequencies identified for PPE use during normal operations. 

· Facility personnel are trained to an operational level on their particular decontamination system.

	Exercise
	· Activation of the decontamination system in a full Functional Exercise should be conducted in conjunction with a larger facility exercise.

	Evaluation
	· The AAR from exercise should include evaluation of the decontamination system performance. Safety Officer conducts an annual evaluation of the PPE program at the facility.

	Organizational Learning
	· Findings from the AAR and from the Safety Officer evaluation are used to incorporate improvements into the PPE program at the facility.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a hazard analysis of all employees with roles in emergency management response and recovery. This includes staff enrolled in the respiratory protection program as part of the decontamination program. 

	3
	Excellent
	Resources and training are in place, and the PPE issued to employees with a role in the EMP is reviewed annually for suitability, including fit testing for those in the decontamination program.

	2
	Developed
	Resources and training are in place for all employees with a role in response and recovery efforts. 

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed, including annual review of PPE suitability.

	0
	Needs Attention
	There is an absence of capability, including lack of a job hazard analysis or regular review of PPE issued to those with a role in emergency management response and recovery activities.


Questions:
1. Does your facility have sufficient PAPRs for decontamination operations?
Answer: OSHA’s Best Practices for Hospital-based First Receivers suggests that PAPRs are adequate as Level C PPE to maintain appropriate respiratory protection for healthcare workers operating on a decontamination team.  Decontamination Team members should perform an equipment readiness check to determine defective equipment and replace as needed prior to donning PPE.  A needs assessment for a comprehensive decontamination PPE inventory should be performed to determine the appropriate inventory level.  
2. Does your facility have an adequate number of PPE, including Chemical Resistive Suits and accessories such as boots, gloves, tape, etc.?
Answer: OSHA’s Best Practices for Hospital-based First Receivers suggests that PPE, including Chemical Resistive Suits and accessories, are adequate as Level C PPE to maintain appropriate protection for healthcare workers operating on a decontamination team.  Decontamination team members should perform an equipment readiness check to determine defective equipment and replace as needed prior to donning PPE.  A needs assessment for a comprehensive decontamination PPE inventory should be performed to determine the appropriate inventory level.  

3. Does your facility have pre-established procedures for your medical monitoring of decontamination personnel wearing PPE?
Answer: Medical monitoring procedures during decontamination operations should be consistent with the “OSHA’s Best Practices for Hospital-Based First Receivers of Victims from Mass Casualty Incidents regarding medical monitoring” as described in Appendix A, Section 1.2.8 “Monitoring Employee Health.”

The facility should develop a baseline medical requirement for participation in decontamination operations.  This should include obtaining:

1. Pre-physical prior to acceptance on the Decontamination Team

2. Vital signs (i.e., Heart Rate, Blood Pressure, Respiratory Rate, Temperature) of all team members who will be donning PPE and performing decontamination operations and criteria for deactivation status (i.e., recent illness, recent alcohol consumption, recent injury)

3. Vital signs post decontamination operations

4. Are security personnel trained and equipped with PPE to manage contaminated, infectious, and/or contagious patients?
Answer: Police service staff could be the first employees to interact with a potentially infected patient.  There should be clear guidelines and training to enable police to protect themselves and provide the security services needed to protect the facility, staff, and patients.  The requirement for VA Police to receive training in hazardous chemicals is identified in VA Handbook 0730, Security and Law Enforcement, Section 4, Basic and Specialized Training. 
Capability Observation:

1. Facility staff are capable of selecting appropriate PPE for the incident.

2. Facility staff are capable of demonstrating proper techniques for donning and doffing of PPE.
3. Facility staff demonstrate procedure for disposal of contaminated PPE
3.4.3  Processes and Procedures for Staff and Family Mass Prophylaxis during an Infectious Outbreak (i.e., Influenza)
Description:  To demonstrate this capability the facility must have the ability to distribute medical counter measures to protect critical staff and select family in the event of potential exposure to an infectious agent.  
Rationale: Prophylaxis of staff and the staff’s family members is crucial to maintaining an effective workforce. 
Measurement:  
· Tour of VA All-Hazards Emergency Cache Storage Areas 

· Review of EOP
· Interviews with Chief of Pharmacy

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to protect staff and their families from a virulent infectious agent when effective prophylactic medication or vaccines are available.

· Dispersal of Tamiflu for a Pandemic will require a declaration from the World Health Organization (WHO) or the Centers for Disease Control and Prevention (CDC)

	Resources
	

	Supplies
	· Adequate supplies of pharmaceuticals are available at the facility for the prophylaxis program.
· Adequate packaging and labeling and other supporting supplies are available.

	Facilities/Equipment
	· Pharmaceutical dispensing and labeling equipment, information technology for logging recipients and other appropriate equipment

	Personnel
	· The facility has identified pharmacists, nurses  and dispensing personnel to operate in the dispensing program.

	Process
	· The processes for distribution of prophylaxis are delineated in accordance with the VA Pharmacy Benefits Managements Service (PBM), including medical screening of medication recipients, accountability, and other key issues.

· Prophylaxis medications are stored in a proper and secure location.

· Equipment needed to support this program are available, properly stored in a secure location.

· Facility staff can administer an effective plan for mass prophylaxis for staff and staff’s family members.  

· VA All-Hazards Emergency Caches are tracked by the Emergency Pharmacy Service (EPS) and product removal and replacement is done with guidance by the EPS (facilities should not discard products unless directed to do so by the EPS).

	Education/Training
	· Staff are trained in their role in the facility’s prophylaxis program.

	Exercise
	· The processes for distribution of prophylaxis are evaluated at least annually.

	Evaluation
	· Facility conducts an annual evaluation of the mass prophylaxis program at the facility.

	Organizational Learning
	· Findings from the exercise AAR and the annual review inform improvements that are incorporated into the plan.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including an adequate inventory of prophylactic medications for staff and family.  There is a well-documented process for administering the prophylaxis and that process is tested annually.  

	3
	Excellent
	Resources and training are in place to support the mass prophylaxis program and the capability is tested annually.

	2
	Developed
	Resources and training are in place to support the mass prophylaxis program.  Facility meets underlying requirements of VHA where applicable.

	1
	Being Developed
	Some capability elements exist; however, some key components of the mass prophylaxis program are not yet developed.

	0
	Needs Attention
	There is an absence of mass prophylaxis capability.


Questions:

1. Describe your facility’s plan for staff and family mass prophylaxis.  
Answer: There are no standards that specify requirements for staff and family mass prophylaxis.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
2. Are appropriate staff trained on the distribution processes?  
Answer: There are no standards that specify appropriate staff training on the prophylaxis distribution processes.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
3. Is the process tested through an exercise?
Answer: Although there are no specific requirements for staff and family mass prophylaxis exercises, this capability should be tested periodically.  The purpose of this question is to understand actual practices at VAMCs. This data will be used to help determine if there is a need for further guidance and/or policy.  
3.5 Fire Protection and Rescue Services for Response to Incidents
Description:  To demonstrate this capability the facility must be able to provide fire protection and rescue services including emergency medical response on the facility grounds and in conjunction with mutual aid partners.

Rationale:  The 19 VA Fire Departments have an important role to play in the facility EMP, as well as in the community.  It is common practice for VA Fire Departments to develop mutual aid agreements with community fire departments.  While these agreements are important, they should not conflict with the VA Fire Department’s primary mission to VA and the need to be consistent with their Concept of Operations (CONOPS).
Measurement:  
· Tour of facility EOC

· Review VA Fire Department’s role in the EMP
· Review VA Fire Department’s SOG related to the EMP
· Review MOUs/contracts with Key Vendors

· Interview with Fire Department Chief
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facilities with internal fire departments have integrated the fire departments into their EMP and EOP, including priority-appropriate mutual aid relationships with community fire departments.

	Resources
	

	Supplies
	· Supplies needed for VA missions and community missions are pre-identified and properly secured.

· These supplies are determined through a needs assessment that considers their role within the VA system and to the community.

	Facilities/Equipment
	· Facilities and equipment assigned to the fire department are adequate for normal operations and during emergencies.
· Facilities and equipment are in a readiness state appropriate to the mission and regularly inspected and tested to ensure reliability.

	Personnel
	· Qualified and adequately trained firefighters with enough personnel to staff fire apparatus at a safe and effective level.

	Process
	· The EOP delineates process that integrates the facility fire department into the facility’s emergency response.

	Education/Training
	· Fire department personnel understand their roles and responsibilities to VA and to the community during both normal fire operations and larger-scale incidents.

· Fire department personnel are trained for any mutual aid emergency response roles in the community before signing MOUs.

	Exercise
	· Fire departments exercises regularly and include exercises with the full facility IMT and the community at least annually.
· Exercises include day to day operations as well as disaster assignments.

	Evaluation
	· Facility conducts an annual evaluation of the fire department’s role in response and recovery operations to VA and the community. 

	Organizational Learning
	· Lessons learned from this review are incorporated into the fire department’s emergency response plans and MOUs/Contracts.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including fire department mutual aid agreements that include responsibilities to the community during emergencies reviewed and approved by Regional or General Counsel. 

	3
	Excellent
	Resources and training are in place, and the capability is tested at least annually jointly with the community within the scope of mutual aid agreements.

	2
	Developed
	Resources and training are in place.  VA Fire Department staff are trained to support the activities within their scope during emergencies.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed such as mutual aid agreements to provide support to the community during emergencies.

	0
	Needs Attention
	There is an absence of capability including lack of mutual aid agreements or MOUs/contracts with the community defining their role in emergencies.


Questions:

1. Does the fire department play an active role in facility exercises and provide feedback in AARs?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
2. Has your facility trained its staff on how to work with the fire department (internal or external department)?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
3. Does the fire department work in conjunction with the facility’s Decontamination Team? 

Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
Observations:

1. Verify ability for facility personnel to directly contact fire department personnel.  

2. Incident Command staff utilize multiple methods to mobilize Command and General staff to the incident and are capable of external communications to notify appropriate authorities (e.g.,, fire, police, EMS, and media).

3. Fire department is incorporated into the facility Incident Command structure and given a briefing on the incident, staging location, and operational objectives.

4. Facility Decontamination Operations Team maintains open communications with the fire department.
5. VA security personnel provide security measures as appropriate in conjunction with the fire department and Decontamination Teams.

6. Verify fire department duties under the EMP.

7. If providing emergency medical services verify multiply casualty capabilities and standard operating guidelines.

8. If providing hazardous materials response, verify capability level as awareness, operations, technician, or specialist.
4 Resiliency/Continuity of Operations 

Ensuring COOP is essential for all healthcare facilities given the expectation that they will be able to provide high-quality healthcare in a safe environment during normal times and emergencies.  To ensure COOP, the following capabilities are critical to all facilities: 
· Personnel Resiliency
· Mission Critical Systems Resiliency

· Communications
· Healthcare Service System Resiliency
· Development, Implementation, Management, and Maintenance of a Research Program EOP
· Maintaining Patient Mental Health and Welfare
The following sections will describe these resiliency/COOP capabilities, including their rationale and measurement.  The evaluation and assessment of these capabilities are best addressed through the Logistics and Finance Section Chiefs, and through the Business Continuity and Equipment, Plant and Utilities Annexes and related SOPs and checklists in the EOP.  

4.1 Personnel Resiliency
The facility demonstrates effective COOP measures that address personnel resiliency to hazard impacts.
4.1.1 Transporting Critical Staff to the Facility during an Emergency
Description: To demonstrate this capability the facility must be able to safely transport critical employees to get to the facility when called in during an emergency.  
Rationale:  Many emergencies require transport of critical employees when there are concurrent compromised roadways and public transportation.  

Measurement:  
· Review of Physician Manpower Pool

· Review of General Manpower Pool

· Review of EOP

· Interview with Safety Manager

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	·  The facility demonstrates effective COOP measures that address personnel access to the facility under conditions of the emergency, including transportation, safe transit through hazardous areas, and efficient passage through security checkpoints.

	Resources
	

	Supplies
	· Fuel for vehicles

· Identification for passage through security checkpoints

	Facilities/Equipment
	· Qualified vehicles (The facility plan for transporting critical employees to work includes vehicles assigned to the facility for normal operations to the maximum extent possible).

· Communications equipment to maintain communications with drivers.

	Personnel
	· Qualified drivers (physical fitness, appropriately licensed, insured) with extensive knowledge of local roadways

	Process
	· Facility has a written plan for transporting critical staff to work during an emergency.  

· The plan includes a mechanism for screening volunteer drivers and pre-approving their vehicles

· Facility has effective community response interface procedures (police, fire, EMS) during emergencies to determine safest routes for personnel traveling to and from facility, and to arrange for passage security lines. 

· Contingency plan in case of transportation mishap

	 Education/Training
	· Volunteer drivers are trained for their role of bringing critical employees to work.  

· Critical employees are trained on how to access public transportation and obtain assistance from the facility when needed.

	Exercise
	· This program is reviewed annually to ensure its currency.

	Evaluation
	· Findings from the annual review are documented. AARs are performed after actual incidents

	Organizational Learning
	· The plan is updated and verified for currency at least annually. Findings from annual review and AAR inform recommendations that incorporate improvements in the plan.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to screen volunteer drivers and pre-approve their vehicles.  The staff transport capability is tested annually and is integrated with the facility-wide exercise.

	3
	Excellent
	Resources and training are in place to support the safe transport of staff, and the plan for critical employees to return to work during off-hours is tested quarterly.

	2
	Developed
	Resources and training are in place.  Plan is exercised at least annually.

	1
	Being Developed
	Some capability exists to safely transport staff; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of capability evidenced by lack of a plan to ensure access to transportation for critical staff during an emergency.


Questions:

1. How did the facility identify critical staff for transportation?
Answer: There are no standards that specify requirements for transporting critical employees to work during emergencies.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for guidance or policy.  

2. Are drivers of the vehicles pre-identified?
Answer: There are no standards that specify requirements for transporting critical employees to work during emergencies.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for guidance or policy.  
4.1.2 Maintaining Authorized Leadership (Leadership Succession)
Description:  To demonstrate this capability the facility must have a plan to ensure continuous operations in the event that the management team is not able to convene or function.  
Rationale:  In the event that an emergency causes the existing leadership team to be unavailable, there must be well-defined and communicated lines of leadership succession.  
How Measured:  
· Pre-Survey

· Review of EOP
· Interviews with AD
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates an effective and orderly process for maintaining leadership authorities.

	Resources
	

	Supplies
	· Relevant forms and action guidance

	Facilities/Equipment
	· Communications equipment to support transition to new leadership, and to notify VA authorities

	Personnel
	· The positions in the line of succession are staffed with qualified and trained personnel.

	Process
	· A process is described for temporary or permanent transfer of authority under emergency conditions. 

· Lines of succession including job descriptions are developed and maintained in the EOP.

	Education/Training
	· Facility leadership is trained with respect to their roles during response and recovery operations.

· Facility based Incident Command staff at all levels are educated about the leadership succession plan.

	Exercise
	· Leadership succession is tested during facility required exercises.

	Evaluation
	· Lines of succession are reviewed annually.

	Organizational Learning
	· Adjustments to the line of succession and the transition process are accomplished based on reviews and AARs from actual incidents.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the immediate ability for personnel to take on leadership roles.  Leadership succession is exercised in integration with the facility-wide exercise.  

	3
	Excellent
	Resources and training are in place. The line of succession is published and distributed to those in the line of succession and documentation is stored in the Executive Office and/or the EOC.

	2
	Developed
	Resources and training are in place.  

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed. Facility may have a line of succession but not have it documented.

	0
	Needs Attention
	There is an absence of line of succession at the facility.


Questions:

1. Describe how your facility’s EOP addresses succession of authority (critical leaders) if normal leadership is not available?
Answer: TJC requires the VAMC complies with Leadership (LD) 01.04.01 EP 11 which states, “When the chief executive is absent from the hospital, a qualified individual is designated to perform the duties of this position.”
See also NFPA 1600, 5.11.6 which states, “Procedures should be established for succession of management/government as required in 5.8.3.8.”  
2. How is leadership succession communicated to facility staff?

Answer: This question also looks to understand how the Administrative Officer of the Day (AOD) (who is often the senior administrative official in the facility after hours and on weekends) and others know “who is in charge” at specific times.  This is particularly important when the Director and other senior leaders are not available, for any reason, and the AOD or others must initiate the emergency cascade call-back to activate the EOC or just inform senior leadership about an emergency in the facility.
There are no standards that specify requirements for communicating leadership succession.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for guidance or policy.  
4.1.3 Processes and Procedures for Personal Preparedness and Employee Welfare
Description:  To demonstrate this capability the facility should address its employees’ comprehensive preparedness to respond to a disaster including physical and mental well being. 
Rationale:  Employees who feel safe and secure are more inclined to report for duty and to stay on-site throughout an emergency.  This includes a family preparedness plan and support for physical and mental health needs.
Measurement:  
· Review of EOP
· Interviews with Chief of Food Services and Dietary, Union President: Safety Rep, and Chief of HR
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates a method and commitment to promoting the maintenance of employee welfare, availability for service, and personal/family preparedness for emergencies.

	Resources
	

	Supplies
	· “Go kits” are available for staff deployed to emergencies in the region.
· Food and water are available for staff who are either sheltered in place or who are at the facility for prolonged periods of time.
· Personal/family supplies are described for employees to consider

	Facilities/Equipment
	· Locations are identified for personnel to take breaks and for sleeping/showering during prolonged operations

	Personnel
	· All personnel at the facility

	Process
	· Staff has personal preparedness plans for their homes and families.
· Process to promote attention to personal and family preparedness is established and used.

· The facility has a Mental Health Facility Disaster POC whose staff are available to provide support services to employees as needed.
· Process to provide food and beverages to staff during an emergency. 

	Education/Training
	· All staff are briefed on personal and family preparedness, and facility service expectations during emergencies.

· Staff receive training on the resources that are available to them during the disaster.

	Exercise
	· Resources that are available to staff are integrated into the facility’s exercise.

	Evaluation
	· The ability of the facility to meet its employees’ needs is evaluated through the exercise.

	Organizational Learning
	· Lessons learned from exercises are included in updates to the Community-Based Outpatient Clinic’s (CBOC’s) EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the identification of critical employees on a callback roster. “Go Kits” are also ready in the event of an evacuation. Facility has provided physicals and vaccinations for employees volunteering for deployment.  

	3
	Excellent
	Critical employees have been identified; are on a callback roster; and have “go kits” ready in the event of an emergency activation. Program is reviewed annually.

	2
	Developed
	Facility has a plan for ensuring critical employee wellness and safety, including personal preparedness plans.

	1
	Being Developed
	Some capability elements exist, with evidence that this capability is being addressed.

	0
	Needs Attention
	There is an absence of capability with respect to employee welfare and personal preparedness.


Questions:

1. Describe the facility’s plan to provide food services during a prolonged emergency.
Answer: In an extended emergency response and recovery, adequate amounts of food and water are necessary for patients, staff, and families during a prolonged incident.  Food and water are basic necessities to life and the health of all involved in the emergency, including patients and staff.  Food services are a basic necessity for business operation to continue and for the welfare of all involved. TJC requires the VAMC complies with EM.02.02.07 EP 5 which states, “The EOP describes how the hospital will manage staff support needs (for example, housing, transportation, and incident stress debriefing).”  
2. How much food/beverage is stored on the grounds for use in shelter-in-place situations?
Answer: VHA Handbook 1109.04 under “Emergency Preparedness” provides guidance on calculating the amount of food and water needed per person.  The calculations should be based on historical data of patient census, projected staffing levels, and families that may be sheltering in place.  The detailed plan by all services for essential staff and potential family should be considered.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

3. How was this need calculated?
Answer: VHA Handbook 1109.04 provides guidance on calculating the amount of water needed per person.  The amount of food can be estimated based upon historical data and number of people to be fed.
4. How is the food/beverage supply monitored during an event?
Answer: VHA Handbook 1109.04 provides guidance on the type of food to be stored and how to monitor the supply.  There should be a systematic method of monitoring supplies of food during extended operations.  
5. Have food services been integrated in facility exercises?
Answer: NFPA 1600, 5.14.3 under “Exercises, Evaluations, and Corrective Actions” states, “Exercises shall be designed to test individual essential elements… or the entire plan(s).”  
6. Does food service have MOUs/Memorandums of Agreement (MOAs) with external vendors to provide services during an emergency?
Answer: VHA Handbook 1109.04 states the facility and prime vendor should “…have multiple contracts in the event an emergency occurs.  This communication tool and plan needs to be reviewed annually.”
In addition, TJC requires the VAMC complies with EM.02.02.03 EP 3 which states, “The EOP describes how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency.”  

7. Does a representative from food services serve on the facility’s EMC?
Answer: The 2008 VHA EMP Guidebook provides guidance and includes: 

· A member(s) of the quadrad (i.e., Director, Assistant/Associate Director [Chairperson], Chief of Staff, Nurse Executive)

· Representatives from each critical operating unit

· EPC, patient care services, security, surgical, safety, engineering, finance, IMT, Information Officer, Nutrition, Acquisition and Materials Management, mental health, etc.

Additional representatives may be included at the discretion of the committee to meet the needs of program development and sustainability.   
See also NFPA 1600 Section 4.3.3 defines requirements for this committee to include “….others who have the appropriate expertise, knowledge of the entity , and the capability to identify resources from all key function areas with the entity…...”  

8. Is a representative from food services on the IMT?
Answer: Having a liaison present in the EOC during emergencies provides an important linkage to ensure that food and water will be available as needed.  Because of this requirement, food and water needs should be considered as part of exercises.  
There are no standards that specify representation on the IMT.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
9. Describe the union’s role in the facility’s EOP.
Answer: The union’s role is to monitor the welfare of the employees in the processes and plans that are created that affect employees.  29 CFR 1960 grants unions the right to be consulted on working conditions that affect the safety and welfare of employees.  During emergencies, facility management can institute unilateral actions necessary to protect life and property.  However, it remains a best practice to inform the union of these actions prior to implementing them.  
10. Describe the role of union representatives with regards to training and exercises.
Answer: The union’s role is to monitor the welfare of the employees in the processes and plans that are created that affect employees.  29 CFR 1960 grants unions the right to be consulted on working conditions that affect the safety and welfare of employees.  During emergencies, facility management can institute unilateral actions necessary to protect life and property.  However, it remains a best practice to inform the union of these actions prior to implementing them.  Employee representatives would benefit from being involved in exercises and training to gain a better understanding of the requirements and plans that are necessary during emergencies.  
11. Does the facility provide mental health counseling and access to Employee Assistance Programs (EAP) for personnel? 
Answer: VA Handbook 5019, “Occupational Health Services”, Part VI EAP describes full service EAPs, including matters of stress due to emergencies. 

In addition, TJC requires the VAMC complies with EM.02.02.07 EP 5 which states, “The EOP describes how the hospital will manage staff support needs (for example, housing, transportation, and incident stress debriefing)”. 
See also NFPA 1600, Annex A.5.11(8) “ICS procedures should include…provision for the mental health or physical well being of individuals affected by the emergency.”
12. Does the facility have plans in place to manage staff support activities?
Answer: TJC requires the VAMC complies with EM.02.02.07 EP 5 which states, “The EOP describes how the hospital will manage staff support needs (for example, housing, transportation, and incident stress debriefing)”. 
See also NFPA 1600, 5.15.2(6) which states “a public information capability shall include… Protective action guidelines/recommendations (e.g. shelter in place or evacuation).”

13. Describe your callback policies for critical staff.

Answer: Emergencies can occur with or without warning; when a disaster does occur the VAMC must be able to mobilize staff and resources quickly.  There are no standards that specify callback policies.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

14. Describe your policies for leave and overtime.

Answer: VA Handbook 5007, “Pay Administration,” and 5011 “Hours of Duty and Leave” describe these policies.  For more information, refer to:  http://www1.va.gov/Ohrm/HRLibrary/Dir_Policy.htm
In addition, United States, Office of Personnel Management (OPM), “Handbook on Pay and Leave Benefits for Federal Employees Affected by Severe Weather Conditions or Other Emergency Situations” (September 2005) describes policies for leave and overtime during emergencies.  For more information, refer to: www.opm.gov.   

15. What authorities are available and what are needed?
Answer: VA Personnel Policies describe these functions.  For more information, refer to:  http://www1.va.gov/Ohrm/HRLibrary/Dir_Policy.htm
In addition, OPM’s “Memorandum for Heads of Executive Departments and Agencies: HR Flexibilities Available to Assist Federal Employees Affected by Severe Weather Emergencies and Natural Disasters” (June 28, 2005) describes authorities for relief and recovery efforts, premium pay for employees performing emergency overtime work, emergency leave transfer program, emergency critical hiring, direct hire authority, etc.  For more information, refer to: www.opm.gov. 

16. Are you aware of VHACO guidance available to help guide HR practices in an emergency?  
Answer: OPM’s “Federal Manager’s/Decision Maker’s Emergency Guide” describes the role of the Federal government in protecting civilian employees, meeting special needs, guidance on tele-work, designation of emergency personnel, shelter in place protocols, etc.   For more information, refer to: www.opm.gov. 
4.1.4 Dissemination of Personnel Incident Information to Staff during an Incident
Description:  To demonstrate this capability the facility must be able to communicate critical information to all staff at all levels in all departments in a timely manner.
Rationale:  Timely communication of pertinent information will help alleviate stress and uncertainty amongst a facility’s staff during an emergency.
Measurement:  
· Pre-Survey

· Interview with EPC 

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide current continuous incident information to on and off-campus personnel, conveying situational awareness to keep personnel safe and to promote readiness and availability for service.

	Resources
	

	Supplies
	· NA

	Facilities/Equipment
	· Communications infrastructure (“employee hotline”) is in place and operational and allows for the efficient and accessible posting of information.  This infrastructure may include telephone and/or Internet media.

	Personnel
	· Qualified and trained personnel to staff the IMT Information Officer position and supporting positions

	Process
	· Process delineated for developing messages from information available to the IMT (Situation and Resource Unit Leaders and other relevant position)

· Process to have messages developed, approved by IC and/or Agency Executive and posted very regularly (even if message is “no new information”)
· Process for receiving queries from staff through IMT structure and responding with information for all personnel where appropriate
· Staff is designated to post and/or transmit information to facility personnel.

	Education/Training
	· All personnel are trained to access incident information through designated portals. 

· Information Officers are trained to develop and disseminate messages.

· Incident Commander and Agency Executive are trained to oversee and rapidly approve appropriate messages.

	Exercise
	· Exchange of information with personnel is integrated into the facility’s exercise at least annually.

	Evaluation
	· Exercise and incident AARs assess effectiveness of keeping facility personnel informed about incident information.

	Organizational Learning
	· Findings from AARs inform improvements that are incorporated into EOP and EMP initiatives (e.g., training). 


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a 1-800 number and/or a program coordinated through facility media relations.

	3
	Excellent
	Resources and training are in place, and an employee call-in number is tested annually.

	2
	Developed
	Facility has an established call-in number and/or communications plan with the media for notifying employees who are unable to call-in.

	1
	Being Developed
	Facility has a call-in number or a plan for notifying the media to advise employees on facility operational status.

	0
	Needs Attention
	There is an absence of capability evidenced by lack of a call-in capability and a media notification program.


Questions:

1. Does the Emergency Operations Plan describe how staff will be notified that emergency response procedures have been initiated?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 1 which states, “The EOP describes how staff will be notified that emergency response procedures have been initiated” and EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites.”  
2. Does the Emergency Operations Plan describe how the hospital will communicate information and instructions to its staff and licensed independent practitioners during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 2 which states, “The EOP describes how the hospital will communicate information and instructions to its staff and licensed independent practitioners during an emergency.”  
3. Are these procedures tested in exercises?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 7 which states, “During emergency response exercises, the hospital monitors the effectiveness of internal communication and the effectiveness of communication with outside entities such as local government leadership, police, fire, public health officials, and other health care organizations.”  
4.2 Mission Critical Systems Resiliency
The organization initiates continuity of mission critical systems measures as appropriate to the incident.
4.2.1 Development, Implementation, Management, and Maintenance of an Electrical Power System

Description:  To demonstrate this capability the facility must operate an emergency power program, including conducting a utility disconnect test tri-annually per year according to VHA Directive 2006-007.  

Rationale:  Electrical power is essential to health care delivery in a hospital.  The Tri-Annual Utility Disconnect Exercise is important to ensure emergency power will function as intended when loss of utility power is sustained.  VHA Directive 2006-056 requires this test as part of the quality assurance process for the emergency electrical system.

Measurement:  
· Pre-Survey

· Review of EOP

· Interview with Chief Engineer (including key staff)
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain the electrical power system for mission critical operations (healthcare and business) in the face of hazard impact.

	Resources
	

	Supplies
	· The supplies needed to operate an emergency power program are identified, up to date, and properly stored, including fuel, oil and other maintenance supplies.

	Facilities/Equipment
	· Emergency electrical power equipment includes generators, switch gear, fuel storage, fuel pumps and electrical circuitry). 

· Facilities housing generators, fuel and associated equipment.

	Personnel
	· The facility has a sufficient number of engineers and electricians to sustain operations of the emergency generators.

· The facility demonstrates the ability to contact electrical power supplier during an emergency 24/7.

	Process
	· Equipment including generators (see 4.2.2), and supplies such as fuel, fuel pumps, and fuel storage (see 4.2.3) are identified as a critical utility as part of TJC’s Environment of Care Standards Utilities Management program. 

· Critical emergency electrical system components are included in a preventive maintenance program. 

· Facilities housing generators are maintained in accordance with NFPA standards.

· Vulnerability of the electrical power system (regular and emergency power) to likely hazards have been identified, analyzed and addressed through  the HVA and mitigation elements of the EMP.

	Education/Training
	· Facility personnel responsible for operating and maintaining the emergency electrical system are fully trained in emergency power operations.

	Exercise
	· Emergency generators are tested monthly. 

· A utility disconnect test for the emergency power system is conducted tri-annually.

	Evaluation
	· There is evidence of an annual evaluation of the emergency generator program, including logs of required tests and identified trends reported to the Facility Environment of Care committee.

· The tri-annual electrical disconnect is evaluated through an AAR process.

	Organizational Learning
	· Findings from regular testing, annual evaluation and tri-annual disconnect are incorporated into the emergency electrical power process and the relevant EOP sections on an annual basis.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the utility disconnect test tri-annually for at least four hours.   Facility has a contingency plan for areas not provided with emergency power.

	3
	Excellent
	Resources and training are in place.  The emergency generators are tested monthly and the utility disconnect test conducted tri-annually is run for at least four hours.  

	2
	Developed
	Emergency generators are tested monthly as required by TJC and the NFPA. Planning has occurred for the utility disconnect test conducted per year but the test has not yet been conducted it.

	1
	Being Developed
	Emergency generators are tested monthly as required by TJC and the NFPA.

	0
	Needs Attention
	Absence of capability demonstrated by less then monthly testing of the emergency generators.


Questions:

1. Describe your facility’s back-up electrical power system plan. 
Answer: VHA’s complete policy, covering facility electrical distribution systems, including emergency power systems, is included in VHA Directive 2006-056, “Electrical Power Distribution System.”
In addition, TJC requires the VAMC complies with EM.02.02.09 EP 2 which states, “As part of its EOP, the hospital identifies alternative means of providing…electricity”.  

See also NFPA 1600, 5.6.5 which states, “An assessment shall be conducted to identify the resource capability shortfalls and the steps necessary to overcome any shortfalls,” and NFPA 1600, Annex A.5.6 which states, “Resources for program administration as well as emergency operations should be specifically identified.  Those resources include, but are not limited to, the following:…Emergency power production (generators)…”

2. Does your facility’s EOP pre-identify the utility disruption and threshold that may necessitate the evacuation of the entire facility (i.e., when the environment is no longer deemed safe)?
Answer:  TJC states in EM.02.02.09, “Organizations, therefore, must have alternative means of providing for essential utilities…Organizations should determine how long they expect to remain open to care for patients and plan for their utilities accordingly”.
See also NFPA 1600, Annex A 3.3.15 “Response” which describes the response of an entity to a disaster or other significant event that might impact the entity.  Activities, tasks, programs, and systems can include the preservation of life, meeting basic human needs, preserving business operations, and protecting property and the environment.  An incident response can include evacuating a facility, initiating a disaster recovery plan, performing damage assessment, and any other measures necessary to bring an entity to a more stable status.

3. Does your facility have standard operating procedures to mitigate the impact of electricity disruption?
Answer: TJC requires the VAMC complies with EM.02.02.09 which states, “As part of its EOP, the hospital prepares for how it will manage utilities during an emergency.”
4. How many utility disconnect tests has the facility run in the last four years?
Answer: VHA Directive 2006-056, paragraph 4.b.(13), requires a test of the essential electrical system (EES) be planned and executed every thirty six months that lasts for at least 4 hours continuously, in accordance with the requirement of NFPA 99 and NFPA 110.

See also paragraph 4.b.(13)(b) which requires this test be coordinated with the local utility power company (UPC).  The main electrical switch, owned by the local UPC that serves the facility, must be opened to simulate a total electrical power outage.  This switch is to remain opened for a minimum of four hours continuously.
5. What systems and areas of the facility are not currently supported by emergency power? What are your contingencies for loss of those systems and loss of power in those areas, particularly the loss of the main chillers?
Answer: TJC requires the VAMC complies with EM.02.02.09 which states, “As part of its EOP, the hospital prepares for how it will manage utilities during an emergency.”
6. Please describe your most recent compliance with the requirement for the tri-annual four hour complete disconnect from the utility?  What did you learn?
Answer: The purpose of this question is to understand actual lessons learned from the tri-annual electrical power utility disconnect test.  This data will be used to help determine if there is a need for additional standards or policy.
7. In the event of the loss of utility power, what are your contingency plans for loss of one or more of your emergency generators?
Answer: There are no standards that specify requirements for what is included in a contingency plan.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for guidance or policy.
Tabletop Observations:

1. Facility’s EOP delineates the utility disruption and threshold procedures that may necessitate the evacuation of the entire facility (e.g., when the environment is no longer deemed safe).
2. EOC staff have resource lists readily accessible for utility control centers in the event of power loss or disruption.

3. Is there documentation for the monthly testing of the generators and the tri-annual disconnect test?
4.2.2 Management and Maintenance of Fixed and Portable Electrical Generator Resiliency 
Description:  To demonstrate this capability the facility must be able to manage a portable generator program as support for facilities lacking total provision of back-up auxiliary power. 
Rationale: During emergencies, having small emergency generators provide important back-up capability for areas not necessarily required by code to have emergency power. Portable generators can also be used to assist other VA facilities in actual emergencies. 

Measurement:  
· Review of EOP

· Interview with Chief Engineer (including key staff)
· Tabletop Exercise

· Capability Demonstration (see below)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates resiliency within the emergency electrical power system by maximizing output of fixed generators and maintaining the ability to supplement electrical power where needed via portable generator deployment.

	Resources
	

	Supplies
	· Supplies needed to support fixed and portable emergency generators are maintained in a central location for ready access during an emergency.

	Facilities/Equipment
	· Portable generators, portable circuitry elements and related equipment are stored in an environmentally suitable facility.

	Personnel
	· The facility has sufficient number of engineers and electricians to sustain deployment and operations of both the portable and fixed emergency generators.

	Process
	· The fixed and portable generators are included in a preventive maintenance program.

· Areas of likely need for the portable generators are identified during the HVA process, and sites for portable generator placement are pre-identified.

· SOPs for deployment and maintenance of fixed and portable generators are delineated.

	Education/Training
	· Facility personnel are trained in how to deploy, operate and sustain portable generators, activate them within the facility and prepare them for deployment to another site such as a CBOC, mobile clinic or another facility.

	Exercise
	· Portable generators are exercised periodically to ensure their functionality is in accordance with manufacturer’s recommendations.

	Evaluation
	· The facility evaluates the pre-plan for areas with potential portable generator requirements during program review and the tri-annual electrical disconnect and determines the number of portable generators potentially needed.

	Organizational Learning
	· Findings from the program review, and AARs are applied to assure adequate emergency generator power and incorporate improvements to preventive maintenance deployment of fixed and portable generators.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a needs-based supply of portable generators included in the preventive maintenance program at the facility.  Generators are properly stored in a secure environment.  Generator program includes deploying generators for a mission to the facility.

	3
	Excellent
	All of the above assessment components are present, including a needs-based supply of portable generators included in the preventive maintenance program at the facility.  Generators are properly stored in a secure environment.

	2
	Developed
	Resources and training are in place.  Facility has some portable generator capacity.

	1
	Being Developed
	Facility is planning to develop a portable generator program, as evidenced by EMC minutes or discussions with the Director Facilities/Chief Engineer.

	0
	Needs Attention
	There is an absence of capability evidenced by no portable generators at the facility to support emergency operations for areas not served by emergency power or fixed generators.


Questions:

1. Does your facility have a portable generator program?
Answer: TJC requires the VAMC complies with EM.02.02.09 EP 2 which states, “As part of its EOP, the hospital identifies alternative means of providing…electricity”.  
2. Describe how your facility plans to replenish fuel for generators and portable generators?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP3 which states, “The EOP describes how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency”, and EM.02.02.09 EP 5 which states, “As part of its EOP, the hospital identifies alternative means of providing fuel for building operations, generators, and essential transport services that the hospital would typically provide”.
3. Does your facility identify the risk that some assets may not be available from planned sources and that contingency plans will be necessary for those critical supplies?
Answer: TJC states in EM.02.02.03, “The hospital that continues to provide care, treatment, and services to their patients during emergencies needs to determine how resources and assets (that is supplies, equipment, and facilities) will be managed internally and, when necessary, solicited and acquired from external sources such as vendors, neighboring health care providers, other community organizations, state affiliates, or a regional parent company.  The hospital should also recognize the risk that some resources may not be available from planned sources, particularly in emergencies of long duration or broad geographic scope, and that contingency plans will be necessary for critical supplies.  This situation may occur when multiple hospitals are vying for a limited supply from the same vendor.”
4. Are generators tested periodically in accordance with the manufacturer’s recommendations?

Answer: TJC requires the VAMC complies with EC.02.05.07 EP 5 which states, “The emergency generator tests are conducted with a dynamic load that is at least 30% of the nameplate rating of the generator or meets the manufacturer’s recommended prime movers’ exhaust gas temperature. If the hospital does not meet either the 30% of nameplate rating or the recommended exhaust gas temperature during any test in EC.02.05.07, EP 4, then it must test each emergency generator once every 12 months using supplemental (dynamic or static) loads of 25% of nameplate rating for 30 minutes, followed by 50% of nameplate rating for 30 minutes, followed by 75% of nameplate rating for 60 minutes, for a total of 2 continuous hours..”  
See also NFPA 110 “Standard for Emergency and Standby Power Systems” which provides additional guidance for operation and testing of the emergency power.  
5. What are the plans for rapid connection of your portable generators to the facility’s electrical system?
Answer: TJC requires the VAMC complies with EM.02.02.09 which states, “As part of its EOP, the hospital prepares for how it will manage utilities during an emergency”.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
Tabletop Observations:

1. Verify that generators are stored in a secure location

2. Review needs assessment to determine how the generator program was developed

3. Review records for preventive maintenance

4.2.3 Maintaining Fuel, Fuel Storage, and Fuel Pumps for Generators, Heating, and Vehicles Resiliency 
Description:  To demonstrate this capability the facility must have a detailed contingency plan for fuel to power equipment including boilers, fixed and portable generators and vehicles.
Rationale:  Response and recovery operations have consistently demonstrated that fuel is one of the most important resources needed and is often in short supply during and in the aftermath of many emergencies.  

Measurement:  
· Pre-Survey

· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interview with Chief Engineer (including key staff)
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maximize resiliency of the emergency electrical system by protecting fuel storage and fuel pumps for generators, and support mission critical emergency systems for prolonged periods by maintaining quantities of fuel in safe but available locations.

	Resources
	

	Supplies
	· The facility has a fuel supply for generators, heating, and vehicles.

	Facilities/Equipment
	· The facility has EPA-compliant (above or ground) fuel storage tanks. 

	Personnel
	· Organization identifies qualified and trained personnel to address protection of these elements during and after hazard impact.

	Process
	· Facility assigns personnel who are familiar with the tank access and operational requirements to monitor the supply of fuel for generators, heating equipment, and vehicles.

· Facility staff have an agreement in place for priority delivery from local suppliers, and guidance for emergency acquisition of fuel through Department of Defense (DOD).  

	Education/Training
	· Personnel are educated on the procedures for fuel re-supply.
· Personnel are trained on protective measures.  

· Facility staff have an agreement in place for priority fuel delivery from local suppliers.  

· Facility staff know how to activate the national BPA with DOD to obtain fuel from this MOU. (It may also have an agreement with the state or local government to ensure priority re-supply).

	Exercise
	· Facility periodically conducts an exercise to ensure that important capabilities are functioning.

	Evaluation
	· Vulnerabilities of all critical components of the fuel storage and delivery are examined against likely hazards during the HVA process and exercises.

	Organizational Learning
	· Fuel storage and fuel pump/delivery equipment is further protected from likely hazards through mitigation and preparedness actions.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a contingency plan for re-supply of fuel to power equipment essential to facility operations of equipment, heating system, and vehicles. There should also be a back-up supply of fuel at the facility that is properly stored.  Facility staff should also know how to access the BPA for fuel supply negotiated by the VACO.

	3
	Excellent
	All of the above assessment components are present, including a contingency plan for re-supply of fuel to power equipment essential to facility operations of equipment, heating system, and vehicles. There should also be a back-up supply of fuel at the facility that is properly stored.

	2
	Developed
	There should be a back-up supply of fuel at the facility and a plan for obtaining additional fuel.

	1
	Being Developed
	Facility has back-up supply of fuel but lacks an agreement or contract for priority re-supply or vice versa.

	0
	Needs Attention
	There is an absence of capability indicated by lack of fuel reserves at the facility.


Questions:

1. Describe your facility’s plan to accommodate demands for fuel, fuel storage, and fuel pumps.  
Answer: TJC requires the VAMC complies with EM.02.02.09 EP 5 which states, “As part of its EOP, the hospital identifies alternative means of providing fuel required for building operations, generators, and essential transport services that the hospital would typically provide”.
See also NFPA 99 (2005 Edition), 4.4.1.1.16 “Fuel Supply,” which states “The fuel supply for the generator set shall comply with Sections 5.5 and 7.9 of NFPA 110, “Standard for Emergency and Standby Power Systems”.”  
2. Is staff trained on how to obtain fuel supplies during an emergency? 
Answer: NFPA 1600, 5.13.2, states, “The objective of the training shall be to create awareness and enhance the skills required to develop, implement, maintain and execute the program.”
3. Are fuel distribution processes tested in an exercise?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 11 which states, “During emergency response exercises, the hospital monitors its management of utility systems”.  
See also NFPA 1600, 5.14.1, which states, “The entity shall evaluate program plans, procedures, and capabilities through periodic reviews, testing, and exercises.”  
Tabletop Observations:

1. EOC staff utilize current MOUs/MOAs with external agencies (e.g., telephone, HVAC, electricity) in the event of loss of critical systems and supplies.
2. Staff follow SOP to replenish and monitor non-medical supplies (e.g., fuel for generators and maintain an operational log to monitor fuel and equipment deployment).  

3. Facility maintains a current inventory list of resources, PPE, fuel, staffing for vehicles, and communicates those with external agencies as needed.

4.2.4 Development, Implementation, Management, and Maintenance of an Emergency Water Conservation Plan
Description: To demonstrate this capability the facility must develop an Emergency Water Conservation plan, to sustain operations compliant with VHA Directive 2006-007. 

Rationale:  An emergency water conservation plan can extend the time the facility can operate until service is restored.  This plan could prevent a hospital evacuation and is a critical part of an EMP.

Measurement:  
· Review of EOP

· Interview with Chief Engineer (including key staff)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain water-dependent essential services through water conservation.

	Resources
	

	Supplies
	· Supplies needed to activate the emergency water conservation plan are identified, up to date and properly stored including spare parts and filters.

	Facilities/Equipment
	· Equipment including pumps, breakers, tanks, and back flow devices are identified as a critical utility as part of TJC’s Environment of Care Standards Utilities Management program. 

· Critical components are included in a preventive maintenance program. 

· Facilities housing generators are well maintained in accordance with NFPA standards.

	Personnel
	· Qualified and trained personnel to execute the Water Conservation Plan  

	Process
	· Facility personnel have a well developed program and know how to implement the plan with or with out warning.

	Education/Training
	· Facility personnel responsible for this system are fully trained in the emergency water conservation plan.

	Exercise
	· Facility staff conduct an annual exercise of the plan with identified deficiencies corrected.

	Evaluation
	· AAR from the exercise captures any deficiencies or other significant findings. Evidence of the annual evaluation of the emergency water conservation program including identified trends are reported to the facility Environment of Care committee. 

	Organizational Learning
	· Facility has processes to incorporate recommendations for improvement including project applications or feasibility studies for improving resiliency of water supply.

· Findings from regular testing and annual evaluation inform improvements that are incorporated into this program on an annual basis.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a comprehensive water conservation plan that also includes priority for re-supply with bulk delivery.  There is evidence that facility has conducted assessment to improve water supply resiliency with study or application for project funding when resources exceed the facility’s capabilities.

	3
	Excellent
	All of the above assessment components are present, including a comprehensive water conservation plan that also includes priority for re-supply with bulk delivery.  

	2
	Developed
	There is a comprehensive water conservation plan that also includes priority for re-supply for bulk delivery.

	1
	Being Developed
	There is a comprehensive water conservation plan, but it does not include priority for re-supply with bulk delivery.

	0
	Needs Attention
	There is an absence of capability evidenced by lack of a water conservation plan.


Questions:

1. Describe your facility’s emergency water conservation plan.  
Answer: VHA Directive 2006-007 requires that VHA facilities take action to implement water supply security measures to reduce the likelihood of an interruption or reduction in water supply during natural and man-made disasters and other emergencies.  It also states, “All VHA facility Directors, regardless of whether the facility produces its own water or obtains water from municipal or any other sources, are responsible for:… Addressing the following in the facility emergency management plans as they relate to a loss of, or a reduction in the amount of drinking water available and degradation of drinking water quality:…”
TJC requires the VAMC complies with EM.02.02.09 EP 3 which states, “As part of its EOP, the hospital identifies alternative means of providing water needed for consumption and essential care activities”.
TJC also requires the VAMC complies with EM.02.02.09 EP 4 which states, “As part of its EOP, the hospital identifies alternative means of providing water needed for equipment and sanitary purposes”.
2. Does your facility evaluate capabilities for alternatives to total dependency on public water supplies, including internal pressure systems, wells, and other means to establish uninterrupted water supply?
Answer: VHA Directive 2006-007, paragraph 4e(3)(b)11, calls for, “An evaluation of VHA facility capabilities for water supply alternatives to total dependency on public water supplies, including internal pressure systems, wells, and other means to establish uninterrupted water supply.”
3. Did your facility develop SOPs to addresses the security, storage, and safe utilization of chemicals used in water treatment?
Answer: VHA Directive 2006-007, paragraph 4e(2)(e), states, “Directors at VHA facilities that use chemicals to treat drinking water, including gaseous chlorine for disinfection are responsible for:… Developing SOPs to address the security, storage, and safe utilization of other chemicals used in water treatment.”
4. Do your facility’s water sources support essential fire safety, heating, air conditioning and other essential infrastructure systems to allow critical functions to remain in operation during an emergency or natural disaster?
Answer: VHA Directive 2007-007, paragraph 4.e.(3)(b)10, requires “water sources to support essential fire safety, heating, air conditioning and other essential infrastructure systems to allow critical functions to remain in operation during an emergency or natural disaster.”

4.2.5 Maintaining Emergency Potable Water System Resiliency 
Description:  To demonstrate this capability the facility must be able to maintain or have available an adequate supply of potable water.

Rationale:  Potable water is essential for patient care activities and the safety of employees and visitors.  If the water supply from the local municipality is disrupted, an adequate back-up supply is essential to maintaining operations until service can be restored.  The need for this capability is consistently demonstrated during actual emergencies when water supply is disrupted.

Measurement:  
· Pre-Survey

· Tour of Emergency Cache Storage Areas 

· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interview with Chief Engineer (including key staff)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain water-dependent essential services through use of an emergency potable water supply.

	Resources
	

	Supplies
	· The facility has a potable water cache stored at the facility to ensure an uninterrupted supply of water during a manmade or natural disaster.

	Facilities/Equipment
	· The facility has a proper facility for storing water supplies.

	Personnel
	· Trained personnel to receive and store bulk water deliveries and to distribute the water supplies during an emergency

	Process
	· Facility has potable water cache stored at the facility and documentation as to how the amount of water needed was calculated.

· Facility potable water cache is calculated based upon an established formula that includes maximum patient occupancy, maximum staff plus surge staff, staff families, additional visitors, and outsiders seeking refuge. The formula and projected numbers for calculating the storage quantity is documented.

· Expiration dates are well documented and visible and a process is delineated for stock rotation to prevent shelf life expiration.

· Facility has a priority contract for re-supply from local vendors including bulk delivery in tanker trucks.

	Education/Training
	· Personnel trained in emergency potable water supply activation and distribution procedures.

· Personnel trained to safely and effectively receive and store bulk water re-supply during emergencies.

	Exercise
	· The distribution of the emergency potable water supply should be exercised.

	Evaluation
	· This cache should be inspected at least annually to ensure supplies are at needed levels and are properly stored and secured. 

· Facility priority contracts with local vendors for re-supply in an emergency is evaluated and adjusted periodically.

	Organizational Learning
	· Based upon lessons learned from exercises, and periodic evaluation, water supplies and procedures are adjusted and improved.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including an assessment to determine how the on-site, supply of potable water was determined. Stock is rotated to ensure freshness of water cache, and the program is reviewed annually. Cache is properly stored and secured. It also includes priority contracts for re-supply during an emergency.

	3
	Excellent
	All of the above assessment components are present, including an assessment to determine how the on-site supply of potable water was determined. Stock is rotated to ensure freshness of water cache.  Cache is properly stored and secured.

	2
	Developed
	Facility has supply of water as required by VHA Directive 2006-007.

	1
	Being Developed
	Facility has an on-site supply of potable water stored, but it does not conduct an annual review or have priority contracts for re-supply of water.

	0
	Needs Attention
	There is an absence of a seven-day water supply capability.


Questions:
1. Has the facility identified alternative means for additional water supplies for consumption and essential care services? 
Answer: VHA Directive 2006-007, paragraph 4.e.(3)(b)4, requires “SOPs that address patient and staff needs related to personal hygiene including methods to reduce the amount of non-potable water needed during natural and man-made disasters and other emergency situations.”

TJC requires the VAMC complies with EM.02.02.09 EP 3 which states, “As part of its EOP, the hospital identifies alternative means of providing water needed for consumption and essential care activities”.
2. Has the facility identified alternative means for additional water supplies needed for equipment and sanitary purposes? 
Answer: VHA Directive 2006-007, paragraph 4.e.(3)(b)2, requires “An assessment of the critical and non-essential needs of patients and the need for water for non-potable purposes, such as toilet flushing, cleaning, etc” to be conducted.
TJC requires the VAMC complies with EM.02.02.09 EP 4 which states, “As part of its EOP, the hospital identifies alternative means of providing water needed for equipment and sanitary purposes”.
3. Describe your emergency potable water plan.
Answer: VHA Directive 2006-007 requires that VHA facilities take action to implement water supply security measures to reduce the likelihood of an interruption or reduction in water supply during natural and man-made disasters and other emergencies.  It also states, “All VHA facility Directors, regardless of whether the facility produces its own water or obtains water from municipal or any other sources, are responsible for:… Addressing the following in the facility emergency management plans as they relate to a loss of, or a reduction in the amount of drinking water available and degradation of drinking water quality:…”
TJC requires the VAMC complies with EM.02.02.09 EP 3 which states, “As part of its EOP, the hospital identifies alternative means of providing water needed for consumption and essential care activities”.
TJC also requires the VAMC complies with EM.02.02.09 EP 4 which states, “As part of its EOP, the hospital identifies alternative means of providing water needed for equipment and sanitary purposes”.
4. How does the facility determine the amount of potable water kept on hand?
Answer: TJC requires the VAMC complies with EM.01.01.01 EP 8 which states, “The hospital keeps a documented inventory of the resources and assets it has on site that may be needed during an emergency, including, but not limited to, personal protective equipment, water, fuel, and medical, surgical, and medication-related resources and assets”.  
5. How is the potable water plan integrated into the facility’s exercise program?
Answer: NFPA 1600, 5.14.3 under “Exercises, Evaluations, and Corrective Actions” states, “Exercises shall be designed to test individual essential elements, interrelated elements, or the entire plan(s).”  

6. How long can your facility sustain a loss of potable water?

Answer: VHA Directive 2006-007, paragraph 4.e.(3)(b)3, states the facility’s EMP requires, “The storage of, and other logistical requirements of maintaining, an adequate supply of potable water on-site that reasonably meets the needs of patients and staff during natural and man-made disasters and other emergency situations.”
7. If the potable water plans fail, what are your trigger or decision points for patient evacuation?

Answer: TJC states in EM.02.01.01, “A successful response effort relies on a comprehensive and flexible EOP that guides decision-making at the onset of an emergency and as an emergency evolves.  Although the EOP can be formatted in a variety of ways, it must address response procedures that are both applicable to the hospital’s likely emergencies and adaptable in supporting key areas (such as communications and patient care) that might be affected by emergencies of different causes”.
4.2.6 Maintaining Sewage and Waste Resiliency 
Description:  To demonstrate this capability the facility must be able to maintain a means of maintaining a sanitary environment and proper storage and/or disposal of waste.
Rationale:  Maintaining a sanitary environment is often a challenge at a facility when the facility’s sanitary sewage/waste water system is disrupted during an emergency.  Having a well developed plan is an essential activity to minimize the adverse consequences.
Measurement:  
· Review of EOP
· Review MOUs/contracts with Key Vendors
· Interview with Chief Engineer (including key staff)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain a comfortable and hygienic environment if normal water and sewer/waste systems are disrupted.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Facility has a plan for storage and disposal of waste including contracts for portable toilets and storage tanks.

	Personnel
	· Trained personnel to implement an alternate means of providing a sanitary environment and storage/disposal of waste products.

	Process
	· Facility has a plan developed that can be implemented when water supply is disrupted.

· Facility has a priority contract for removal of waste including trucks and portable toilets.

	Education/Training
	· Personnel trained in the proper disposal of waste products in an emergency situation.

· Personnel trained to safely and effectively activate the emergency waste disposal plan.

	Exercise
	· This capability should be exercised by Tabletop at least annually.

	Evaluation
	· Facility should evaluate effectiveness of plan at least annually.

	Organizational Learning
	· Based upon lessons learned from exercises, and periodic evaluation, the plan is adjusted and improved.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including contracts for priority supply of portable toilets and removal by truck of waste during emergencies. There should be evidence the plan is evaluated at least annually.

	3
	Excellent
	All of the above assessment components are present, including contracts for priority supply of portable toilets and removal by truck of waste during emergencies.

	2
	Developed
	Facility has a plan for disposal of waste products during an emergency.

	1
	Being Developed
	Facility has not yet developed a waste disposal plan including how to maintain a sanitary environment.

	0
	Needs Attention
	There is an absence of a plan for maintaining a sanitary environment and/or disposal of waste during an emergency.


Questions:

1. Describe your sewage and waste plan. 
Answer: The 2008 VHA EMP Guidebook, Functional Annex 6, “Equipment, Plant and Utilities Operations,” recommends a process for “…the protection, inspection, evaluation, repair and maintenance of all potable water, waste water, and solid waste distribution and disposal systems.” 
2. Does the facility’s exercise program incorporate scenarios that test sewage and waste operations?
Answer: NFPA 1600, 5.14.3 under “Exercises, Evaluations, and Corrective Actions” states, “Exercises shall be designed to test individual essential elements, interrelated elements, or the entire plan(s).”  

4.2.7 Maintaining Medical Gases and Vacuum Resiliency 
Description:  To demonstrate this capability the facility should be able to follow NFPA standards and VHA Directive 2005-028 (Oxygen Distribution Systems).

Rationale:  Uninterrupted supply of medical gases are essential for quality patient care.    
Measurement:  
· Facility Tour 
· Review of EOP
· Interviews with Chief Engineer (including key staff)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/
Organization
	· The facility demonstrates its ability to maintain adequate supplies of medical gases including oxygen, and maintain delivery systems for medical gases, supplied air and vacuum.

	Resources
	

	Supplies
	· Facility has an emergency supply of oxygen tanks and regulators properly stored in accordance with NFPA 99.  

· Supplies for oxygen include E- and H- sized tanks based on risk assessment of facility oxygen-dependent patients.

	Facilities/Equipment
	· Facility has redundant medical air and vacuum systems and portable oxygen tanks to ensure a forty eight-hour back-up supply should the central oxygen system become disabled.

· Alarm systems if delivery of gases, air or vacuum is disrupted.

	Personnel
	· Qualified and trained personnel to manage the storage, maintenance and deployment of medical gases, portable suction

	Process
	· Process for responding to alarms, deploying portable gases, air, or vacuum services, and restoring central delivery functions
· Critical components of the medical gas systems are included in a preventive maintenance program including regular testing in accordance with TJC Utility Management standards and manufacturer recommendations.

	Education/Training
	· Facility personnel responsible for this system are fully trained in medical gas systems operations and maintenance during emergencies.

· Facility personnel understand the operations and proper maintenance of medical gas systems including emergency operations.

	Exercise
	· Deployment of emergency supplies are incorporated into exercises.

	Evaluation
	· Periodic evaluation of the medical gas systems are conducted, with trends and findings from corrected problems periodically reported to the Environment of Care committee at the facility.

	Organizational Learning
	· Findings from regular testing and annual evaluation inform improvements and are incorporated into this program.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including emergency power to vacuum and medical air systems. Facility also has oxygen tanks and regulators as back-up for bulk oxygen system for at least forty eight hours. Facility has detailed contingency plans for loss of these systems during an emergency. Systems receive preventive maintenance at least quarterly, including alarm verification and exercising. Findings from regular testing and annual evaluation inform improvements and are incorporated into this program.

	3
	Excellent
	All of the above assessment components are present, including emergency power to vacuum and medical air systems. Facility also has oxygen tanks and regulators as back-up for bulk oxygen system for at least forty eight hours. Facility has detailed contingency plans for loss of these systems during an emergency. Systems receive preventive maintenance at least annually including alarm verification and exercising.

	2
	Developed
	Facility has medical gas systems, including oxygen, medical air and vacuum identified as critical utilities in TJC’s Environment of Care Utilities Management program, and has a preventive maintenance program for these systems.

	1
	Being Developed
	Facility has medical gas systems, including oxygen, medical air, and vacuum identified as critical utilities in The Joint Commission Environment of Care Utilities Management program, but it may lack system redundancy such as a vacuum back-up pump or emergency power to these systems.

	0
	Needs Attention
	There is an absence of capability, including lack of emergency power for medical air and vacuum systems or a lack of oxygen tanks and regulators as back-up for the bulk oxygen system.


Questions:

1. Describe the processes and procedures for the facility’s medical gas and vacuum EOP. 
Answer: The 2008 VHA EMP Guidebook, Functional Annex 6 “Equipment, Plant and Utilities Operations,” recommends a process for “…the protection, inspection, evaluation, repair and maintenance of all medical gas storage and delivery systems.” 
In addition, TJC requires the VAMC complies with EM.02.02.09 EP 6 which states, “As part of its EOP, the hospital identifies alternative means of providing medical gas/vacuum systems”, and EP 7 which states, “As part of its EOP, the hospital identifies alternative means of providing utility systems that the hospital defines as essential (for example, vertical and horizontal transport, heating and cooling systems, and steam for sterilization)”. 

2. Does your facility have an Oxygen Utility Operational Plan that assures reliability, controls risks, minimizes failures, and requires training of users and operators of oxygen distribution systems? 
Answer: VHA Directive 2005-028 paragraph 2.b states, “JCAHO’s Environment of Care Standards require written Utility Systems Operational Plans.  The Oxygen Utility Operational Plan must assure reliability, control risks, minimize failures, and require training of users and operators of oxygen distribution systems.”

TJC requires the VAMC complies with EM.02.02.09 EP 7 which states, “As part of its EOP, the hospital identifies alternative means of providing utility systems that the hospital defines as essential (for example, vertical and horizontal transport, heating and cooling systems, and steam for sterilization)”. 

3. Does your facility ensure that installation, operation, and maintenance of the oxygen distribution system are performed in such a manner as to minimize risk to patients, staff, and facilities?
Answer: VHA Directive 2005-028, paragraph 4.b.(2), states “The Facility Directors are responsible for:… Ensuring that installation, operations, and maintenance of the oxygen distribution system is performed in such a manner as to minimize risk to patients, staff, and facilities.”
4. Does your facility have qualified individuals trained to initiate a response to emergent conditions related to the oxygen distribution system?
Answer: VHA Directive 2005-028, paragraph 4.b.(6)(f), states “The Facility Directors are responsible for ensuring the following requirement for the oxygen distribution system is implemented:…Qualified VHA technical staff must monitor the tank re-filling.  Qualified individuals are staff trained to initiate a response to emergent conditions related to the oxygen distribution system.”

TJC requires the VAMC complies with EM.02.02.07 EP 2 which states, “The EOP describes the roles and responsibilities of staff for communications, resources and assets, safety and security, utilities, and patient management during an emergency”.  
TJC also requires the VAMC complies with EM.02.02.07 EP 3 which states, “The EOP describes the process for assigning staff to all essential staff functions”, and EP 7 which states, “The hospital trains staff for their assigned emergency response roles”.
Tour Observations:

1. Examination of oxygen delivery system

2. Location of back-up generator assigned to oxygen delivery system

4.2.8 Maintaining Heating Ventilation and Air Conditioning Resiliency 
Description: To demonstrate this capability the facility must have a contingency plan to manage an interrupted HVAC system. 

Rationale:  The HVAC system is essential for maintaining proper temperature/humidity as well as a healthy indoor air environment for controlling infections throughout the facility. 
Measurement:  
· Pre-Survey

· Review of EOP

· Interviews with Chief Engineer (including key staff)
· Tabletop Exercise
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain the HVAC for a medically safe, clean and comfortable environment for patients, visitors and staff.

	Resources
	

	Supplies
	· The facility maintains an adequate supply of air filters and critical maintenance supplies and replacement parts. 

	Facilities/Equipment
	· Chillers, air handling equipment, heaters, and environmental control systems
· Facilities housing the HVAC equipment
· Portable emergency backup HVAC equipment

	Personnel
	· Facility personnel responsible for this system are qualified to operate the HVAC during emergency operations.

	Process
	· Critical components of the HVAC are included in a preventive maintenance program in accordance with TJC Utility Management standards and manufacturer recommendations.

· Facility has the capability to control air pressure in critical areas such as the ED and/or isolation rooms through an automated environmental control system or through manual measures.

	Education/Training
	· VAMC personnel responsible for HVAC operations and maintenance are trained to operate the HVAC in emergency operations, including pressurization of rooms.

	Exercise
	· Critical components of the HVAC are included in a preventive maintenance program, including regular testing in accordance with TJC Utility Management standards and manufacturer’s recommendations.

	Evaluation
	· Critical components of the HVAC are regularly testing in accordance with TJC Utility Management standards and manufacturer recommendations.

· Regular periodic evaluation of the HVAC system is conducted with trends and findings from corrected problems reported periodically to the facility Environment of Care committee.

	Organizational Learning
	· Findings from regular testing and annual evaluation inform improvements that are incorporated into this capability.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a means to control air flow to critical areas such as the ED or Intensive Care Units (ICUs) and to provide negative and positive pressure capabilities.  Facility has an automated environmental control system or a means for mechanically accomplishing air flow control in critical areas.

	3
	Excellent
	All of the above assessment components are present, including a means to control air flow to critical areas such as the ED or ICUs and to provide negative and positive pressure capabilities.

	2
	Developed
	Critical components of the HVAC system are included in a preventive maintenance program, including regular testing in accordance with TJC Utility Management standards and manufacturer’s recommendations.

	1
	Being Developed
	Critical components of the HVAC system are included in a preventive maintenance program, including regular testing in accordance with TJC Utility Management standards and manufacturer’s recommendations. Facility lacks contingency plan for emergency operations or the ability to control air flow to critical areas of the facility.

	0
	Needs Attention
	HVAC system is not identified as a critical utility in the Utilities Management program or lacks a preventive maintenance program for the HVAC system.


Questions:

1. Describe your facility’s standard operating procedures for the disruption of the HVAC Systems during an emergency.
Answer: TJC requires the VAMC complies with EM.02.02.09 EP 6  which states, “As part of its EOP, the hospital identifies alternative means of providing medical gas/vacuum systems”, and EP 7 which states, “As part of its EOP, the hospital identifies alternative means of providing utility systems that the hospital defines as essential (for example, vertical and horizontal transport, heating and cooling systems, and steam for sterilization)”.
2. How are personnel trained to respond to a disruption of the HVAC system?
Answer: NFPA 1600, 5.6.3, states, “The resource management objectives established shall include the following:… Personnel, equipment, training, facilities, funding, expert knowledge, materials, technology, information, intelligence, and the timeframes within which they will be needed.”
3. Describe how HVAC disruption training is incorporated into the facility’s exercise program.
Answer: TJC states in EM.03.01.03 that “The organization conducts exercises to asses the EOPs appropriateness; adequacy; and the effectiveness of logistics, human resources, training, policies, procedures, and protocols.  Exercises should stress the limits of the plan to support assessment of the organization’s preparedness and performance.  The design of the exercise should reflect likely disasters but should test the organization’s ability to respond to the effects of emergencies on its capabilities to provide care, treatment, and services”.
4. Are there facility blueprints located in the facility EOC?
Answer: There are no standards that specify requirements for storage of blueprints in the facility EOC.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5. What HVAC components, e.g., chillers and air handlers, are not on emergency power?
Answer: There are no standards that specify requirements for the HVAC system or its associated components to be on emergency power for existing facilities.  For new VA major construction, emergency power is to be provided for the entire HVAC system.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.

6. What is the impact of a loss of municipal water to your HVAC systems and what are your HVAC water loss contingency plans?
Answer: VHA Directive 2006-007, paragraph 4.e.(3)(b)10, states, “VHA Facility Directors are responsible for addressing the need for water sources to support essential fire safety, heating, air conditioning, and other essential infrastructure systems to allow critical functions to remain in operation during an emergency or natural disaster.”
7. If you have an automated or computer-based environmental control system, what are the contingency plans for operational failures?
Answer: There are no standards that specify requirements for what should be included in a contingency plan for environmental control systems.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
Tabletop Observations:

1. Facility’s EOP delineates the utility disruption and threshold procedures that may necessitate the evacuation of the entire facility (e.g., when the environment is no longer deemed safe)
2. Facility updates and manages its HVAC systems across its facilities in response to any hazard incident (e.g., smoke or biological agents)

4.2.9 Maintaining Information Technology and Computing Resiliency 
Description:  To demonstrate this capability the facility must have a business continuity and resiliency plan for critical IT systems. 

Rationale:  Facilities use IT systems for most, if not all, aspects of patient care, such as VistA, which are essential utilities needed to operate the facility and provide continuity of care.  

Measurement:  
· Review of EOP
· Interview with CIO 

· Tabletop Exercise
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain essential business services.

	Resources
	

	Supplies
	· The supplies needed for operation of IT systems are identified and stored in an appropriate location.

	Facilities/Equipment
	· IT systems are in an appropriate facility with back-up for power by emergency power or through some other means such as Uninterruptible Power Supply (UPS).

· If telework arrangements exist, personnel have the necessary infrastructure to support remote working arrangements.

· If telework arrangements exist, there is user support for individuals experiencing technical difficulty (e.g., help desk support).

	Personnel
	· Organization identifies personnel qualified and trained to maintain business operations or revert to substitute process and procedures.

	Process
	· Facility documents a risk assessment that identifies high risk data systems as part of this capability.

· Business continuity plan is delineated for critical IT systems, including the secure operations of Electronic Health Records and the overall functioning of VistA.

· Facility staff has developed and can operate a fully functional business continuity and resiliency program meeting Federal requirements and back-up of patient care data and other critical data systems to mirror site at least daily. 

· A process for reverting to paper record keeping is delineated.

· Employees teleworking have established methods for ensuring their continuous receipt of information both from the facility and from other personnel teleworking. If telework arrangements exist, there is user support for individuals experiencing technical difficulty (e.g., help desk support)

	Education/Training
	· Facility staff are trained on how to activate and implement the business continuity and resiliency plan, including initiating back-up procedures, maintaining security during an emergency, and recovering from an unexpected outage of service.

	Exercise
	· The business continuity and resiliency plan is exercised at least annually and is incorporated into the facility preventive maintenance program for hardware and software as a critical utility under TJC Environment of Care Standards for Utility Management.

	Evaluation
	· The exercise (through the AAR process) and the ongoing maintenance activities are evaluated periodically with trends reported to the facility Environment of Care Committee.

	Organizational Learning
	· Findings from the AAR and maintenance activities inform improvements that are incorporated into the business services continuity capability.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a business continuity and resiliency program meeting federal requirements and the back-up of patient care data and other critical data systems to mirror the site at least daily.  Facility has documented risk assessment identifying high-risk data systems.

	3
	Excellent
	Facility has a business continuity and resiliency program meeting federal requirements and the back-up of patient care data and other critical data systems to mirror the site at least weekly.  Facility has documented risk assessment identifying high-risk data systems.

	2
	Developed
	Facility has a business continuity and resiliency program that meets VA standards. 

	1
	Being Developed
	Facility has developed a business continuity and resiliency program for clinical data, but it may lack systems for less critical databases.

	0
	Needs Attention
	There is an absence of capability evidenced by a lack of business continuity and resiliency plan.


Questions:
1. Describe your facility’s business continuity and resiliency plan for IT systems to include maintaining connectivity to mission critical IT systems.
Answer: VA Office of Information and Technology website contains the Strategic Plan which establishes VA’s overall continuity of operations programs.  For more information, refer to: www.va.gov/oirm/architecture/EA/2002/.   Additional information is contained in VHA Directive 6500, “Information Security Program.”
In addition, TJC’s “Information Management (IM) Standard 01.01.03” states, “The primary goal of the information continuity process is to return the hospital to normal operations as soon as possible with minimal down time and no data loss.  The hospital needs to be prepared for events that could impact the availability of data and information regardless of whether interruptions are scheduled or unscheduled (due to a local or regional disaster or an emergency).”  
2. How often is this plan exercised? Live Test? Tabletop?
Answer:  TJC requires the VAMC complies with IM.01.01.03 EP 5 which states, “The hospital’s plans for managing interruptions to electronic information processes is tested for effectiveness according to time frames defined by the organization.”  
3. Describe your tele-work capabilities during emergencies.

Answer: The VA’s guidance on Tele-work is contained in VA Handbook 50115/5, Part II, Chapter 4 “Alternative Workplace Arrangements (Tele-work).”  The policy describes the criteria for approving tele-work, information security provisions,  and the process developing and approving a tele-work agreement.  The agreement covers the terms and conditions of participation as well as management expectations and commitments.  These conditions include required equipment/supplies, requirements for leave, overtime, liability, work area, worksite inspections, etc. Facility Directors are the approving officials. 

4. Do you have remote tele-health, tele-med capabilities available?
Answer: VHA, through the Office of Care Coordination, supports and oversees tele-health.  Tele-health involves the use of video, digital pictures, and messaging devices to treat patients in locations that may be hundreds of miles from the facility.  For more information, refer to: www.carecoordination.va.gov/about-us/index.asp
There are no standards that specify tele-med capabilities.  The purpose of this question is to understand practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy. 
5. What improvements or enhancements to the facility’s tele-health and/or tele-med capabilities are slated for future development?

Answer: The purpose of this question is to understand practices at VAMC.  This data will be used to help determine if there is a need for additional guidance.  
6. Have the facility business needs been clearly defined and communicated by facility management in terms of IT support needs in an emergency?

Answer:  FCD 1 provides guidance for Federal facilities to develop COOP plans.  This guidance helps to ensure that critical business functions are identified, defined, and included in the IT continuity and resiliency plans as appropriate.  

7. Has the facility established back-up communication systems to communicate with the community during response/recovery efforts?
Answer:  TJC requires the VAMC complies with EM.02.02.01 EP 4 which states, “The EOP describes how the hospital will communicate with external authorities during an emergency”.  

Tabletop Observations:  

1. Staff is capable of switching normal utilities over to emergency power operations in the event of a power failure

2. Facility conducts data back-up at an off-site location

4.2.10 Maintaining Access to Critical Commodities and Services during Response and Recovery Operations
Description:  To demonstrate this capability the facility should establish contracts for priority supply of critical commodities.  This information should be available in the EOC at all times.
Rationale:  During emergencies, many people and organizations compete for the same commodities and services.  Having priority contracts helps ensure that critical supplies and services will be available and that critical business and patient care services will continue to operate.  
Measurement:  
· Pre-Survey

· Review of EOP.
· Review MOUs/contracts with Key Vendors
· Interviews with AD, and Chief of Acquisitions and Materials Management
· EOC Activation

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain continuity of business services by establishing mechanisms to obtain a priority supply of critical commodities and services from local vendors by using the VHACO BPAs.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Copies of contracts for critical re-supply of commodities and services with POCs are maintained at the EOC.

	Personnel
	· Qualified and trained personnel to establish contracts and activate contracts for critical supplies during emergencies

	Process
	· Documentation of developing, completing, and administering priority contracts for supply of critical commodities and services needed during response and recovery operations  

· Vendors are contacted periodically and advised of the nature and scope of the contracts. Availability of contracted items and services is reconfirmed.

	Education/Training
	· Facility staff assigned to activate these contracts are trained to understand their scope and how to use them effectively.

· VA personnel are trained to access the VHA CO BPAs.

	Exercise
	· N/A

	Evaluation
	· Reliability of vendor contracts is assessed based on experience and on vendor contact and spot check on availability of contracted good/services.

· There is an annual needs assessment to determine the adequacy of existing contracts and priorities for updating or establishing new contracts.

	Organizational Learning
	· An annual briefing to the EMC is conducted on the program to identify remaining gaps and priorities for the next year.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a needs assessment to determine the critical commodities and services requiring priority contracts during emergencies. Facility can access VACO BPAs should local contractors be unable to provide the services and commodities needed. Facility evaluates needs at least annually.

	3
	Excellent
	All of the above assessment components are present, including a needs assessment to determine the critical commodities and services requiring priority contracts during emergencies. Facility evaluates needs at least annually.

	2
	Developed
	Facility has contracts for most critical items based on a needs assessment.

	1
	Being Developed
	Facility is developing a needs assessment but lacks the majority of priority contracts

	0
	Needs Attention
	There is an absence of capability because there is no needs assessment and few if any priority contracts implemented.


Questions:

1. Describe how your facility identifies the allocation of resources during an emergency.
Answer:  The process at individual facilities to identify the actual commodities needed for normal operations and during emergencies is generally decided, in part, through a facility commodity standards committee.  This process and all other VHA supply and inventory procedures is governed by the inventory management policy guidance for VHA contained in VHA Handbook 1761.2, “VHA Inventory Management.”  Guidance on Commodity Standards Committees states, “Communication and coordination are key elements for effective implementation of the VHA standardization program. Each network must include these elements in their Inventory Management Implementation Plan. 

Further policy guidance regarding the inventory of medical supplies is included in VHA Handbook 7176, SPD Operational Requirements.”
See also NFPA 1600, 5.6.4 (3) under “Resource Management and Logistics” states, “Resource management shall include the following tasks:… Dispatching resources prior to and during an incident.”
2. What agreements does your facility have in place with other healthcare organizations in the community for the potential sharing of resources? 
Answer:  TJC requires the VAMC complies with EM.02.02.03 EP 4, which states, “The EOP describes how the hospital will share resources and assets with other health care organizations within the community, if necessary”.  

See also NFPA 1600 5.7.2 which states “If mutual aid/assistance is needed, agreements shall be established.”
3. Are lists of these contracts and agreements readily accessible to the EOC?
Answer: NFPA 1600 5.12.1 states, “The entity shall establish a primary and an alternate emergency operations center, physical or virtual, capable of managing continuity, response and recovery operations.”  Annex A.5.12.1 explains in more detail what the contents of the center should be in order to maintain continuity of operations to include a description of what each EOC facility should be capable of providing during an emergency activation.
4. Is there a process to identify resource gaps and steps necessary to overcome shortfalls?  
Answer: NFPA 1600 5.6.5 states, “An assessment shall be conducted to identify the resource capability shortfalls and the steps necessary to overcome any shortfalls.”  NFPA 1600 5.6.6 states, “A current inventory of internal and external resources shall be maintained.”    

5. Describe the process your facility utilizes to identify the need for and access to resources during an emergency.
Answer: The infrastructure for supplying and supporting the health care organization is complex, and the HVA will help identify risks to this infrastructure that can be mitigated.  Planning must address managing and maintaining the facility, and also must consider evacuation of the entire facility when the environment is no longer deemed safe.
TJC EM.02.02.03 states, “The hospital that continues to provide care, treatment, and services to its patients during emergencies needs to determine how resources and assets (that is, supplies, equipment, and facilities) will be managed internally and, when necessary, solicited and acquired from external sources such as vendors, neighboring health care providers, other community organizations, state affiliates, or a regional parent company.  The hospital should also recognize the risk that some resources may not be available from planned sources, particularly in emergencies of long duration or broad geographic scope, and that contingency plans will be necessary for critical supplies.  This situation may occur when multiple hospitals are vying for a limited supply from the same vendor”.
6. Is there a process to identify new priorities based upon exercises and after action reports?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 16 which states, “The hospital modifies its EOP based on its evaluations of emergency response exercises and responses to actual emergencies”.
7. Is the ability to access these commodities tested routinely?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 1 which states, “As an emergency response exercise, the hospital activates its EOP twice a year at each site included in the plan”.  TJC also requires the VAMC complies with EM.03.01.03 EP 8 which states, “During emergency response exercises, the hospital monitors resource mobilization and asset allocation, including equipment, supplies, personal protective equipment, and transportation”.
8. Do you have a list of critical commodities and services needed for response and recovery?
Answer: TJC requires the VAMC complies with EM.01.01.01 EP 8 which states, “The hospital keeps a documented inventory of the resources and assets it has on site that may be needed during an emergency, including, but not limited to, personal protective equipment, water, fuel, and medical, surgical, and medication-related resources and assets”.   
See also NFPA 1600, 5.6.6, which states, “A current inventory of internal and external resources shall be maintained.”
9. How is this list determined?
Answer: NFPA 1600, 5.6.2, states, “The entity shall establish procedures to locate, acquire, store, distribute, maintain, test, and account for services, personnel, resources, materials, and facilities procured or donated to support the program.”
10. How is it prioritized?
Answer: NFPA 1600, Annex E.1.3 (2) (b), states, “Allocate critical resources according to priorities” supporting the need to pre-plan priorities based on situational scenarios.
11. How often is the list updated?
Answer: TJC requires the VAMC complies with EM.03.01.01 EP 3 which states, “The hospital conducts an annual review of its inventory process”.  

See also NFPA 1600, Annex A.5.8.3.3, which states, “The plan should be reviewed annually and updated as necessary.  It should also be re-evaluated when new hazards are identified or existing hazards change; resources or organizational structures change; and after emergency responses.”
12. Do you have a list of all the contracts?
Answer: There are no standards that specify requirements for maintaining a list of contracts.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

Best Practices indicate that a complete list of all contracts should be listed in a single document in order to simplify the process of accessing/exercising the contract in emergencies.
13. Are POCs for each of the contracts available at the EOC?
Answer: There are no standards that specify requirements for maintaining a list of POCs for each contract.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
Best Practices indicate that a complete list of all contracts should be listed in a single document along with points of contact for each contract.  At a minimum, a copy of this document should be a part of the EOP and copies should be located at the designated EOCs.
14. Does the facility conduct an annual review to update the contracts and work with the vendors to ensure the contracts can be implemented?
Answer: NFPA 1600 5.6.5 states, “An assessment shall be conducted to identify the resource capability shortfalls and the steps necessary to overcome any shortfalls.”  NFPA 1600 5.6.6 states, “A current inventory of internal and external resources shall be maintained.”    
4.2.11 Internal and External (to the VA) Alternate Care Sites

Description:  To demonstrate this capability the facility should be able to establish internal and external alternate care sites to respond to a surge in demand for care or as a receiving site for evacuated patients.

Rationale:  Pre event planning for internal or external alternate care sites will ensure safe continuous provision of clinical care services.  While other VA facilities will usually be the destination of choice for evacuation, there may be circumstances where this may not be possible. Therefore, it is essential that agreements with other community providers be established in the event of an emergency. 
Measurement:  
· Pre-Survey 
· Facility Tour 

· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interviews with Nurse Executive (and associated nursing managers)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide alternate care sites, internally and externally for the disposition of clinical services arising from medical surge.
· Facility also demonstrates the ability to obtain MOUs with community healthcare providers for the management of patients in the event of a partial or full-scale evacuation.

	Resources
	

	Supplies
	· Clinical and non-clinical supplies are accessible to staff caring for patients at alternate care sites, including food and water for staff and patients.

	Facilities/Equipment
	· Facility has agreements signed with other community healthcare providers to accept all or some VA patients in an emergency.

· Infrastructure is in place or is accessible to support tele-triage and tele-medicine capabilities.

	Personnel
	· These agreements include POCs and the contracts can be implemented within hours of activation.  

· There are specialty agreements for services like dialysis and inpatient care.
· There is evidence that these contracts are reviewed annually and updated as indicated.

	Process
	· An alternative care process is described in the EOP.

· Process for the mobilization, transportation, and monitoring of patients and staff to alternative treatment sites and to assess medical & physical well-being during transportation
· Process for the conversion of facility (e.g., office space, surgical department, Patient Reception Area [PRA]) to accommodate an alternate care site (internally)

· Process for communicating between the facility EOC and alternative care site EOC (if external)
· Process for transporting pertinent information, including essential clinical and medication-related information, for patients to an alternative care site or sites
· Process for delineating between the transportation of high priority patients first

	Education/Training
	· Facility staff assigned to activate these contracts are trained to understand their scope and how to use them effectively.

	Exercise
	· Alternate care site providers are contacted periodically and advised of the nature and scope of the contracts.

	Evaluation
	· There is an annual needs assessment to determine the adequacy of existing contracts and priorities for updating or establishing new contracts.

	Organizational Learning
	· An annual briefing to the EMC is conducted on the program to identify remaining gaps and priorities for the next year.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including contracts and/or mutual aid agreements to gain access to clinical services, including staffed beds during an emergency.  Agreements/contracts are based on a needs assessment that is updated annually. Contracts provide priority of services to meet VA needs. These agreements supplement alternate care sites at the individual facility or at another VA care site.

	3
	Excellent
	Facility has identified alternate care sites at the facility or at another VA care site. Contracts and/or mutual aid agreements to gain access to clinical services, including staffed beds in the community, are developed.  Agreements/contracts are updated annually. 

	2
	Developed
	Contracts and/or mutual aid agreements are in place, and the contracts are evaluated annually, consistent with TJC requirements.

	1
	Being Developed
	Facility has a limited number of contracts, but it is making plans to include provisions for a full array of the clinical services needed.

	0
	Needs Attention
	There is an absence of capability due to few if any contracts/mutual aid agreements for access to alternate care sites in the community.


Questions:

1. Does the EOP identify alternative sites for care, treatment, or service that meets the needs of its patients during emergencies?
Answer: TJC requires the VAMC complies with EM.02.01.01 EP 7 which states, “The EOP identifies alternative sites of care, treatment and services that meet the needs of its patients during emergencies”.
2. Has the organization established a primary and an alternate site to provide for patient care? Are lines of communication in place?
Answer: TJC requires the VAMC complies with EM.02.01.01 EP 7 which states, “The EOP identifies alternative sites of care, treatment and services that meet the needs of its patients during emergencies”, and EM.02.02.01 which states, “The hospital maintains reliable communications capabilities for the purpose of communicating response efforts to staff, patients, and external organizations”.
See also NFPA 1600, Annex A 5.8.3.8(4)(5), regarding alternate operating or backup facilities to continue operations.  
3. Does your facility’s EOP identify how transporting patients, staff, medications, and equipment to an alternative care site or sites will be managed when the environment cannot support care, treatment, and services? 
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 9 which states, “The EOP describes the hospital’s arrangements for transporting some or all patients, their medications, supplies, equipment, and staff to an alternative care site(s) when the environment cannot support care, treatment, and services”. 

4. Does the Emergency Operations Plan describe how the hospital will communicate with identified alternate care sites?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients their families, including how it will notify families when patients are relocated to alternative care sites”. 

5. Does your medical center plan for transporting pertinent information, including essential clinical and medication-related information, for patients to an alternative care site or sites (including other healthcare organizations) when the environment cannot support care, treatment, and services?
Answer:  TJC requires the VAMC complies with EM.02.02.03 EP 10 which states, “The EOP describes the hospital’s arrangements for transferring pertinent information, including essential clinical and medication-related information, with patients moving to alternative care sites”.
6. If yes, does your facility have plans to coordinate these treatment strategies with other local hospitals and/or other facilities within its network?
Answer:  A documented strategy describing how the facility should coordinate treatment efforts with other local hospitals and/or other facilities within its network ensures continuity of patient care.  TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge”. 
See also Emergency Medical Treatment and Active Labor Act (EMTALA) Statute 42USC1395dd, (2)(c) which require “…transferring hospital sends to the receiving facility all medical records (or copies thereof)… including records relating to the individual’s emergency medical condition, observations of signs or symptoms, preliminary diagnosis, treatment provided…”
Tour Observations:

1. Examination of alternative sites utilized for patient care.

2. Examination of alternative sites utilized for functions other than patient care.

3. Examination of vehicles utilized for transporting patients.
4.2.12  Cash to Purchase Supplies/Services/Payroll during an Emergency

Description:  To demonstrate this capability the facility should be able to manage, access, and secure cash reserves for the purchase of commodities and services during an incident of an emergency of significant consequence.

Rationale:  During major emergencies, computers and access to credit card companies is often compromised.  Experience has demonstrated that many vendors will only accept cash when this access is disrupted.

Measurement:  
· Facility tour 

· Review of EOP
· Interview with CFO
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain mission critical financial services when basic financial services systems are disrupted.

	Resources
	

	Supplies
	· Cash maintained at the level calculated from the facility risk assessment (in the HVA).

	Facilities/Equipment
	· Cash on hand is located in a secure location in the facility.
· Equipment to maintain financial accountability during cash disbursement (and that operates independent of IT systems).

	Personnel
	· Personnel qualified and trained to manage and distribute cash reserves and accomplish other finance tasks during business continuity emergencies.

	Process
	· Facility documents a risk assessment (in the HVA) that identifies an appropriate amount of cash reserve on hand.

· Facility staff is designated to have access to cash on hand and can access it quickly in times of need for distributing partial or full payroll for staff that provided service through the emergency phase, if banks and other financial institutions are unable to process direct deposits or paychecks.

	Education/Training
	· Facility has trained staff on procedures for accessing cash and the means of accountability.

	Exercise
	· Procedures for accessing cash, disbursing it and maintaining accountability is exercised during Tabletops and/or exercises at least annually.

	Evaluation
	· There is an annual needs assessment to determine the adequacy of cash reserves.

· Distribution and accounting practice is evaluated through the exercise AAR process.

	Organizational Learning
	· Findings form the review and AARs inform improvements in the process and they are incorporated into the capability.

· An annual briefing to the EMC is conducted on the program to identify remaining gaps and priorities for the next year.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the processes to manage and secure large amounts of cash.  The procedures for accessing cash are tested annually

	3
	Excellent
	Resources and training are in place and the need for cash reserves is evaluated annually.

	2
	Developed
	Facility has cash on hand for emergencies.

	1
	Being Developed
	Facility has limited cash on hand for emergencies, but it needs to develop a needs assessment to better understand the funds needed. 

	0
	Needs Attention
	Facility does not plan to have a cash reserve for emergencies.


Questions:

1. Describe fiscal management during an emergency.
Answer: VA Handbook 4005, “Accounting for Emergency-Related Costs,” provides guidance for “…identifying, compiling and reporting costs incurred in connection with a “declared emergency.”  In addition to Presidential or other declared emergencies under 42 USC, Chapter 68, Section 5133 (1) and (2), this includes “…declared emergencies by the Secretary of the VA or designee. The policy specifies Declared Emergency BOCs ranging that cover expenses that range from salary, travel, emergency shipments and ADP support.” 

See also NFPA 1600 Annex A.5.16 which states, “There should be a responsible financial management and administrative framework that complies with the entity’s program requirements and is uniquely linked to the emergency operations.... The program should also be capable of capturing financial data for future cost recovery, as well as identifying and accessing alternative funding sources and managing budgeted and specially appropriated funds.”  

2. Describe your facility’s plan to access a cash reserve during an emergency particularly in the absence of the Agent Cashier.
Answer: VA Handbook 4010, “Agent Cashier Procedures” describes in detail the process for  obtaining cash from the Agent Cashier.  That accountability process is very well known and documented when the Agent Cashier is present.  When the Agent Cashier is not present, as during an “after hours” emergency, the process for opening the Agent Cashier’s safe and cash boxes is described in detail.  A copy of the combination to the safe and a key to the cash boxes is to be kept in separate, sealed  and dated envelopes.  The envelopes are kept in a safe or vault under the custody of the Director and can be opened only in the presence of the Director (or duly assigned Acting Director) and the Fiscal Officer (or similarly assigned Acting Fiscal Officer).  A receipt must be issued by the Fiscal Officer and duly recorded.  The safe combination is required to be changed as soon as practically possible.

3. How much cash is maintained at the facility?
Answer:  Every facility has a different amount of cash permitted to be on-hand.  The amount is stipulated by VA Handbook 4010 as “…the minimum amount of cash required to meet the needs of the veteran population served by the facility.  Other payment mechanisms such as third party drafts or Treasury checks should be used whenever possible.”  The VA Office of Finance Financial Indicators Criteria for FY 2008 (March 11, 2008 version) states that “…the entire advance must be reimbursed at least every three weeks, pursuant to VA Financial Policy Change 78-MPA, PT 1 and Handbook 4010.” This translates to 130% of the monthly advance.  There is a process to request an increase described in Handbook 4010 using Official Form 211 and sending it to the Austin Finance Center, Agent Cashier Accountability Section (047B1).
4. How is the amount of cash maintained at the facility determined?
Answer:  There are no specific standards that specify requirements for how to determine the appropriate amount of cash maintained at the facility.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
5. Does the facility conduct a risk assessment to determine how much cash should be maintained?

Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  A possible approach for facilities that experience seasonal hazard vulnerabilities, such as hurricanes, is to request an increase if it is deemed needed and if approved, only actually process the approval for increased funds during “hurricane season.”

6. What security measures are in place to protect the funds?

Answer:  VA Handbook 4010, paragraph 3 “Space and Equipment”, describes the methods that Agent Cashiers protect funds.  This is described in the paragraph 3, entitled Space and Equipment.  The space to protect the funds must include a safe or vault and cash boxes, with individual keys assigned to cashiers on an individual basis to maintain personal accountability.

7. Are there documented processes for accountability?

Answer: VA Handbook 4010 describes in great detail the many  documentation requirements of Agent Cashier transactions and daily accountability checks.  Most significant is the requirement for unannounced audits at least once every 90 days by individuals appointed by the Director.
8. Is there a control point for capturing funds spent on emergency management?

Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

9. Does the EMP have a dedicated budget?
Answer: NFPA 1600 4.1(5) under Program Administration states “The entity shall have a documented program that includes…Program budget and project schedule, including milestones.” NFPA 5.16.1-3, under Finance and Administration states “The entity shall develop financial and administrative procedures to support the program before, during, and after an emergency or a disaster. Procedures shall be created and maintained for expediting fiscal decisions in accordance with established authorization levels and fiscal policy. The procedures shall include the following: (1) Establishment and definition of responsibilities for the program finance authority, including its reporting relationships to the program coordinator; (2) Program procurement procedures; (3) Payroll; (4) Accounting systems to track and document costs; (5) Management of funding from external sources.”

Tour Observation:

1. Tour of location utilized to secure monetary funds for emergency functions
4.3 Communications

The facility demonstrates the ability to sustain communications, or provide substitute communications to maintain a safe environment and support COOP.
4.3.1 Maintenance of Voice and Data Communication through Satellite Link
Description:  To demonstrate this capability the facility will maintain a satellite link for voice and data.  This will ensure continuity of patient care data if connectivity to external data and communication networks is disrupted.

Rationale:  A modern hospital is highly dependent upon data transmission and voice communications.  Having an independent satellite link as a contingency is becoming increasingly important. 

Measurement:  
· Pre-Survey

· Tour of facility EOC

· Interview with CIO 

· Capability Demonstration 

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to address loss of normal voice and data communications through a satellite link back-up for voice and data transmission.

	Resources
	

	Supplies
	· Facility has sufficient parts and supplies to ensure the continued operation of this satellite back-up capability.

	Facilities/Equipment
	· Facility has a satellite link for voice and data, along with the sending/receiving equipment to connect to the satellite link.

	Personnel
	· The facility has qualified and trained personnel to activate and operate the satellite link.

	Process
	· The process for setting up, activating and operating the link should be clearly delineated.

· The connection of all elements of the satellite link to emergency power outlets should be demonstrated.

	Education/Training
	· Facility personnel on all shifts are trained to activate and operate the satellite link when needed. 

· Personnel are trained to maintain the equipment, identifying appropriate preventive maintenance and operating procedures.

	Exercise
	· This link is regularly tested and exercised in accordance with manufacturer’s recommendations.

	Evaluation
	· Use of the satellite link during exercises should be evaluated through the AAR process.

	Organizational Learning
	· The satellite link capability should be improved as a result of the preventive maintenance and findings from the exercise AARs.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including a satellite link for back-up voice and data.  Capability is tested quarterly.

	3
	Excellent
	Facility has a satellite link for back-up voice and data.  Capability is tested annually.

	2
	Developed
	Facility has a limited voice and data back-up plan and contingency plan for restoration of services or mobile capability brought to the facility.

	1
	Being Developed
	Facility is developing a back-up capability, but is not yet in place.

	0
	Needs Attention
	There is an absence of satellite link for voice and data back-up and no plans to develop this capability.


Questions:

1. Does the facility have a satellite link for voice and data during emergencies?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
2. What is the capacity regarding the number of IT users and data volume that can be supported via this capability?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
3. Are the satellite connectivity/communication needs prioritized according to criticality?

Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
4. How often is this capability tested? 

Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
5. Who is trained to use the satellite link?

Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
6. If not, are there any plans for acquiring this capability?

Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
Capability Observation:

Staff are capable of locating the satellite link and demonstrating the proper usage
4.3.2 Maintaining Satellite Telephone Resiliency
Description: To demonstrate this capability the facility will maintain satellite phones to provide redundancy for voice communications.  
Rationale:  Satellite phones can provide a single voice communication source should land lines or cell phones become inoperable.  

How Measured:  
· Pre-Survey

· Tour of Facility EOC

· Review of EOP
· Interview with CIO

· Capability Demonstration (see below)

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to implement a satellite phone(s) as a redundancy feature for the EOC to aid in communication.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Facility has at least one satellite phone and the phone is stored in a secure location such as the EOC or executive suite.

	Personnel
	· Facility assigns a lead individual that knows how to use and test the phone. 

· There are several people at the facility trained on how to use the phone during emergencies.  

	Process
	· There is a process for the maintenance and security of the satellite phone.

· Staff are capable of locating the satellite phone and demonstrating how to properly place a call.

	Education/Training
	· People that use the satellite phone are trained regularly.

	Exercise
	· Satellite phones are tested weekly.
· Test results are documented.

	Evaluation
	· There is an annual review of the satellite phone program.

	Organizational Learning
	· Lessons learned from use of the satellite phones such as installing a fixed antenna in the facility are incorporated into this program.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present including testing of satellite phones at least weekly.

	3
	Excellent
	Satellite phone in place and the capability is tested monthly.

	2
	Developed
	Satellite phone in place and the capability is tested quarterly.

	1
	Being Developed
	Satellite phone in place and the capability is tested less then quarterly.

	0
	Needs Attention
	No satellite phones at the facility.


Questions:

1. Does the facility have a satellite phone program?
Answer: VACO funded at least one satellite phone for most, if not all, facilities and VISN offices.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.    
2. If yes, how often is the satellite phone tested?
Answer: VA guidance recommends testing satellite phones on a regular basis.  However, no specific frequency of testing has been recommended.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
3. Has staff been trained on how to use the phone?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
4. Where is the phone located?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5. Who manages the satellite phone program?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
6. Does the facility have a fixed antenna?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.

7. What problems have you experienced when testing the satellite phone?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
Capability Observation:

Staff are capable of locating the satellite phone(s) and demonstrating how to use them
4.3.3 Interoperable Communications with External Agencies
Description:  To demonstrate this capability the facility must be able to establish interoperable communications with all emergency response entities in the community, including emergency management, public health, police, fire/rescue and EMS.
Rationale: A close working relationship with the first responder community is essential because any emergency that occurs may require assistance from any of these entities or the sharing of resources and/or coordination of response and recovery operations. 
Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of EOP

· Interviews with EPC (AEM if available), and Chief of Police
· EOC Activation

· Tabletop Exercise
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain interoperable communications with emergency management, public health and public safety (fire, police, EMS) during emergency operations where normal telephone communications may be disrupted or overwhelmed.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Facility has communications equipment that effectively interfaces with community emergency management, public health, police, fire and EMS and has a direct back-up means of communications.

	Personnel
	· Qualified and trained personnel are identified to staff the liaison position in the facility’s IMT and operate the communications equipment.

	Process
	· Facility staff have pre-identified points of contacts, and a plan for contacting the appropriate response element of the relevant agencies.

· Facility communicates components of their command structure to other healthcare agencies.  

· Facility communicates EOC staff positions and contact info with other health care agencies.
· Facility communicates patient status, including deceased with other health care agencies and third parties as the incident dictates. 

	Education/Training
	· Training on operating the communications equipment and use the protocols established for emergency communications.

· Facility personnel assigned to work with police are trained on communication equipment and protocols.

· Facility liaison personnel assigned to work with fire and EMS are trained on communication equipment and protocols.

· Facility liaison personnel assigned to work with public health are trained on communication equipment and protocols.

· Facility liaison personnel assigned to work with emergency management are trained on communication equipment and protocols.

	Exercise
	· There is at least one joint activity per year where facility demonstrates its ability to establish communications during this activity.

	Evaluation
	· The annual exercise is evaluated and lessons learned are documented.

	Organizational Learning
	· Communications equipment and protocols with the police are updated annually.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present. Communications equipment is tested at least quarterly and as part of the exercise with the community.

	3
	Excellent
	Interoperable communications with police, fire, and EMS are present. Communications equipment is tested at least annually as part of the exercise with the community.

	2
	Developed
	All of the above assessment components are present. Communications equipment is tested at least annually.

	1
	Being Developed
	Facility has interoperable communications equipment with at least two of the agencies, and capability is tested regularly. Has been tested with at least two of the agencies and capability tested regularly.

	0
	Needs Attention
	There is an absence of interoperable communications with police, fire, and EMS.


Questions:

1. Is the hospital’s incident command structure integrated into and consistent with its community’s command structure?
Answer: TJC requires the VAMC complies with EM.01.01.01 EP 7 which states, “The hospital’s incident command structure that is integrated into and consistent with it’s community’s command structure.”  

See also NFPA 1600, Annex A. Annex A.5.12.1., regarding the use of the incident management system in conjunction with local, regional operation centers.  
2. Does the Emergency Operations Plan describe how the hospital will notify external authorities that emergency response measures have been initiated?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 3 which states, “The EOP describes how the hospital will notify external authorities that emergency response measures have been initiated”.  

See also NFPA 1600, 5.10.3 under “Communication and Warning” states, “The entity shall develop and maintain the capability to alert officials and emergency response personnel.”

3. Does the Emergency Operations Plan describe how the hospital will communicate with external authorities during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 4 which states, “The EOP describes how the hospital will communicate with external authorities during an emergency”.  

See also NFPA 1600, 5.10.5 under “Communications and Warning.” states, “The entity shall determine communication needs, provide capabilities to execute plans, and review and address the interoperability of multiple responding agencies.”   
4. Describe all your radio communications capabilities.
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5. Does the Emergency Operations Plan describe how the hospital will communicate with other health care organizations in its contiguous geographic area regarding the essential elements of their respective command centers for emergency response?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 9 which states, “The EOP describes how the hospital will communicate with other health care organizations in its contiguous geographic area regarding the essential elements of their respective command centers for emergency response”.  

See also NFPA 1600, Annex A 5.12.1 regarding interoperability of EOCs.
6. Does the Emergency Operations Plan describe how the hospital will communicate with other health care organizations in its contiguous geographic area regarding the essential elements of their respective command structures, including the names and roles of individuals in their command structures and their command center telephone numbers?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 8 which states, “The EOP describes how the hospital will communicate with other health care organizations in its contiguous geographic area regarding the essential elements of their respective command structures, including the names and roles of individuals in their command structures and their command center telephone numbers”.  

See also NFPA 1600, 5.8.2.2  under “Common Plan Elements” states, “Plans shall identify functional roles and responsibilities of internal and external agencies, organizations, departments, and positions.” 5.8.2.6 states, “Plans shall identify the process for managing the communication and flow of information, both internally and externally.”
7. Does your facility’s EOP establish an incident command structure that is integrated into and consistent with its community’s command structure? 
Answer: TJC requires the VAMC complies with EM.01.01.01 EP 7 which states, “The hospital’s incident command structure is integrated into and consistent with its community’s command structure”.  

See also NFPA 1600, Annex A.5.9.2, regarding the use of the incident management system. 
8. If yes, are these objectives and strategies communicated regularly with external response partners when updated? 
Answer: TJC requires the VAMC complies with EM.01.01.01 EP 7 which states, “The hospital’s incident command structure is integrated into and consistent with its community’s command structure”.  

See also NFPA 1600, Annex A.5.9.2, regarding the use of the incident management system.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  
9. Does your facility identify an individual position within its command structure to receive information from and communicate information to external response partners?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 3 which states, “The EOP describes how the hospital will notify external authorities that emergency response measures have been initiated”.    
In addition, NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Adoption Standard” under Command and Management, Element 4: “Public Information System” states, “A hospital should identify at least one… Public Affairs Representative/spokesperson (dependent on the size of the hospital or healthcare system) that is responsible for media and public information as it pertains to an event that involves the hospital.  The designated… or Public Affairs Representative/spokesperson should establish working relationships, prior to an incident occurring, with local media outlets, emergency management, law enforcement, public health, emergency medical services, etc..”  
10. Does your facility identify the roles and integration of community law enforcement agencies (police, sheriff) and define how your facility will coordinate security activities with these agencies?
Answer: TJC requires the VAMC complies with EM.02.02.05 EP 2 which states, “The EOP describes the roles that community security agencies (for example, police, sheriff, national guard) will have in the event of an emergency” and EP 3 which states, “The EOP describes how the hospital will coordinate security activities with community security agencies (for example, police, sheriff, national guard)”.  
4.3.4   Interoperable Communications with VAMC Facilities 
Description:  To demonstrate this capability the facility ensures that communication occurs internally with staff in all departments, patients and visitors during an emergency. 
Rationale: Communication is a critical component of the facility’s ability to sustain patient care and to ensure the safety of all staff, visitors, and patients.  This should occur using a redundant set of communication tools.  

Measurement:  
· Tour of facility EOC

· Review of EOP
· Interviews with Chief of Police and PAO
· Tabletop Exercise
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain internal communications across the facility and with the facility’s IMT to maintain a safe environment, support COOP, and promote effective emergency response.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· The communication infrastructure is in place for personnel to communicate with all departments in the facility.  

· A back-up communication infrastructure/procedure are in place if the event the primary system is disrupted.
· An internal staff incident information (“staff hotline”) is activated for employees to access crucial information on the status of the incident and any related guidance.
· The infrastructure used to communicate critical information takes into consideration those with limited knowledge of electronic communication (e.g., e-mail) or those with limited access to IT equipment.

	Personnel
	· Qualified and trained personnel to operate the communication equipments

· Qualified and trained personnel to staff the IMT Communications Unit that mobilizes, distributes, activates and supports the emergency communications system

	Process
	· The process for deploying, operating and demobilizing the emergency communications equipment is delineated.

	Education/Training
	· Facility personnel are trained on all internal communication processes/procedures.
· Facility personnel are trained on the back-up communication procedures in the event the primary system is inoperable.
· Personnel using the emergency communications equipment are trained on communication protocols that stress brevity, privacy, standard and consistent terminology and limiting transmission time to the minimum necessary to accomplish the mission. 

· Communications Unit personnel are trained on mobilizing, distributing, supporting, demobilizing and returning to readiness the emergency communications systems.

	Exercise
	· There is at least one activity per year where facility demonstrates its ability to establish effective internal emergency communication. 

	Evaluation
	· The annual exercise is evaluated, and findings are documented in the AAR.

	Organizational Learning
	· Internal communications equipment and protocols are updated annually.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including at least three means of internal communications such as pagers, handheld radios, and telephones.  Communications are tested at least quarterly.

	3
	Excellent
	Facility has at least two means of internal communications such as pagers, handheld radios, and telephones.  Communications are tested at least semiannually.

	2
	Developed
	Facility has at least two means of internal communications such as pagers, handheld radios, and telephones.  Communications are tested at least annually.

	1
	Being Developed
	Facility has one means of internal communications such as pagers, handheld radios, and telephones.  Communications are tested at least annually.

	0
	Needs Attention
	There is an absence of back-up means of internal communications.


Questions:

1. Does the hospital implement the components of its Emergency Operations Plan that require advance preparation to support communications during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 17  which states, “The hospital implements the components of its EOP that require advance preparation to support communications during an emergency”.    
2. Does the facility apply common and consistent terminology as promoted in NIMS, including the establishment of plain language communication standards? 
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Communications and Information Management Standard” states, “The health care facility must apply standardized and consistent terminology as promoted in NIMS, including the establishment of plain language communication standards.”
3. Does the facility utilize systems, tools, and processes that facilitate the collection and distribution of consistent and accurate information during an incident or event?
Answer: NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Communications and Information Management Standard” states, “The health care facility must utilize systems, tools, and processes that facilitate the collection and distribution of consistent and accurate information during an incident or event.”
4.4 Healthcare Service System Resiliency
The facility initiates access to care measures as appropriate to the incident.

4.4.1 Development, Implementation, Management, and Maintenance of Community Based Outpatient Clinic EOP 

Description:  To demonstrate this capability each CBOC must have an EOP consistent with the parent facility.  
Rationale:  While major emergencies will likely require an orderly shutdown of services, there are other emergencies that will require continued operations.

Measurement:  
· Tour of CBOC (site specific)
· Interview with EPC
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates that it has the capability to manage life-safety issues while maintaining COOP or conducting an orderly shut down and evacuation during an emergency, consistent with the EOP from the parent facility.

	Resources
	

	Supplies
	· The supplies needed for response and recovery are pre-identified based on a risk assessment (through the HVA) and are properly stored at the CBOC.

· Supplies will also include those necessities for First Responder operations (e.g., food and water).

	Facilities/Equipment
	· CBOCs have an EOC commensurate with their mission during an emergency.  

	Personnel
	· Qualified and trained personnel to manage the EMP and emergency response at the CBOC level.

	Process
	· The CBOC maintains an EOP that addresses life-safety, COOP and orderly shut down/evacuation.

· CBOC staff are assigned to response and recovery activities as dictated by the response and recovery needs from the emergency.

	Education/Training
	· Staff trained to manage the CBOC EMP, including conducting an HVA, maintaining a current EOP, and overseeing exercises, evaluation, and organizational learning.

· Staff assigned to emergency response and recovery operations at the CBOC are trained with respect to their roles and responsibilities.

	Exercise
	· CBOCs conduct an annual exercise to practice response and recovery to threats they are likely to encounter based upon their HVA.

	Evaluation
	· Exercises are evaluated through the AAR process.

· CBOC EMP should be evaluated annually.

	Organizational Learning
	· Findings from AARs and the annual program review inform improvements incorporated into the CBOC’s EMP and EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability of the EOC to conduct an HVA.  Staff are trained on their role in an emergency and that role is tested in an exercise that is fully integrated with the facility.

	3
	Excellent
	Resources and training are in place at the CBOC, and the capability is tested annually.

	2
	Developed
	Resources and training are in place at the CBOC to support emergency operations.  Staff are trained on their roles, and the supplies and equipment needed to enable emergency operations are in place.

	1
	Being Developed
	Some capability elements exist to support emergency operations at the CBOC; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of emergency operations at the CBOC.


Questions:
1. Does each CBOC have an EOP?
Answer: CBOCs are considered part of the host VAMC’s operation and should have an EOP that is integrated with the VAMC.  TJC requires the VAMC complies with EM.02.01.01 EP 2 which states, “The hospital develops and maintains a written EOP that describes the response procedures to follow when emergencies occur”.
2. Does each CBOC have an EOC?
Answer: The scope of a CBOC’s response to an emergency would be significantly less than that of a VAMC; however, an EOC is still required.  NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  In accordance with NIMS guidance, “Physical size, staffing, and equipping of an EOC will depend on the size of the jurisdiction, resources available, and anticipated incident management workload. EOCs may be organized and staffed in a variety of ways. Regardless of the specific organizational structure used, EOCs should include the following core functions: coordination; communications; resource allocation and tracking; and information collection, analysis, and dissemination.”  

See also NFPA 1600, Annex A.5.12.1 which describes the development of functional and departmental EOCs that will be represented at a higher level EOC.   
3. Does each CBOC have an HVA?
Answer: TJC requires the VAMC to adhere to the EM.01.01.01 EP 2 which states, “The hospital conducts an HVA to identify potential emergencies that could affect demand for the hospital’s services or its ability to provide those services, the likelihood of those events occurring, and the consequences of those events”.
4. Is the CBOC’s EOP integrated with the facility’s EOP?
Answer: CBOCs are considered part of the host VAMC’s operation and should have an EOP that is integrated with the VAMC.  TJC requires the VAMC complies with EM.02.01.01 EP 2 which states, “The hospital develops and maintains a written EOP that describes the response procedures to follow when emergencies occur”.
5. Do the CBOCs conduct exercises?
Answer: Exercises are required based upon their business occupancy.  Planned exercise scenarios should be realistic and relate to the priority emergencies identified in the CBOC’s HVA.  
6. How often are exercises conducted?

Answer: Exercises are required based upon their business occupancy.  
7. Are the CBOC’s exercises integrated with those of the VAMC?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
4.4.2 Management of Care for Home-Based Primary Care Patients during Incidents
Description: To demonstrate this capability the facility must be able to continuously provide care to home-based patients during emergencies. 
Rationale:  Facilities must have a plan for providing continuity of care for home based primary care patients that may be at risk for disruption of services during an emergency.  Facility personnel should identify these patients before an emergency to plan for the provision of care during response and recovery phases.
Measurement:  
· Review of EOP
· Review MOUs/contracts with Key Vendors
· Interviews with Nurse Executive (and associated nursing managers)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain home care services during emergencies.

	Resources
	

	Supplies
	· A patient-based needs assessment is conducted to determine what supplies are needed to sustain home-based care should an emergency occur.  

· Supplies (e.g., oxygen, batteries for medical equipment, hand-suction devices) are provided to patients to sustain home care for at least forty eight hours.

· Fuel for vehicles is stored at the facility with other vehicle fuel.

	Facilities/Equipment
	· Any special needs equipment and the facilities essential for home care are assessed to determine how patients could continue to receive home care after an emergency occurs.

	Personnel
	· Qualified and trained facility staff to manage continuity of home-based care and home care emergency response using the EOP.

	Process
	· The EOP provides guidance for the facility staff assigned to manage coordination of care, identify home-based patients at risk during an emergency, and ensure access to needed services through temporarily bringing them to the facility or through contracted services in the community.

	Education/Training
	· Facility staff are trained in their role with respect to managing and providing home-based care during emergencies.

	Exercise
	· Staff periodically test their contingency plans for home-based care.

	Evaluation
	· Exercise AARs evaluate management of home-based services.

· The home-based care program during emergencies is evaluated annually.

	Organizational Learning
	· Results from the program evaluation and findings from AARs inform improvements that are incorporated into the facility EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the consistent ability to support home-based patients throughout the duration of the emergency. Home-based care is tested annually and the capability is integrated with the facility’s yearly exercise.

	3
	Excellent
	Resources and training are in place to support continuous home-based care in an emergency and the capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support home-based care; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of home-based services in an emergency. 


Questions:

1. Does the Emergency Operations Plan describe how the hospital will manage a potential increase demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addictions?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addiction”.
2. Does your facility’s EOP identify how to continue to provide care, treatment and services to their home-based patients after hazard impact? 
Answer: The VHA Home-Based Care is governed by VHA Handbook 1141.01, “ Home Based Primary Care Program (HBPC),” which describes the program’s patient enrollment/tracking and operational management.  Section 8, “HBPC Program Standards” includes the statements in paragraph (12)(e): “A facility HBPC patient information handbook provided to each patient upon admission to the HBPC Program. This handbook is to contain at a minimum: Procedures to follow in the event of a disaster or medical emergency.

In addition, TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addiction”.
4.4.3 Specialty Outpatient Services (e.g. dialysis, persons with Spinal Cord Injury Dependent [SCI/D] on community/outside assistance in their home, oxygen therapy patients, and dementia or other cognitive impairment) 

Description: To demonstrate this capability the facility must be able to provide care to special needs patients during an emergency. 

Rationale:  Specialty outpatient services provided in the community may disrupted in an emergency, requiring contingency plans.  Also, during an emergency CBOCs often close temporarily and outpatient visits must be cancelled.  Facilities should have a plan for rescheduling these visits and communicating these plans to its patients and staff.
Measurement:  
· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interviews with Chief of Pharmacy and Nurse Executive (and associated nursing managers)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain the special outpatient medical needs of the facility’s outpatient population during times of emergencies.

	Resources
	

	Supplies
	· A patient needs assessment is conducted to determine what supplies are needed to sustain the care of special needs patients should an emergency occur.  

· Supplies are provided to sustain home-based care for special needs patients for at least forty eight hours.

	Facilities/Equipment
	· Any special needs equipment and facilities essential for special needs patients are assessed to determine how patients could continue to receive home-based care after an emergency occurs.

	Personnel
	· Qualified and trained facility staff are identified to manage continuity of special needs care during emergencies.

	Process
	· A roster of patients that have specialized outpatient medical needs is maintained, with periodic patient special-needs assessments conducted.

· Based upon the patient needs assessment, planning is conducted according to the EOP to assure that needs are addressed with equipment/supplies to the patients, with instructions on where to obtain their essential services during emergencies, and with any necessary equipment/supply cache and response processes (such as activating priority contracts or recalling patients for direct care at the facility) to maintain patient services during emergencies.

· Facility has a plan to manage vulnerable populations including: pediatric, geriatric, disabled, and those individuals with chronic or addictive conditions.

	Education/Training
	· Facility staff are trained in their role with respect to special needs patients during emergencies.

	Exercise
	· A needs assessment is conducted to determine what supplies and services would be needed to sustain the care of special needs patients should an emergency occur.  
· facility tests to ensure it can locate and provide services to special needs patients. 

	Evaluation
	· The plan for providing services to special needs patients during emergencies is evaluated annually.

	Organizational Learning
	· Findings from the program evaluation and AARs from exercises and incidents inform improvements that are incorporated into the facility EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the consistent ability to support special needs patients throughout the duration of the emergency. Care to all special needs patients is tested annually, and the capability is integrated with the facility’s yearly exercise.

	3
	Excellent
	Resources and training are in place to support continuous care of special needs patients in an emergency, and the capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support care to special needs patients; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of continued services to special needs patients. 


Questions:

1. Do you have any processes for reaching out to community ambulatory service patients to determine their needs for pharmaceuticals during a disaster?  
Answer: Identification of special needs ambulatory care patients is the first step in determining potential pharmaceutical and supply needs during an incident.  Once the patients are identified, the facility should project their needs and develop a plan to address those requirements.  Relationships with external agencies providing care or supplies to the veterans should be used whenever possible.  TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addiction”.
2. Describe your plans for meeting those patients’ needs during an event.
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
3. Has the facility developed plans to manage vulnerable populations including: pediatric, geriatric, disabled, and those individuals with chronic or addictive conditions?
Answer: Pre-emergency planning is critical to provide necessary services, supplies, and pharmaceuticals.  TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addiction”.
4. Have you conducted a needs assessment to determine the location and condition of special needs patients in the community?
Answer: Identification of special needs ambulatory care patients is the first step in determining potential pharmaceutical and supply needs during an incident.  Once the patients are identified, the facility should project their needs and develop a plan to address those requirements.  Relationships with external agencies providing care or supplies to the veterans should be used whenever possible.  TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addiction”.
5. How do facility personnel communicate with special needs patients?
Answer: A clear communication plan should be developed and exercised as part of the EOP to adequately communicate with special needs patients to ensure their safety and that appropriate needs are provided.  TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites”.
See also NFPA 1600, 5.15.2(5), under “Crisis Information and Public Communication” which states, “The entity shall establish and maintain an emergency public information capability that includes the following:… The capability of communicating with special needs population.”

4.4.4 Provision of Ambulatory Clinical Services during Incidents
Description: To demonstrate this capability the facility must be able provide care to its ambulatory patients in need of continued services during an emergency. 

Rationale:  Some ambulatory patients continue to require care during an emergency. Some of these services may be temporarily disrupted and the facilities should have a plan for rescheduling these visits and communicating these plans to its patients and staff.  
Measurement:
· Review of EOP
· Interview with Chief of Medicine
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to maintain essential healthcare services to the ambulatory patients that require continued healthcare services during emergencies.

	Resources
	

	Supplies
	· A patient needs assessment is conducted to determine which ambulatory programs can continue during an emergency.
· A needs assessment is conducted to determine what supplies are needed to sustain the care of ambulatory patients during an emergency. 

	Facilities/Equipment
	· Any equipment and facilities essential for ambulatory patients are assessed to determine how patients can continue to receive services during an emergency.

	Personnel
	· Qualified and trained facility staff are identified to manage continuity of care during an emergency and ensure access to needed services.

	Process
	· A patient needs assessment is conducted to determine which ambulatory programs would continue during an emergency.
· A process for maintaining and dispensing essential supplies to ambulatory patients is delineated in the EOP.
· Process for protecting/sustaining essential equipment and facilities for ambulatory patients, or substituting equipment/facilities to maintain essential healthcare services is described.

	Education/Training
	· Facility staff are trained in their role with respect to maintaining continuity of ambulatory patient care during emergencies.

	Exercise
	· The care of ambulatory patients is included in facility wide and community exercises.  

	Evaluation
	· The plan for providing services to ambulatory  patients during emergencies is evaluated annually.

· The AAR process from exercises and actual incidents include assessment of ambulatory care services.

	Organizational Learning
	· Findings from the program evaluation and AARs inform improvements that are incorporated into the facility EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the consistent ability to continue care to all ambulatory service patients during an emergency. Ambulatory service care is tested annually, and the capability is integrated with the facility’s yearly exercise.

	3
	Excellent
	Resources and training are in place to support continuous care to all ambulatory service patients during an emergency and the capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support ambulatory service’s care; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of continued ambulatory services. 


Questions:

1. Have you conducted a needs assessment to determine the location and condition of special needs patients in the community?
Answer:   Identification of special needs ambulatory care patients is the first step in determining the location and condition of each special needs patient in the community.  Once the patients are identified, the facility should project their needs and develop a plan to address those requirements.  TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addictions”.  
2. Describe the processes for ensuring continuous care to ambulatory clinical patients during an emergency.  

Answer: The facility should project the needs of the special needs patients and develop a plan to address continuous care requirements.  TJC requires the VAMC complies with EM.02.02.11 EP 4 which states, “The EOP describes how the hospital will manage a potential increase in demand for clinical services for vulnerable populations served by the hospital, such as patients who are pediatric, geriatric, disabled, or have serious chronic conditions or addictions”.  
3. How do facility personnel communicate with ambulatory clinical patients?

Answer: A clear communication plan should be developed and exercised as part of the EOP to adequately communicate with special needs patients to ensure their safety and that appropriate needs are provided.  TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites”.
See also NFPA 1600, 5.15.2(5), under “Crisis Information and Public Communication” which states, “The entity shall establish and maintain an emergency public information capability that includes the following:… The capability of communicating with special needs population.”

4.5 Development, Implementation, Management, and Maintenance of a Research Program EOP 
Description:  To demonstrate this capability the facility’s research program should have an EOP that is consistent with the facility’s EMP.
Rationale:  Many VA Research Programs contain sensitive equipment, data, hazardous chemicals, and/or animals that require continuity plans should an emergency occur
Measurement:  
· Review of EOP

· Interview with Chief of Staff and/or Associate Chief of Staff for Research
· Interview with Chief of Staff

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· Research programs should have an organized EMP with consistent strategy and integration of all components.

	Resources
	

	Supplies
	· Supplies should be available to sustain critical operations including animal facilities

	Facilities/Equipment
	· There should be adequate facilities and continuity plans for mission critical systems that sustain critical labs and animal care facilities.

	Personnel
	· Staff should be assigned as a collateral duty emergency manager to ensure the continuity and resilience of critical research infrastructure.  

· Staff should be assigned and trained to ensure continuity of critical laboratories, equipment, and research data.

· Emergency management plans for Research should be integrated into the overall facility EOP.

	Process
	· Research officials should have a well developed plan that is tested periodically at least during a Tabletop exercise.

· Research should ensure their critical infrastructure is included in overall facility plans for continuity and resiliency.

	Education/Training
	· Staff is trained to understand the relationship between research plans for continuity and security and those of the facility.

	Exercise
	· Exercises are clearly tied to evaluation of specific elements of the EMP.

	Evaluation
	· The research plan is evaluated at least annually and findings are documented in reports to the EMC.

	Organizational Learning
	· Improvements to the overall EMP structure are made to the program based on both an annual review and after action review of exercises and incidents.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present.

	3
	Excellent
	Resources and training are in place and the emergency management plan is reviewed annually.  There is documented evidence that the plan includes coverage of any animal facilities with emergency power and plans for evacuation if needed.

	2
	Developed
	Resources and training are in place.  Facility meets the underlying requirement of annual review and update of the Research emergency management plan

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed, as evidenced by not planning for care and evacuation of animals, data and critical equipment.

	0
	Needs Attention
	There is an absence of capability as evidenced by lack of an EMP in Research at the facility.


Questions:

1. Describe your facility’s Research Program emergency preparedness and response plan.
Answer:  VHA Handbook 1200.6 “Control of Hazardous Agents in VA Research Laboratories” specifies in Chapter 7 that each VA facility with research laboratories must develop and implement an emergency preparedness and response plan.  This plan must be reviewed and updated annually, and must also address research laboratories at approved off-site locations, leased space or space leased to others.  The plan must be coordinated with the facility’s plan.  The plan must address all types of threats or emergencies including fires, explosions, spills, release of chemicals, biological agents, toxins or radioactive material, bomb threats, severe weather and other natural disasters.  The plan is to include personnel roles, lines of authority, training requirements and procedures for accounting for all employees.  There is a requirement under the section describing the responsibilities of the Associate Chief of Staff for Research and Development (ACOS for R&D) to complete an annual vulnerability assessment of research areas. 

There is also a requirement for a security plan that is site specific and provides graded protection commensurate with the risk, including the risk of a select agent or toxin for its intended use.  There is also a requirement for lock-down procedures.

2. How is your plan reviewed and tested?
Answer:  There is a requirement for the plan to be reviewed at least annually and revised appropriately.  Drills or exercises to test and evaluate the effectiveness of the plan are required at least annually.  

3. How do you plan for evacuations?

Answer: The VHA Handbook 1200.6 requires planning of evacuation routes and procedures, with consideration of the impact on the evacuation route of agents and materials used in VA research laboratories. VHA Handbook 1200.8 also requires developing procedures to be followed by employees who remain to operate critical plan operations before they evacuate as well as procedures to account for all employees after emergency evaluation has been completed.  

4. How is access to all VA research areas controlled and monitored?
Answer:  Handbook 1200.6 specifies that all VA research laboratory areas, including animal housing areas and storage areas, must include a state-of-the-art security system that generates permanent dated records with identification of persons entering the area and times of entry. An intrusion alarm system must be present and either connected to, or otherwise monitored by, VA Police Service. For Biosafety Level (BSL)-3 laboratories and laboratories using or storing select agents and toxins, the time persons exit must also be recorded.  BSL-3 Laboratories require their own intrusion alarms.
5. Please describe your inventory controls of all select agents, toxins, and hazardous chemicals and oversight of disposal.
Answer:  Handbook 1200.6 requires a current and complete list of all select agents, toxins and hazardous chemicals.  A hazard assessment must be conducted prior to the introduction of a new chemical or agent to determine the impact on a facility’s EMP and on safety and security.  A review by the Research Safety Officer must be documented and completed on at least a semi-annual basis. The Research Safety Officer is also in charge of overseeing the proper disposal of all hazardous chemicals.
6. Who is your Research Safety Coordinator?   Is that person also in charge of overseeing the Research EMP?  If not, who is in charge of the EMP?
Answer:  VHA Handbook 1200.8, “Safety of Personnel Engaged in Research”  specifies the requirement for a Subcommittee on Research Safety (SRS) and the appointment of a Research Safety Coordinator who is responsible for supervising and operating the Research Safety Program. This includes all the required controls over all select agents, toxins and hazardous chemicals. That person is often in charge of most, if not all, aspects of the research emergency preparedness program. There may be another person that has been assigned to oversee emergency preparedness activities.  
7. Do you have any animal care facilities?  If so, please describe the animal care facility oversight process and pertinent periodic reviews?
Answer: VHA Handbook 1200.7, VA Institutional Animal Care and Use Committees (IACUCs) Semi-Annual Review Items describes the committee oversight process.  Every VA Research Facility with Animal Care Facilities under their purview must have an IACUC.  The IACUC is required to conduct semi-annual evaluations of the animal care and research use program at the VAMC.  This is one of the primary means to ensure proper oversight of animal care and proper functioning of the facilities.  The evaluations include inspections of all VA animal facilities, laboratory and other procedure areas and rooms that hold animals more than 12 hours.  The IACUC ensures that a veterinary consult is provided prior to IACUC review of animal research protocols. All VA programs are also accredited by the Association for Assessment and Accreditation of Laboratory Animal Care, International (AAALAC). 
8. Describe the provisions for proper regulation and monitoring of temperature and humidity of the animal care areas as well as ensuring a “fail-safe” condition for the animal care rooms.
Answer:  VHA Handbook 1200.7 requires the temperature and humidity in animal rooms are monitored at all times to ensure that they stay within acceptable ranges. All HVAC reheat boxes or other systems serving one or more rooms housing animals must be designed so that they fail in the “off” or “safe” position to prevent catastrophic overheating of animals.
9. What are the plans for animal subjects should the facility have to be evacuated?
Answer:  VHA Handbook 1200.7 requires a disaster plan to be developed in order to protect animals. 

10. Is the animal care facility supported by emergency power?  If not, what are the plans to properly protect the animal care rooms from overheating?
Answer:  VHA Handbook 1200.7 recommends that there is emergency power to power HVAC equipment in the animal care facility in the event of a power outage. If there is not a provision for emergency power to the HVAC equipment, then there must be an effective plan to provide supplemental cooling or other measures to maintain temperature within proper ranges.
4.6 Maintaining Patient Mental Health and Welfare
Description:  To demonstrate this capability the facility should ensure that its patients’ physical and mental welfare needs are addressed during an emergency.    
Rationale:  To reduces stress and anxiety that could further complicate medical care the facility should address patients’ mental health and welfare needs during emergencies .  
Measurement:  
· Review of EOP

· Interviews with Nurse Executive (and associated nursing managers)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility has a plan in place for the needed mental health and welfare for patients during an emergency.

	Resources
	

	Supplies
	· The facility has an ample supply of water, soap and linens for hygiene use as well as an adequate supply of food for extended operations.

	Facilities/Equipment
	· N/A

	Personnel
	· The facility has a Mental Health Facility Disaster POC whose staff are available to provide support services to patients as needed.

	Process
	· Facility has a plan in place for the callback of additional staff to maintain an appropriate staff to patient ratio.

· Process to provide essential needs for patients (e.g., food, water, and personal hygiene services).

· Facility has a plan to communicate with patients and families.

· Facility has a plan to manage mental health needs of patients during an emergency.  

	Education/Training
	· Staff are trained on the process to call-in mental health clinicians. 

· Patients and their families are informed of mental health services available at the facility.

	Exercise
	· Resources that are available to staff are integrated into the facility’s exercise.

	Evaluation
	· The ability of the facility to meet its patients’ needs is evaluated through the exercise.

	Organizational Learning
	· Lessons learned from exercises are included in updates to the facility’s EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the identification of mental health clinicians on a callback roster. Plan is in place to monitor patients for personal needs, i.e., food, water, personal hygiene. Facility integrates patient mental health and welfare into their exercise program and reviews annually. AARs of exercises are reported back to the EMC and the EOP is updated with lessons learned. 

	3
	Excellent
	Mental health clinicians have been identified and are on a callback roster. Facility integrates patient mental health and welfare into the exercise program and it is reviewed annually.

	2
	Developed
	Facility has a plan for ensuring patient mental health and welfare.

	1
	Being Developed
	Some capability elements exist; however, there is evidence that some capabilities do not exist.

	0
	Needs Attention
	There is an absence of capability with respect to patient mental health and welfare.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will manage mental health service needs of its patients that occur during the emergency?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 6 which states, “The EOP describes how the hospital will manage the mental health service needs of its patients that occur during the emergency”.
2. Does the Emergency Operations Plan describe how the hospital will manage the personal hygiene and sanitation needs of its patients?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 5 which states, “The EOP describes how the hospital will manage the personal hygiene and sanitation needs of its patients”.
3. Does your facility have plans in place to communicate with patients and their families during emergencies, including notification when patients are relocated to alternative care sites?

Answer: TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital communicate with patients and their families, including how it will notify families when patients are located to alternative care sites”.
4. Does the Emergency Operations Plan describe how the hospital will document and track patients’ clinical information?
 Answer: TJC requires the VAMC complies with EM.02.02.11 EP 8 which states, “The EOP describes how the hospital will document and track patients’ clinical information”.
5. Is this plan a component of the exercise program and evaluated at least annually?

Answer: TJC requires the VAMC complies with EM.03.01.03 EP 12 which states, “During emergency response exercises, the hospital monitors its management of patient clinical and support care activities”. 

6. Does the facility provide mental health counseling for patients?

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 6 which states, “The EOP describes how the hospital will manage the mental health service needs of its patients that occur during the emergency”.
The 2008 VHA EMP Guidebook states that counselors should have a role in an emergency.  Specifically, “Counselors should be upgraded to a level of knowledge about the conditions of the emergency as soon as the conditions are known.  Counselors might be put into unfamiliar roles depending on the number of patients, family members and employees in need of some form of counseling to be of service to the hospital community.  Any resident clergy should also be offered training.” 

7. Are mental health clinicians integrated into the callback list?

Answer: There are no standards that specify mental health clinicians should be integrated into a callback list.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
8. Are patients aware of the processes to establish contact with mental health professionals?

Answer: A clear communication plan should be developed and exercised as part of the EOP to adequately communicate with patients to ensure their safety and needs are met.  TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites”.
See also NFPA 1600, 5.15.2(5), under “Crisis Information and Public Communication” which states, “The entity shall establish and maintain an emergency public information capability that includes the following:… The capability of communicating with special needs population.”

9. Does the facility have documented means of identifying patients who require mental health support following an emergency?
Answer: There are no standards that specify requirements for identifying patients who require mental health support following an emergency.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5 Medical Surge

Facilities have recognized the need to work as a community since many emergencies may be more then a single facility can handle.  More frequently communities are working closer together to define roles during a medical surge condition but even without a clearly defined community role, people will migrate to the nearest hospital if care is needed as a result of an emergency making it essential for facilities to have capabilities for surge.
The facility should demonstrate the ability to provide a medical surge capacity for excessive patient volume, and manage additional surge capabilities for unusual injury/illness, according to the targets projected in the facility’s EMP and EOP.
To ensure the ability to provide both surge capacity and capability to meet demand, several critical components are addressed as supporting capabilities.  These include the following:

· Processes and Procedures for Expansion of Staff for Response and Recovery Operations 
· Management of External Volunteers and Donations during Emergencies
· Management of Volunteers Deployment Support (e.g., DEMPS) during Response and Recovery Operations
· Expansion of Evaluation and Treatment Services
The following sections will describe the critical capabilities in support of these components.  The evaluation and assessment of these capabilities are best addressed through the Operations Section Chief, and through the Medical and Health Annex and related SOPs and checklists in the EOP.  

5.1 Processes and Procedures for Expansion of Staff for Response and Recovery Operations
Description:  To demonstrate this capability the facility should be able to expand  staffing capacity to care for additional patients/victims if demand exceeds current capacities or current medical capabilities.  
Rationale:  During an emergency there is a potential for a surge in patients.  This may also include patient types not normally seen by VHA staff (such as pediatrics/adolescents) or injury/illness types (such as burns, severe blunt trauma, chemical injury). 

Measurement:  
· Review of EOP

· Interviews with Nurse Executive (and associated nursing managers) and Chief of Staff
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide a medical surge capacity and surge for unusual patient or medical capabilities through enhanced staffing and optimal use of personnel services.

	Resources
	

	Supplies
	· Staff’s physical needs (food, water, shelter) are addressed throughout the duration of the emergency.

	Facilities/Equipment
	· There are designated locations for staff to rest, take breaks, and shower.

	Personnel
	· The VA has a callback list for critical patient treatment areas that allows for staffing of expanded bed capability.
· Mental health support is available to all staff if and when needed.
· Qualified and trained personnel are identified to staff relevant EOP positions that manage the activation, mobilization, provision of surge services, surge support services, demobilization and return to readiness actions.

	Process
	· The EOP provides actionable guidance for managing the medical surge activation, mobilization, provision of surge services, surge support services, demobilization and return to readiness actions.

· Processes for surge staff assignments, accountability, and staff support are delineated.

· The EOP surge maintains safety measures during surge actions (e.g., fire suppression, rapid evacuation from facilities).

	Education/Training
	· The called back staff know where to report once they arrive at the facility

· The staff understand their roles in the IMT and applicable ICS principles when the EOP is activated (e.g., reporting to supervisor, reporting problems, illness/injury, signing in and out).
· The staff understand the role of the IMT and the Incident Commander.

	Exercise
	· The callback list is tested quarterly. 
· The staff demonstrate an understanding of their role in the EOP.
· The callback staff can report to duty within twelve hours. 

	Evaluation
	· The exercise AAR specifically evaluates the staff surge process and procedures.

	Organizational Learning
	· The findings from the AARs inform improvements that are incorporated into the EOP and EMP related to the staff expansion capability.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability for called back staff to report within 12 hours.  Staff are trained on their role after being called back and understand the Incident Command structure.  Physical and mental health needs are addressed.  The ability to callback staff is tested quarterly, and the capability is integrated into the facility’s yearly exercise.

	3
	Excellent
	Resources and training are in place to support the called back staff, and the capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets the underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support staff expansion; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of medical surge capability.


Questions:
1. Describe the facility’s plan for the expansion of staff during an emergency.
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy. 

2. Describe how you communicate staffing needs to personnel.  (e.g., notification, callback system).

Answer: TJC requires the VAMC complies with EM.02.02.01 EP 2 which states, “The EOP describes how the hospital will communicate information and instructions to its staff and licensed independent practitioners during an emergency”.  

See also NFPA 1600, 5.10.5 under “Communication and Warning” states “The entity shall determine communication needs, provide capabilities to execute plans, and review and address the interoperability of multiple responding organizations.”

5.2 Management of External Volunteers and Donations during Emergencies 
Description:  To demonstrate this capability the facility should be able to manage a potential surge of volunteers and/or donations of emergency supplies.  

Rationale:  The facility needs a plan for managing the potential influx of volunteers so their well-intentioned efforts are optimally used during an emergency event. 
Measurement:  
· Review of General Manpower Pool

· Review of EOP

· Interviews with EPC (AEM if available)
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to manage the convergence of volunteers and donations by having established processes for the managing donated goods and for managing volunteers.

	Resources
	

	Supplies
	· Supplies for conducting inventory and organizing donations are identified or cached.
· Supplies for processing and managing volunteers are established.

	Facilities/Equipment
	· Sorting and storage facilities for donations
· Equipment for moving and organizing donations are identified.

· Collection and processing facilities for volunteers that is outside the secure perimeter allowing wider access into the facilities.

· A location for housing and staging accepted volunteers is developed.  

	Personnel
	· Qualified and trained facility staff are identified to manage and process the influx of volunteers to ensure they are utilized in an effective manner.

· Qualified and trained staff are identified to manage the donation acceptance and storage/dispensing process.

	Process
	· A process and procedures for accepting donated supplies is delineated, with procedures for storing and inventorying these supplies/equipment.

· The facility communicates with licensed independent practitioners their roles and responsibilities once emergency measures are initiated.  

· There is a process for communicating with volunteer agencies including those involving clinicians (e.g., licensed independent practitioners) and communicating their roles/responsibilities once emergency measures are initiated.

	Education/Training
	· Facility staff are trained with respect to their role in managing volunteers and donations.

	Exercise
	· Practice on handling the influx of volunteers is included as part of facility exercises conducted on a regular basis.

	Evaluation
	· Management of the volunteer program is evaluated as part of the exercise AAR process.

	Organizational Learning
	· Findings from program evaluations and AARs inform improvements that are incorporated into the facility volunteer and donation management capability.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to monitor and manage volunteers and materiel donations.  Designated individuals manage the influx of individuals and supplies, and the resources are allocated appropriately.  This component is integrated into the facility’s yearly exercise.

	3
	Excellent
	Resources and training are in place and the capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of volunteer and supply donation management capability.


Questions:

1. Does the hospital communicate in writing with each of its licensed independent practitioners regarding his or her role(s) in emergency response and to whom he or she reports during an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.07 EP 8 which states, “The hospital communicates in writing with each if its licensed independent practitioners regarding his or her role(s) in emergency response and to whom he or she reports during an emergency.”
2. Does the hospital grant disaster privileges to volunteer licensed independent practitioners only when the Emergency Operations Plan has been activated in response to a disaster and the hospital is unable to meet immediate patient needs?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 1 which states, “The hospital grants disaster privileges to volunteer licensed independent practitioners only when the EOP has been activated in response to a disaster and the hospital is unable to meet immediate patient needs.”
3. Does the medical staff identify, in its bylaws, those individuals responsible for granting disaster privileges to volunteer licensed independent practitioners?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 2 which states, “The medical staff identifies, in its bylaws, those individuals responsible for granting disaster privileges to volunteer licensed independent practitioners.”
4. Does the hospital determine how it will distinguish volunteer licensed independent practitioners from other licensed independent practitioners?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 3 which states, “The hospital determines how it will distinguish volunteer licensed independent practitioners from other licensed independent practitioners.”
5. Does the medical staff describe, in writing, how it will oversee the performance of volunteer licensed independent practitioners who are granted disaster privileges (for example, by direct observation, mentoring, or medical record review)?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 4 which states, “The medical staff describes, in writing, how it will oversee the performance of volunteer licensed independent practitioners who are granted disaster privileges (for example, by direct observation, mentoring, or medical record review).”
6. Before a volunteer practitioner is considered eligible to function as a volunteer licensed independent practitioner, does the facility obtain his or her valid government-issued photo identification (for example, a driver’s license or passport) and at least one of the following:


• A current picture identification card from a health care 



organization that clearly identifies professional designation



• A current license to practice



• Primary source verification of licensure



• Identification indicating that the individual is a member of a 



Disaster Medical Assistance Team (DMAT), the Medical Reserve 


Corps (MRC), the Emergency System for Advance Registration of 


Volunteer Health Professionals (EASR-VHP), or other recognized 


state or federal response organization or group



• Identification indicating that the individual has been granted 


authority by a government entity to provide patient care, treatment, 


or services in disaster circumstances



• Confirmation by a licensed independent practitioner currently 


privileged by the facility or by a staff member with personal 



knowledge of the volunteer practitioner’s ability to act as a licensed 


independent practitioner during a 
disaster
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 5 which states, “Before a volunteer practitioner is considered eligible to function as a volunteer licensed independent practitioner, the hospital obtains his or her valid government-issued photo identification (for example, a driver’s license or passport) and at least one of the following:


• A current picture identification card from a health care 



organization that clearly identifies professional designation



• A current license to practice



• Primary source verification of licensure



• Identification indicating that the individual is a member of a 



Disaster Medical Assistance Team (DMAT), the Medical Reserve 


Corps (MRC), the Emergency System for Advance Registration of 


Volunteer Health Professionals (EASR-VHP), or other recognized 


state or federal response organization or group



• Identification indicating that the individual has been granted 


authority by a government entity to provide patient care, treatment, 


or services in disaster circumstances



• Confirmation by a licensed independent practitioner currently 


privileged by the facility or by a staff member with personal 



knowledge of the volunteer practitioner’s ability to act as a licensed 


independent practitioner during a 
disaster
7. Does the medical staff oversee the performance of each volunteer licensed independent practitioner during a disaster?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 6 which states, “During a disaster, the medical staff oversees the performance of each volunteer licensed independent practitioner.”
8. Based on its oversight of each volunteer licensed independent practitioner, does the facility determine within 72 hours of the practitioner’s arrival if granted disaster privileges should continue?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 7 which states, “Based on its oversight of each volunteer licensed independent practitioner, the hospital determines within 72 hours of the practitioner’s arrival if granted disaster privileges should continue.”
9. Does primary source verification of licensure occur as soon as the immediate emergency situation is under control or within 72 hours from the time the volunteer licensed independent practitioner presents him- or herself to the facility, whichever comes first? If primary source verification of a volunteer licensed independent practitioner’s licensure cannot be completed within 72 hours of the practitioner’s arrival due to extraordinary circumstances, does the facility documents all of the following:


• Reason(s) it could not be performed within 72 hours of the 



practitioner’s arrival



• Evidence of the licensed independent practitioner’s demonstrated 


ability to continue to provide adequate care, treatment, and 



services



• Evidence of the hospital’s attempt to perform primary source 


verification as soon as possible

Answer: TJC requires the VAMC complies with EM.02.02.13 EP 8 which states, “Primary source verification of licensure occurs as soon as the immediate emergency situation is under control or within 72 hours from the time the volunteer licensed independent practitioner presents him- or herself to the hospital, whichever comes first. If primary source verification of a volunteer licensed independent practitioner’s licensure cannot be completed within 72 hours of the practitioner’s arrival due to extraordinary circumstances, the hospital documents all of the following:

• Reason(s) it could not be performed within 72 hours of the 


practitioner’s arrival


• Evidence of the licensed independent practitioner’s demonstrated 

ability to continue to provide adequate care, treatment, and 


services


• Evidence of the hospital’s attempt to perform primary source 

verification as soon as possible.”
10. If, due to extraordinary circumstances, primary source verification of licensure of the volunteer licensed independent practitioner cannot be completed within 72 hours of the practitioner’s arrival, is it performed as soon as possible?
Answer: TJC requires the VAMC complies with EM.02.02.13 EP 9 which states, “If, due to extraordinary circumstances, primary source verification of licensure of the volunteer licensed independent practitioner cannot be completed within 72 hours of the practitioner’s arrival, it is performed as soon as possible.”
11. Does the hospital assign disaster responsibilities to volunteer practitioners who are not independent practitioners only when the Emergency Operations Plan has been activated in response to a disaster and the hospital is unable to meet immediate patients needs?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 1 which states, “The hospital assigns disaster responsibilities to volunteer practitioners who are not independent practitioners only when the EOP has been activated in response to a disaster and the hospital is unable to meet immediate patients needs.”
12. Does the hospital identify, in writing, those individuals responsible for assigning disaster responsibilities to volunteer practitioners who are not licensed independent practitioners?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 2 which states, “The hospital identifies, in writing, those individuals responsible for assigning disaster responsibilities to volunteer practitioners who are not licensed independent practitioners.”
13. Does the hospital determine how it will distinguish volunteer practitioners who are not licensed independent practitioners from its staff?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 3 which states, “The hospital determines how it will distinguish volunteer practitioners who are not licensed independent practitioners from its staff.”
14. Does the hospital describe, in writing, how it will oversee the performance of volunteer practitioners who are not licensed independent practitioners who are assigned disaster responsibilities (for example, by direct observation, mentoring, or medical record review)?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 4 which states, “The hospital describes, in writing, how it will oversee the performance of volunteer practitioners who are not licensed independent practitioners who are assigned disaster responsibilities (for example, by direct observation, mentoring, or medical record review).”
15. Before a volunteer practitioner who is not a licensed independent practitioner is considered eligible to function as a practitioner, does the hospital obtain his or her valid government-issued photo identification (for example, a driver’s license or passport) and one of the following:


• A current picture identification card from a health care 



organization that clearly identifies professional designation



• A current license, certification, or registration



• Primary source verification of licensure, certification, or 



registration (if required by law or regulation in order to practice)



• Identification indicating that the individual is a member of a 



Disaster Medical Assistance Team (DMAT), the Medical Reserve 


Corps (MRC), the Emergency System for Advance Registration of 


Volunteer Health Professionals (EASR-VHP), or other recognized 


state or federal response organization or group



• Identification indicating that the individual has been granted 


authority by a government entity to provide patient care, treatment, 


or services in disaster circumstances



• Confirmation by hospital staff with personal knowledge of the 


volunteer practitioner’s ability to act as a qualified practitioner 


during a disaster

Answer: TJC requires the VAMC complies with EM.02.02.15 EP 5 which states, “Before a volunteer practitioner who is not a licensed independent practitioner is considered eligible to function as a practitioner, the hospital obtains his or her valid government-issued photo identification (for example, a driver’s license or passport) and one of the following:


• A current picture identification card from a health care 



organization that clearly identifies professional designation



• A current license, certification, or registration



• Primary source verification of licensure, certification, or 



registration (if required by law or regulation in order to practice)



• Identification indicating that the individual is a member of a 



Disaster Medical Assistance Team (DMAT), the Medical Reserve 


Corps (MRC), the Emergency System for Advance Registration of 


Volunteer Health Professionals (EASR-VHP), or other recognized 


state or federal response organization or group



• Identification indicating that the individual has been granted 


authority by a government entity to provide patient care, treatment, 


or services in disaster circumstances



• Confirmation by hospital staff with personal knowledge of the 


volunteer practitioner’s ability to act as a qualified practitioner 


during a disaster

16. During a disaster, does the hospital oversee the performance of each volunteer practitioner who is not a licensed independent practitioner?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 6 which states, “During a disaster, the hospital oversees the performance of each volunteer practitioner who is not a licensed independent practitioner”.
17. Based on its oversight of each volunteer practitioner who is not a licensed independent practitioner, does the hospital determine within 72 hours after the practitioner’s arrival whether assigned disaster responsibilities should continue?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 7 which states, “Based on its oversight of each volunteer practitioner who is not a licensed independent practitioner, the hospital determines within 72 hours after the practitioner’s arrival whether assigned disaster responsibilities should continue”.

18. Does primary source verification of licensure, certification, or registration (if required by law and regulation in order to practice) of volunteer practitioners who are not licensed independent practitioners occur as soon as the immediate emergency situation is under control or within 72 hours from the time the volunteer practitioner presents him- or herself to the hospital, whichever comes first?  If primary source verification of licensure, certification, or registration (if required by law and regulation in order to practice) for a volunteer practitioner who is not a licensed independent practitioner cannot be completed within 72 hours due to extraordinary circumstances, does the hospital document all of the following:


• Reason(s) it could not be performed within 72 hours of the 



practitioner’s arrival



• Evidence of the volunteer practitioner’s demonstrated ability to 


continue to provide adequate care, treatment, or services



• Evidence of the hospital’s attempt to perform primary source 


verification as soon as possible

Answer: TJC requires the VAMC complies with EM.02.02.15 EP 8 which states, “Primary source verification of licensure, certification, or registration (if required by law and regulation in order to practice) of volunteer practitioners who are not licensed independent practitioners occurs as soon as the immediate emergency situation is under control or within 72 hours from the time the volunteer practitioner presents him- or herself to the hospital, whichever comes first.  If primary source verification of licensure, certification, or registration (if required by law and regulation in order to practice) for a volunteer practitioner who is not a licensed independent practitioner cannot be completed within 72 hours due to extraordinary circumstances, the hospital document all of the following:


• Reason(s) it could not be performed within 72 hours of the 



practitioner’s arrival



• Evidence of the volunteer practitioner’s demonstrated ability to 


continue to provide adequate care, treatment, or services



• Evidence of the hospital’s attempt to perform primary source 


verification as soon as possible

19. If, due to extraordinary circumstances, primary source verification of licensure of the volunteer practitioner cannot be completed within 72 hours of the practitioner’s arrival, is it performed as soon as possible?
Answer: TJC requires the VAMC complies with EM.02.02.15 EP 9 which states, “If, due to extraordinary circumstances, primary source verification of licensure of the volunteer practitioner cannot be completed within 72 hours of the practitioner’s arrival, it is performed as soon as possible”.
20. If a licensed physician volunteers to serve Veteran patients during an emergency, what is the process to credential and privilege that individual.
Answer:  VHA Handbook 100.19, “Credentialing and Privileging” describes the process to “emergency” credential and privilege a physician.  It states, When there is an emergent or urgent patient care need, a temporary appointment may be made, in accordance with VA Handbook 5005, Part II, by the facility Director prior to receipt of references or verification of other information and action by a Professional Standards Board.  Minimum required evidence includes: (a) Verification of at least one, active, current, unrestricted license with no previous or pending actions. 

The Privileging process is as follows, per Handbook 1100.19  “Disaster Privileges”: Disaster privileges may be granted when the facility has chosen to incorporate a process for granting disaster privileges into the credentialing and privileging process and emergency management plan, the emergency management plan has been activated, and the facility is unable to handle the immediate patient needs. At a minimum, the process for granting disaster privileges must include:

a. Identification of the individual(s) responsible for granting disaster privileges.
b. A description of the responsibilities of the individual(s) responsible for granting disaster privileges.

c. A description of the mechanism to manage the activities of the health care professionals who are granted disaster privileges, as well as a mechanism to readily identify these individuals.

d. A description of the verification process at the time disaster privileges are granted.

21. Does the facility have a plan for engaging non-clinical volunteers during emergencies?
Answer: VHA Handbook 1620.1, Department of Veterans Affairs Voluntary Service (VAVS) Procedures governs of enrolling and overseeing VA volunteers. Volunteers are organized into one of two groups, Regular or Occasional Volunteers. Emergency Volunteers could fall in either category, although the quickest enrollment process is for Occasional Volunteers. 

Regularly Scheduled (RS) Volunteers: RS volunteers are individuals who participate in the VAVS Program on a regularly scheduled assignment under VA supervision. Frequency of participation is determined locally. Individuals are officially authorized to serve on a without compensation (WOC) basis as RS volunteers when the individual has: (1) Signed the “Waiver of Claims to Remuneration and Appointment Agreement,” as contained in VA Form 10-7055, RS Volunteer Application; (2) Been approved for assignment by the Voluntary Service Program Manager, or designee; (3) Participated in required interviews and orientations prescribed by the VA facility; and (4) Completed a trial period as established by the VA facility.
Occasional Volunteers: Occasional volunteers are those individuals serving under the VAVS Program who do not meet the requirements of RS volunteers. They must sign a “Waiver of Claims to Remuneration and Appointment Agreement,” as required by VA Handbook 5005,

Staffing, Part II, Chapter 2, Section A, Paragraph 4c. This waiver may be incorporated on VA Form 10-5392, Occasional Volunteer Time Sheet. Other than copies of these signed time sheets no individual records will be maintained on occasional volunteers. 

NFPA 1600, 5.6.6, states, “Donations of goods, services, personnel, and facilities, solicited and unsolicited, and the management thereof, shall be addressed.”  
22. Does the facility have a plan for engaging clinical volunteers during emergencies?
Answer: “Volunteer Assistance by Physicians, Dentists, Nurses, and Other Professionally Licensed Persons”. Volunteer assistance by physicians, dentists, nurses, and other professionally licensed persons to assume full responsibility for professional services in their respective fields

may be accepted under certain circumstances. All such volunteer assignments must first be approved in advance by the facility Chief of Staff, or designee, who must ensure that any resulting volunteer appointment is first processed through all applicable credentialing and privileging procedures as described in VHA Handbook 1100.19. Any volunteer serving in this capacity must have appropriate training, work under the supervision of a VA compensated clinical staff member, and meet the other criteria for acceptance as a volunteer in the VAVS Program. Limited health care procedures, not requiring certification, can be approved as volunteer assignments by the clinical service involved. Any volunteer serving in this capacity must have appropriate training, work under the supervision of a VA compensated clinical staff member, and meet the other criteria for acceptance as a volunteer in the VAVS Program. The assignment must be in the area of supplementary assistance, and may be performed by either a lay or professionally-licensed person working as a volunteer.

See also NFPA 1600, 5.6.6, states, “Donations of goods, services, personnel, and facilities, solicited and unsolicited, and the management thereof, shall be addressed.”  

23. Does the facility have a plan for managing and distributing donations? 
Answer: Per Handbook 1620.1, The Voluntary Service Program Manager at each facility has the authority to accept gifts and donations for the benefit of that facility and its patients, except for gifts for research and education purposes (see VHA Directive. 4721). The Voluntary Service Program Manager is required to acknowledge all gifts and donations accepted in Voluntary Service, within 30 days of receipt  Monetary gifts are immediately deposited into the appropriate General Post Funds account through the facility Fiscal Service upon the next business day.
See also NFPA 1600, 5.6.6, which states, “Donations of goods, services, personnel, and facilities, solicited and unsolicited, and the management thereof, shall be addressed.”  
5.3 Management of Volunteers Deployment Support (e.g., DEMPS) during Response and Recovery Operations
Description:  To demonstrate this capability the facility should  be able to manage all facets of The Disaster Emergency Medical Personnel System (DEMPS).   

Rationale:  DEMPS is a system for overseeing the recruitment, enrollment, preparation and deployment of facility employee volunteers.  As a VHA asset these volunteer employees are deployed within the VA as needed to support emergency response.
Measurement:  
· Review of EOP

· Interview with DEMPS Coordinator

· Scenario-based discussion

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The DEMPS is a database developed to collect specific information on VHA medical personnel who have volunteered and been approved by their Facility Director to be deployed in the event of a disaster. This includes the ability of the facility to manage the DEMPS Program.  

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· Facility has sufficient equipment to access DEMPS nationally to update the database and change the status of volunteers in the system.

	Personnel
	· The facility has a trained DEMPS coordinator.
· There is evidence of senior leadership support.
· The DEMPS coordinator has a working relationship with the national DEMPS Program manager in the Emergency Management Strategic Healthcare Group (EMSHG), and they work together to keep the database up to date.

	Process
	· The program has a number of volunteers pre-identified. 

· The program has a means for updating the database quarterly.

	Education/Training
	· Staff assigned to manage the DEMPS database understand their roles and responsibilities.

	Exercise
	· The DEMPS coordination processes are exercised at least once a year.

	Evaluation
	· The facility performs after action reporting following each exercise.

	Organizational Learning
	· The lessons learned from the AARs inform improvements in deployment support.


Measurement Factors
	4
	Exemplary
	All of the program elements are in place, including DEMPS being fully operational at the facility and a trained coordinator assigned.  The program has a number of volunteers pre-identified and a means for updating the database at least quarterly. The program is supported by senior management, and employees are encouraged to enroll. The DEMPS Coordinator has a working relationship with the national DEMPS Program Manager in EMSHG, and they work together to keep the database up to date.

	3
	Excellent
	DEMPS is fully operational at the facility and a trained coordinator is assigned.  The program has a number of volunteers pre-identified and a means for updating the database. The program is supported by senior management, and employees are encouraged to enroll.

	2
	Developed
	DEMPS is fully operational at the facility and a trained coordinator is assigned.  The program has a number of volunteers pre-identified and a means for updating the database.

	1
	Being Developed
	DEMPS Program is partially functional, but it has not identified all of the components.  There are volunteers in the database but no regular means for updating it.

	0
	Needs Attention
	The DEMPS Program is not functioning at the facility.


Questions:

1. Describe your role as the DEMPS Coordinator?
Answer: VHA Handbook 0320.03 , “DEMPS and Database” outlines, “The facility DEMPS Coordinator is responsible for:

a. Providing quarterly program reports to the Facility Director and VISN DEMPS POC.

b. Participation in DEMPS training, updates, meetings and conference calls conducted by VHACO, EMSHG, and the VISNs, as applicable.

c. Organizing local program support for volunteers (educational materials, deployment, and travel readiness).

d. Providing information about DEMPS at various medical facility programs, such as new employee orientation, staff meetings, health fairs, and the Director's Town Meetings.

e. Coordinating education opportunities to promote DEMPS within the facility.

f. Quarterly review (April 1, July 1, October 1, and January 1) to ensure that volunteer data is current.

g. Conducting an annual review to ensure that the local DEMPS Program plan is current”
2. Describe your facility’s participation within the DEMPS Program. 
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
3. Does your facility DEMPS Coordinator provide training for staff that have volunteered for the DEMPS Program?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
4. Does your facility have a DEMPS Pre-deployment Program with the Occupational Health program to ensure volunteers are evaluated and protected before they are deployed away from your facility?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5. Does your facility contact volunteers, at least annually, to ensure they wish to remain volunteers and to update information?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
6. Are the EMSHG Area Emergency Managers (AEMs) available to ensure that data entry is accomplished in accordance with DEMPS database instructions?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
7. Has your facility deployed personnel in response to emergencies? 
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5.4 Expansion of Evaluation and Treatment Services

The facility demonstrates the ability to manage the mobilization and operation of a wide range of activities and resources necessary to meet the projected medical surge capacity and specialized treatment capabilities in a mass casualty incident.
5.4.1 Development, Implementation, Management, and Maintenance of the VA All-Hazards Emergency Cache 

Description:  To demonstrate this capability the facility has the ability to access, store, distribute, and manage the VA All-Hazards Emergency Caches.
Rationale:  VA All-Hazards Emergency Caches allow the VA to maintain its health delivery capability in the event of a natural disaster or terrorist attack. The VA All-Hazards Emergency Caches are kept available to treat veterans, staff, and visitors.  
Measurement:
· Pre-Survey

· Tour of VA All-Hazard Emergency Cache Storage Areas 

· Review of EOP
· Interviews with Chief of Pharmacy and Chief of Medicine
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability for the facility to implement the VA All-Hazards Emergency Cache program including provisions for security, storage, access, distribution of pharmaceuticals, medical supplies, and management of the program.

	Resources
	

	Supplies
	· The facility has a VA All-Hazards Emergency Cache that includes prophylactic and treatment pharmaceuticals, and medical supplies.

	Facilities/Equipment
	· There is ample storage for all components of the VA All-Hazards Emergency Cache.
· The VA All-Hazards Emergency Cache is stored in a secured location.

	Personnel
	· Individuals are assigned to manage the VA All-Hazards Emergency Cache (e.g., store, mobilize, and distribute).

	Process
	· Process to notify the EPS and EMSHG if the VA All-Hazards Emergency Cache is activated

· Process for storage, inventory tracking system, and security of the VA All-Hazards Emergency Cache are implemented

· All products in the VA All-Hazards Emergency Cache are tracked with guidance from the EPS along with replacement of products.

· The stock is rotated in accordance with the Food and Drug Administration (FDA)/DOD Shelf Life Extension Program (SLEP).

· Authority delineates the activation of the VA All-Hazards Emergency Cache to include provisions for access to cache, security measures of cache, dispersal of pharmaceuticals to Veterans, and staff
· Process for monitoring and documenting dispersal of pharmaceuticals to include medical monitoring

· Process for communication with state/federal entities during mass prophylaxis 

· Process for restocking of the VA All-Hazards Emergency Cache upon demobilization and Return to Readiness

	Education/Training
	· Staff are trained on storage procedures.
· Staff are trained on mobilization procedures.
· Staff are trained on distribution procedures.

	Exercise
	· The distribution processes are tested annually.
· The exercises are integrated with system or community-wide exercises.

	Evaluation
	· The facility performs after action reporting following each exercise.

	Organizational Learning
	· The lessons learned from the AARs inform improvements in the VA All-Hazards Emergency Cache management.


Measurement Factors
	4
	Exemplary
	All of the above components are present, and the VA All-Hazards Emergency Cache is accessible.  The stock is rotated to prevent shelf-life expiration in accordance with the FDA/DOD SLEP.  It is tested at least once a year.  The cache is stored and secured consistent with VHA policy.  Appointment of a Liaison with the PBM.

	3
	Excellent
	The VA All-Hazards Emergency Cache is accessible.  The stock is rotated to prevent shelf-life expiration in accordance with the FDA/DOD SLEP.  The cache is stored and secured.  Mobilization procedures are exercised annually.  

	2
	Developed
	The VA All-Hazards Emergency Cache is accessible.  The stock is rotated to prevent shelf-life expiration in accordance with the FDA/DOD SLEP and the cache is secured.

	1
	Being Developed
	The VA All-Hazards Emergency Cache is accessible.  

	0
	Needs Attention
	The infrastructure and processes necessary to manage the VA All-Hazards Emergency Cache are not developed.


Questions:

1. Does the facility have plans in place to replenish non-medical supplies? 
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 3 which states, “The EOP describes how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency.”
2. Does the Emergency Operations Plan describe how the hospital will obtain and replenish medications and related supplies that will be required throughout the response and recovery phases of an emergency, including access to and distribution of caches that may be stockpiled by the hospital, its affiliates, or local, state, or federal sources?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 1 which states, “The EOP describes how the hospital will obtain and replenish medications and related supplies that will be required throughout the response and recovery phases of an emergency, including access to and distribution of caches that may be stockpiled by the hospital, its affiliates, or local, state, or federal sources.”
3. Describe your facility’s policy regarding the activation and utilization of the cache. 
Answer: VHA Directive 2008-001, All-Hazards Emergency Caches, 4f(2) “The Facility Director is responsible for:… activating the cache when a local, regional, or national emergency warrants its use.  When a cache is activated, the VA treatment facility Director immediately notifies the EPS of PBM and the EMSHG using the contact systems according to current VHA policy.” 
4. Are your facility's cache narcotics integrated into your facility's monthly narcotic inspection process?  
Answer:  VHA Directive 2008-001, All-Hazards Emergency Caches, 4f(9) states the facility Director is responsible for “…ensuring all cache controlled substances are subject to the unannounced monthly narcotic inspection process.”
5. Does all affected staff at your facility receive training in cache requirements including VHA Directive 2008-001 and VHA Directive 2004-046?  
Answer: VHA Directive 2008-001, All-Hazards Emergency Caches, 4f(11), requires, “Providing all necessary training for emergency personnel, as appropriate, on use of medical supplies and equipment contained in the cache.” 

VHA Directive 2008-001, All-Hazards Emergency Caches, 4f(11), requires, “Simulation of emergency activation and deployment of the cache at least annually. Examples include: annual emergency preparedness drills, Tabletop reviews, or other exercises that will assist facilities in ensuring that issues such as cache storage, security, movement, location, training, and operability are considered.” 

6. Describe how the cache mobilization and distribution process is integrated into the facility’s exercise program.

Answer: VHA Directive 2008-001, All-Hazards Emergency Caches, 4f(11), requires, “Simulation of emergency activation and deployment of the cache at least annually. Examples include: annual emergency preparedness drills, Tabletop reviews, or other exercises that will assist facilities in ensuring that issues such as cache storage, security, movement, location, training, and operability are considered.” 

7. Does your facility rotate the stock in the pharmaceutical cache to ensure its contents are current?

Answer: VHA Directive 2008-001, All-Hazards Emergency Caches, 4g(1)(2)(3)(4), states, “The facility Chief of Pharmacy, or Pharmacy Manager, is responsible for: Ensuring all inspections and inventories are completed and documented in accordance with criteria established by PBM.  Cache product rotation and inventory system entries are completed in a timely manner and as required by PBM.  Making available for facility use any item rotated out of the cache in the PBM-managed rotation schedule. Processing expired items through the contracted reverse distributor with all credits being applied to the facility accounting using the Prime Vendor Program.”
8. Describe the security measures in place to protect your cache.
Answer: VHA Directive 2008-001, All-Hazards Emergency Caches, Attachment B, “Physical Security Requirements for Warehouse and Hospital All-Hazards Emergency Cache Store Rooms,” requires security measures to include:  windows, building walls, doors and door locks, additional access means, motion intrusion detectors, temperature, bulk drug storage safes and vaults, special key control, electronic access control security system and warehouse cage area.
9. Does the facility have a medical device cache?

Answer: There are no standards that specify medical device cache requirements.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
10. Does the facility have a policy regarding the activation and utilization of the medical device cache?   
Answer: There are no standards that specify the activation and utilization of the medical device cache.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
11. Is the medical device cache stored in a secured environment?
Answer: There are no standards that specify storing a medical device cache in a secured environment.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
12. Does your facility have a written emergency plan that covers the activation of the cache?  
Answer: There are no standards that specify a written emergency plan covering the activation of the medical device cache.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
13. Does all affected staff at your facility receive training in medical device cache requirements?  
Answer: There are no standards that specify the facility receive training in the medical device cache.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
14. How often is the medical device cache mobilization and distribution process exercised?
Answer: There are no standards that specify exercising the distribution process of the medical device cache.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
15. How is the medical device cache integrated into the facility’s exercise program?
Answer: There are no standards that specify the facility integrate the medical device cache in an exercise program.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
16. Are the medical devices in the cache included in a preventive maintenance program?

Answer: There are no standards that specify the medical devices in the cache are included in a preventive maintenance program.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for processes and policy.  
5.4.2 Designated Capability for Expanded Patient Triage, Evaluation and Treatment during Surge

Description:  To demonstrate this capability the facility should be able to designate and manage areas (beyond the facility’s emergency department) for patient scheduling, triage, assessment, treatment, admission, transfer, discharge, and evacuation. 
Rationale:  Establishing additional areas for triage, evaluation, and treatment during a mass casualty event can help offset workload in the facility’s ED and can vastly help throughput of the medical facility.
Measurement:  
· Pre-Survey

· ED (Tour designated area)

· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interviews with ED Director, Chief of Medicine, and Chief of Staff
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide adequate expansion of patient triage, evaluation and treatment for the projected number of patients and types of medical/psychological problems.

	Resources
	

	Supplies
	· The facility has supplies designated for and housed in triage, evaluation, and treatment areas.
· Facilities and equipment needed for emergency response and recovery activities are identified and properly stored by the Operating Units at the facility.

· PPE is available to all personnel and visitors within the isolation areas.

	Facilities/Equipment
	· Facility has designated areas for expansion of triage, evaluation, and treatment (emergency services, operating suite, critical care areas and others) during a mass casualty event.  

· Visitors understand where to go for information on patients housed in additional triage, evaluation, and treatment areas.
· The facility ensures adequate security for additional triage, evaluation, and treatment areas.
· When necessary, there is appropriate infrastructure to support teletriage and telemedicine capabilities.

	Personnel
	· Qualified and trained personnel to manage the triage, evaluation and treatment areas using the guidance provided in the EOP

· Qualified and trained personnel to staff and operate or support healthcare services in the surge areas.

	Process
	· The processes for scheduling, triaging, assessing, treating, admitting, transferring, discharging, and evacuating the projected number and casualty types are delineated including expansion of services in the usual patient care areas and extension into surge areas.

· A process is delineated for ensuring adequate clinical and non-clinical staffing of triage, evaluation, and treatment areas.

· A process is delineated for supervising and directing staff, including volunteers, in their activities under surge procedures.

· Personnel can provide the initial and stabilizing treatment for victims with blunt trauma, blast/shrapnel injuries, thermal and chemical burns, and radiation exposure.

	Education/Training
	· Staff are trained and can demonstrate the ability to provide services under the medical surge protocols/procedures in regular and designated surge areas of the facility. 
· Personnel are trained and can demonstrate the ability to categorize and triage patients consistent with the protocols used by other local healthcare facilities and EMS.
· Relevant clinical personnel are trained and can recognize signs and symptoms of possible CDC Category A biological agents (e.g., Anthrax, Smallpox, Botulism, Tularemia, Plague, and Ebola).  

· Personnel are trained and can demonstrate knowledge of secondary hazards of chemical, biological, radiological, nuclear materials.
· Personnel are trained in and can demonstrate knowledge of antidotes, differential diagnosis, signs and symptoms, treatment protocols, and initial treatments for chemical, biological, and radiological incidents.

	Exercise
	· Processes associated with designating and operating additional triage, evaluation, and treatment areas are exercised periodically.

· The exercises are integrated with system or community-wide exercises.

	Evaluation
	· The AAR process assesses medical surge performance

	Organizational Learning
	· The findings from the AAR informs improvements that are incorporated into the EOP and other EMP activities (e.g., training, resource management).


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to care for victims of a number of scenarios.  Personnel understand their role in the designated areas and are trained to recognize various biological agents.  The setup and management of the designated areas is well-exercised through facility exercises.

	3
	Excellent
	Resources and training are in place, and personnel understand their roles in the designated areas.  The capability is tested annually.  

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed.

	0
	Needs Attention
	There are no designated areas for patient triage, evaluation, and treatment in an emergency.


Questions:

1. Does the Emergency Operations Plan describe how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
2. Does the Emergency Operations Plan identify alternate sites for care, treatment, and services that meet the need of its patients during emergencies?

Answer: TJC requires the VAMC complies with EM.02.01.01 EP 7 which states, “The EOP identifies alternative sites for care, treatment and services that meet the needs of its patients during emergencies.”
3. Describe your facility’s SOP for mass casualty triage. 

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
4. Does your facility’s EOP include triage protocols for essential services when demand exceeds supply (i.e. diagnostic radiology, lab services, blood products, operating room, etc.)?

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
5. What types of emergency preparedness training do you provide?

Answer: Training of staff for incident recognition and response and recovery activities should comply with TJC EM.02.02.07 EP 7 which states, “The hospital trains staff for their assigned emergency response roles.”  

Other recommended training courses are identified in the VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness: Training and Exercise Standard which define the appropriate ICS training.    
6. Does your facility have an emergency registration process for patients received in a mass casualty situation?

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
7. Describe the flow of patients into your facility and to the inpatient units in a mass casualty event, including alternate spaces for intake and triage, designated surge spaces for critically ill/injured and less acute patients, etc.  
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
8. How do you make more beds available for casualties?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy. 

9. How do you accomplish staff surge?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
10. What are the roles of medical residents during an emergency?
Answer: VHA Handbook 1400.1, Section 8 “Resident Supervision” states, “An “emergency” is defined as a situation where immediate care is necessary to preserve the life of or to prevent serious impairment of the health of a patient. In such situations, any resident, assisted by facility personnel, is (consistent with the informed consent provisions of VHA Handbook 1004.1) permitted to do everything possible to save the life of a patient or to save a patient from serious harm. The appropriate supervising practitioner must be contacted and apprised of the situation as soon as possible. The resident must document the nature of that discussion in the patient's record.”
VHA resident physicians all have their assigned specialties and service assignments that would also generally apply during an emergency.  VHA Handbook 1400.1, “Resident Supervision” is the governing policy document for the supervision and management of resident physicians in VHA facilities.  In addition to all the necessary clinical limitations, documentation and supervision requirements, the policy does stipulate the process for when a resident physician may need to function in an emergency situation that is “outside” the normal governing policy.  

11. What is the interaction between affiliate medical school(s) and the facility during an emergency?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
12. Does your facility’s EOP include triage protocols for essential services when demand exceeds supply (e.g., diagnostic imaging, lab services, blood products, operating room)?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
13. Does your facility communicate with patients and their families to include location of care?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients are relocated to alternative care sites.” 
14. Does your facility have an emergency registration process for patients received in a mass casualty situation?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer ,and discharge.” 
15. How are extra disaster supplies delivered to the ED?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 1 which states, “The EOP describes how the hospital will obtain and replenish medications and related supplies that will be required throughout the response and recovery phases of an emergency, including access to and distribution of caches that may be stockpiled by the hospital, its affiliates, or local, state, or federal sources”, EP 2 which states, “The EOP describes hoe the hospital will obtain and replenish medical supplies that will be required throughout the response and recovery phases of an emergency, including personal protective equipment where required”, and EP 3 which states, “The EOP describes how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency.”  
16. Where do ambulances/helicopters discharge patients?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5.4.3 Designation and Operation of Isolation Rooms
Description: To demonstrate this capability the facility should be able to designate and operate areas of the facility as isolation rooms/patient care areas.  

Rationale:  In an event involving potentially infectious agents there must be a means to protect patients, staff and visitors.
Measurement:  
· Facility Tour 
· Review of EOP
· Interviews with Safety Manager and Chief Engineer

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to provide adequate isolation facilities such that the projected number of infectious/contagious patients may be treated in a safe, medically effective environment while the safety of staff, other patients and visitors is maintained.

	Resources
	

	Supplies
	· The facility has supplies designated for and housed in isolation areas within the facility (preventing excessive need to leave isolation areas to retrieve critical equipment and supplies).
· The facility has disposable supplies allocated for isolation areas as necessary and appropriate.
· PPE is available to all personnel and visitors within the isolation areas, including the projected times PPE will be changed by staff (e.g., entering and leaving care area multiple times during a shift).

	Facilities/Equipment
	· There are designated rooms for isolation.
· In the absence of designated areas, facilities are able to cohort infected patients in designated patient care areas/rooms.
· If necessary, depending on the event, the isolation areas are under 24/7 security to maintain strict isolation protocols.

	Personnel
	· Individuals are assigned to provide patient care services in the isolation areas.  

	Process
	· Procedures are delineated for entering and exiting the isolation areas, for safe donning and doffing of PPE, for safe handling of clinical specimens, and for safe disposal of equipment/supplies and waste from the isolation area.

· A process is in place to monitor staff and visitors for compliance with isolation and PPE procedures.

· A process is in place to confirm negative pressure and other pertinent airflow is established and maintained in the isolation area.

· A procedure for adequately cleaning and rehabilitating the isolation space is delineated.

	Education/Training
	· Staff are trained on proper use of PPE. 

· Clinical staff and support staff are trained on isolation protocols.
· Non-clinical staff are trained on isolation protocols.
· Visitors are trained on isolation protocols.

	Exercise
	· Isolation designation processes are exercised periodically.
· The exercises are integrated with system or community-wide exercises.

	Evaluation
	· The facility performs after action reporting following each exercise.

	Organizational Learning
	· The lessons learned from the AARs inform improvements in the isolation program.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, and the ability to use isolation rooms is rapid (either through the use of outfitted isolation rooms or designated in patient rooms).  Staff are fitted for appropriate PPE, and all supplies and equipment are accessible.  Staff, patients, and visitors are trained on appropriate isolation protocols and adhere to guidance.  The ability to quickly isolate patients is tested annually with a facility-wide exercise.

	3
	Excellent
	Resources and training are in place to support isolation practices.  Staff are trained in PPE and isolation processes, and the capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support isolation rooms; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of isolation rooms at the facility.


Questions:

1. How many isolation rooms can the facility create during surge?
Answer: VA Space Planning Criteria, Chapter 262, Ambulatory Care, call for one or two isolation rooms depending on the Ambulatory Care Activity Profile (based on facility complexity level).
2. Does the facility have supplies designated and packaged for use in isolation areas?
Answer: TJC requires the VAMC complies with IC.01.02.01 EP 3 which states, “The hospital provides equipment and supplies to support the infection prevention and control program.”
3. Have clinical staff been trained on isolation protocols?
Answer: There are no specific standards that specify clinical staff being trained on isolation protocols.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  

Tour Observations:

1. Tour of isolation room

2. Examination of supplies and resources utilized for isolation precautions
5.4.4 Integration of Patient Reception, Surge and Decontamination Teams

Description: To demonstrate this capability the facility should be able to ensure seamless integration of personnel assigned to the patient reception and decontamination teams as well as those individuals assigned to expanded patient care areas.  
Rationale:  Smooth functioning and integration of the patient reception, surge and decontamination teams is crucial to the efficient treatment and care of patients involved in a disaster.
Measurement:  
· Review of EOP

· Presence of inventory of critical resources (pharmaceuticals, equipment, and supplies)
· Interviews with ED Director, and Safety Officer 
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to establish SOPs for personnel to integrate the decontamination team and the patient reception team to form a cohesive flow.

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· N/A

	Personnel
	· There are facility staff assigned to patient reception teams, alternate care sites, and the Decontamination Team.
· Staff are clearly identifiable as having roles in patient reception, alternate care sites, and the decontamination team.

	Education/Training
	· Staff have received training on roles and functions related to patient reception, alternate care sites, and decontamination. 

	Exercise
	· Integration of patient reception, alternate care sites, and decontamination is exercised at least once a year.
· This capability is fully integrated with community-wide exercises at least once a year.

	Evaluation
	· The facility performs after action reporting following each exercise.

	Organizational Learning
	· The lessons learned from the AARs inform improvements in integration between patient reception, alternate care sites, and decontamination.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability for staff assigned to decontamination and patient reception to communicate and collaborate on patient care issues.  All personnel in the facility are aware of their roles, and those individuals assigned to patient reception and Decontamination Teams are easily recognizable.  The ability for the teams to integrate is tested annually in a facility wide-exercise.

	3
	Excellent
	Resources and training are in place to enable the integration of patient reception and decontamination teams, and the capability is tested annually.

	2
	Developed
	Resources and training are in place to enable integration of patient reception and decontamination teams; however, the communication and integration between the teams is not demonstrated.  

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of integration between decontamination and patient reception teams.


Questions:

1. Have patient reception areas been identified?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.

2. Has the facility identified plans to manage clinical services as part of patient scheduling, triage, assessment, treatment, admission, transfer, discharge, and evacuation?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2, which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
3. Describe your facility’s plans for primary and alternate sites for initial triage, evaluation, and treatment to provide for patient care.

Answer: TJC requires the VAMC complies with EM.02.01.01 EP 7 which states, “The EOP identifies alternative sites for care, treatment and services that meet the needs of its patients during emergencies.”
4. Describe your facility’s SOP for mass casualty triage.
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2, which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
5. Does your facility’s EOP include triage protocols for essential services when demand exceeds supply (i.e. diagnostic radiology, lab services, blood products, operating room, etc.)?

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2, which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
6. What types of emergency preparedness training do you provide?

Answer: Training of staff for incident recognition and response and recovery activities should comply with TJC EM.02.02.07 EP 7 which states, “The hospital trains staff for their assigned emergency response roles.”  

Other recommended training courses are identified in the VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 Implementation Objectives for Healthcare Organizations Preparedness: Training and Exercise Standard which define the appropriate ICS training.    
7. Does your facility have an emergency registration process for patients received in a mass casualty situation?

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
8. Describe the flow of patients into your facility and to the inpatient units in a mass casualty event, including alternate spaces for intake and triage, designated surge spaces for critically ill/injured and less acute patients, etc.  

Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
9. How do you make more beds available for casualties?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy. 

10. How do you accomplish staff surge?  
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
11. What are the roles of medical residents during an emergency?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.

12. What is the interaction between medical schools and the facility during an emergency?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
13. Has the organization established a primary and an alternate site to provide for patient care?
Answer: TJC requires the VAMC complies with EM.02.01.01 EP 7 which states, “The EOP identifies alternative sites for care, treatment and services that meet the needs of its patients during emergencies.”  
14. Does your facility’s EOP include triage protocols for essential services when demand exceeds supply (e.g., diagnostic imaging, lab services, blood products, operating room)?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
15. Does your facility communicate with patients and their families to include location of care?

Answer: TJC requires the VAMC complies with EM.02.02.01 EP 5 which states, “The EOP describes how the hospital will communicate with patients and their families, including how it will notify families when patients relocated to alternative care sites.” 
16. Does your facility have an emergency registration process for patients received in a mass casualty situation?
Answer: TJC requires the VAMC complies with EM.02.02.11 EP 2 which states, “The EOP describes how the hospital will manage the activities required as part of patient scheduling, triage, assessment, treatment, admission, transfer, and discharge.” 
17. How are extra disaster supplies delivered to the ED?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 1 which states, “The EOP describes how the hospital will obtain and replenish medications and related supplies that will be required throughout the response and recovery phases of an emergency, including access to and distribution of caches that may be stockpiled by the hospital, its affiliates, or local, state, or federal sources”, EP 2 which states, “The EOP describes hoe the hospital will obtain and replenish medical supplies that will be required throughout the response and recovery phases of an emergency, including personal protective equipment where required”, and EP 3 which states, “The EOP describes how the hospital will obtain and replenish non-medical supplies that will be required throughout the response and recovery phases of an emergency.”  
18. Where do ambulances/helicopters discharge patients?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5.4.5 Maintaining Laboratory, Blood Bank, and Diagnostic Imaging Surge Capability
Description: To demonstrate this capability the facility should be able to provide capacity for Laboratory, Blood Bank and Diagnostic Imaging services to meet a potential patient surge.  

Rationale:  To ensure that patients are diagnosed and treated properly following an incident, the Laboratory, Blood Bank, and Diagnostic Imaging must be able to surge to meet the demands of the increased volume of patients.
Measurement:  
· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interviews with Chief of Medicine, and Chief of Staff
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to expand the Laboratory, Blood Bank and Diagnostic Imaging Infrastructure capacity to adequately support mass casualty diagnostics and interventions.

	Resources
	

	Supplies
	· The Laboratory, Imaging, and Blood Bank services have the necessary supplies for accepting requests and scheduling procedures, collecting specimens from patients, processing specimens and performing imaging. 

· The Laboratory, Blood Bank, and Imaging personnel have adequate PPE 

	Facilities/Equipment
	· The Laboratory, Imaging, and Blood Bank services allows for the safe disposal of contaminated waste

· The lab system has the infrastructure to allow for electronic reporting of results

	Personnel
	· Qualified and trained personnel available to manage and operate the Laboratory, Imaging, and Blood Bank surge procedures

· There is adequate staffing levels to meet the increase in workload volume

	Process
	· The Laboratory, Imaging, and Blood Bank services have the necessary processes for accepting surge requests and scheduling the projected number and types of procedures, collecting specimens from patients, processing specimens and imaging results and rapidly returning them to the patient chart or to the patients’ physical location.
· Personnel follow written procedures for packaging and transporting specimens to outside labs

· A process is in place with clinical services to triage lab and imaging requests so that a priority of services can be established with requests exceed service capacity. 

· The Laboratory, Imaging, and Blood Bank services have established methods for the safe disposal of increased contaminated waste.

· The facility has MOUs/MOAs with other Laboratory, Imaging, and Blood Bank services to provide surge capacity and specialized capability

	Education/Training
	· Guidelines are posted for presumptive laboratory identification of biological agents.
· Staff are trained on proper handling of infectious agents, including chain of custody requirements.
· Staff are trained on proper notification processes with public health and local and federal law enforcement.
· Staff understand the protocol for working with the Laboratory Response Network and/or State public health laboratories.

	Exercise
	· The Laboratory, Imaging, and Blood Bank capabilities are exercised at least once a year.
· This capability is fully integrated with community-wide exercises at least once a year.

	Evaluation
	· The exercise after action reporting process includes evaluation of Laboratory, Imaging, and Blood Bank surge services.

	Organizational Learning
	· The findings from the AARs inform improvements that are incorporated into the Laboratory, Imaging, and Blood Bank surge services.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to surge to meet increased demand for services (either through internal surge efforts or through MOUs/MOAs with community resources).  Staff have adequate PPE and training to manage and handle infectious agents.  Expanded laboratory capability is tested through the facility’s annual exercise.

	3
	Excellent
	Resources and training are in place to support increased Laboratory, Imaging, and Blood Bank demand.  Staff are trained and the capability is tested annually,

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable. 

	1
	Being Developed
	Some capability elements exist; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of ability of the facility to surge to meet increased demands.


Questions
1. Does your facility’s clinical laboratory have procedures for managing surges in diagnostic requests? 
 Answer:  VA laboratories are governed by the Clinical Laboratory Improvement Amendments (CLIA’88) as part of the Public Health Services Act (Title 42 United States Code (U.S.C.) 263a). This amendment codified into law requirements for the staffing, management, procedures and oversight of United States (U.S.) laboratories that perform testing used in the diagnosis, treatment and prevention of disease in patients. The Department of Health and Human Services (HHS) then published implementing regulations for CLIA’88, Title 42 CFR Part 493.

In addition, VHA Handbook 1106.1, “Pathology and Laboratory Medicine Service Procedures”  states “All laboratory testing within VA utilized for the diagnosis, treatment and prevention of disease in patients will meet the requirements of 42 CFR 493, CLIA’88. Laboratory testing, where applicable, must meet the requirements of the following organizations: TJC, College of American Pathologists, American Association of Blood Banks (AABB), FDA, OSHA, and Nuclear Regulatory Commission (NRC). All laboratory testing, regardless of location, must undergo an on-site inspection by an approved accrediting agency”.
2. Does your clinical laboratory have an inventory of critical resources needed in an emergency?
Answer: TJC requires the VAMC complies with EM.02.02.03 EP 6 which states, “The EOP describes how the hospital will monitor quantities of its resources and assets during an emergency.”  

See also NFPA 1600, 5.6 which discusses resource management, including the task of establishing processes for describing, inventorying, requesting and tracking resources.

3. Does your facility have agreements with other laboratories for surge? 

Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.

5.4.6 Processes and Procedures for Control and Coordination of Mass Fatality Management

Description: To demonstrate this capability the facility should be able to manage  large numbers of fatalities that expire in-house or en route to the facility.  

Rationale:  To ensure the health and welfare of those surviving the incident, facilities must develop plans for the safe management of human remains.

How Measured:  
· Review of EOP
· Review MOUs/contracts with Key Vendors

· Interviews with Chief of Staff
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to manage mass fatalities in a safe, secure, and sensitive manner, with orderly management of body storage, forensic interface and family reunification.

	Resources
	

	Supplies
	· The facility has enough supplies to manage large numbers of fatalities (e.g., body bags).
· The facility has an adequate amount and level of PPE.

	Facilities/Equipment
	· The facility has established arrangements with outside vendors to provide additional storage of human remains in a controlled environment (MOUs/MOAs with refrigerated trucking companies or other refrigeration capabilities).

	Personnel
	· Staff follow written procedures for managing human remains.

	Process
	· A process is delineated for collecting the human remains in a safe and sensitive manner, establishing or maintaining identification of each body/body part, storing the human remains in a secure, temperature controlled environment, interfacing with the medical examiner or coroner, and providing family assistance in identifying bodies and releasing bodies once cleared by authorities.

· The human remains process provides guidance for managing bodies with significant chemical, radioactive, or biological contamination.   

	Education/Training
	· Relevant personnel are trained on the management and operation of the mass fatality process.

· If appropriate, personnel receive training on how to manage contaminated human remains. 

	Exercise
	· Fatality management plans are exercised at least once a year.
· This capability is fully integrated with community-wide exercises at least once a year.

	Evaluation
	· The exercise after action reporting process includes evaluation of mass fatality management.

	Organizational Learning
	· The findings from the after action reports inform improvements that are incorporated into the mass fatality management capability.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to manage large numbers of fatalities (either through internal surge mechanisms or through MOAs/MOUs with community resources).  Staff are trained on safe and appropriate handling of human remains and have adequate PPE.  The capability is tested once a year in facility wide and/or community exercises.

	3
	Excellent
	Resources and training are in place and personnel are trained on their role in mass fatality management.  The capability is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support mass fatality management; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of a mass fatality management plan and resources.


Question:

1. Describe your facility’s mass fatality management plan.   
Answer: Emergency Support Function (ESF) 8 - Health and Medical Services as directed by HHS as part of the NRF does discuss the responsibilities of the VA to include: “Buries and memorializes eligible veterans and advises on methods for internment of the dead during natural or homeland security emergencies.”  For more information, refer to: www.fema.gov/pdf/emergency/nrf/nrf-esf-all.pdf 

2. Does the Emergency Operations Plan describe how the hospital will manage mortuary services?

Answer: TJC requires the VAMC complies with EM.01.01.01 EP 4 which states, “The hospital communicates its needs and vulnerabilities to community emergency response agencies and identifies the community’s capabilities to meet its needs.   This communication and identification occur at the time of the hospital’s annual review of its plan and whenever its needs or vulnerabilities change.”  


See also NFPA 1600, 5.7.1,2, “Mutual Aid/Assistance” which states, “The need for mutual aid/assistance shall be determined. If mutual aid/assistance is needed, agreements shall be established.”
6 Support to External Requirements
Many VA facilities have roles with other federal agencies.  As federal agencies with emergency management responsibilities are moving toward a regional decentralized approach to emergency management, it is essential that VA facilities integrate with the community and other federal health partners such as HHS, Department of Homeland Security (DHS), DOD and the CDC.  To ensure the VA’s ability to integrate with the community, the following capabilities are critical to all facilities: 
· Support of Patient Care Requirements 
· Liaison
The following sections describe these support to external requirements capabilities in support of these components. The evaluation and assessment of these capabilities are best addressed through the Agency Executive, Command and General Staff of the VA-DOD, National Disaster Medical System (NDMS), DEMPS, and NRF Support Annexes, SOPs, and/or checklists in the EOP.
6.1 Support of Patient Care Requirements

 The facility initiates support for patient care requirements as appropriate to the incident.

6.1.1 Provision of Supplemental Health Services to Support the National Disaster Medical System 

Description: To demonstrate this capability the facility as the Federal Coordination Center (FCC) should be able to direct and provide supplemental health and medical assistance in domestic disasters at the request of state and local authorities. 
Rationale: NDMS provides healthcare services, healthcare-related social services, and other appropriate auxiliary services to respond to the needs of victims of a public health emergency.
Measurement:  
· Facility Tour (view patient reception areas)

· Review of signed MOAs for NDMS

· Interviews with AD, AEM, and Patient Reception Team
· Discussions with selected NDMS participant hospitals

Framework for Capability Description 
	Capability Element
	Assessment components

	Policy/Organization
	· VA is a signatory member to the NDMS.

	Resources
	

	Supplies
	· Sufficient supplies are in place at FCCs. 

	Facilities/Equipment
	· Primary and alternate means of communication are maintained among the FCC staff.
· Primary and alternate means of communication are maintained among the patient reception teams.
· Primary and alternate means of communication are maintained among other local hospitals.
· A patient reception area is designated.

	Personnel
	· Personnel are assigned to manage this program.

	Process
	· Lines of authority, roles, and responsibilities are in place for FCC staff and the patient reception teams.

· Lines of authority are in place with partner agencies.

	Education/Training
	· Staff are trained on their roles in patient reception. 

	Exercise
	· Patient reception plans are exercised yearly.
· Patient reception plans are exercised with all community partners yearly.

	Evaluation
	· The facility performs after action reporting following each exercise.

	Organizational Learning
	· The lessons learned from the AARs inform improvements in patient reception and NDMS planning.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including the ability to effectively receive patients at the FCC.  Communication infrastructure is in place and the facility is able to communicate with its community partners.  Community facilities exercise together at least once a year.

	3
	Excellent
	Resources and training are in place, and the capability is tested through a facility exercise annually

	2
	Developed
	Resources and training are in place.  Facility meets underlying requirement where applicable.

	1
	Being Developed
	Some capability elements exist to support NDMS; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of NDMS capability.


Questions:
For guidance on NDMS roles, responsibilities, and related processes, please refer to the “NDMS FCC Guide” (July 7, 2006).  The answers to the following questions are contained in this guide.  

1. Does your facility have sufficient resources available to maintain, train, equip and exercise the FCC?
2. Are sufficient primary and alternate means of communications maintained through your facility, Patient Reception Team(s) (PRT), local hospitals, and other local authorities?

3. Has your PRA plan been developed? 
4. Has your plan been reviewed/updated on an annual basis? 
5. Does your PRA plan address the following areas:
a. Contact information for PRTs?
b. Plans and procedures for recall and mustering of PRTs?
c. Identification of local ambulance resources, inventories, capabilities, points of contact, phone numbers, written agreements or contractual requirements?
d. Identification of additional patient movement items, such as litters and blankets, etc.
e. PRTs plans, processes and procedures for patient unloading patients?
f. PRTs plans, processes and procedures for staging, holding and re-triaging patients at the airfield, bus and/or train terminals?
g. PRTs plans, processes and procedures for staging, holding and re-triaging patients at the airfield, bus and/or train terminals?   
h. Resources to support the PRTs such as shuttle vehicles?   
i. Processes and procedures for patient identification and tracking within the PRA?   
j. Record keeping within the PRA?
6. Does your facility have guidelines in place to help to estimate the maximum number of NDMS patients that can be received at your PRA, off-loaded, staged, triaged, transported and admitted to the destination hospitals of the NDMS within any 24-hour period (i.e., throughput)?  
7. Are signed NDMS MOAs maintained at your facility?     
8. In you facility, has the estimated "throughput" time been tested in an exercise within the past three years?   
9. Has your facility participated in a patient reception exercise, Tabletop, Functional area drill, team training, or other PRA-related event in the past year? 
10. Does your facility capture deficiencies and lessons learned during exercises tracked and reviewed for closure? 
11. Are key PRA staff subject to military mobilization?
12. Have all participating hospitals (NDMS and VA) participated in a patient     reception exercise in the last three years?
13. For NDMS FCCs, does the facility, maintain contact with the following:
a. Local NDMS Steering Committee?
b. Local volunteer organizations (e.g., American Red Cross and amateur radio groups)?
c. Local EMS providers?
d. Local public health and emergency management authorities?
e. Airport authorities?
f. Global Patient Movement Requirements Center (GPMRC)?
g. All acute care centers within 50 miles or one hours drive been contacted to determine if they are interested in participating in NDMS?
h. Does the PRA plan address identification of:
i. Ambulance providers (e.g., points of contact and standing agreements)?
j. Additional patient movement items, such litters, and litter stands?
k. PRT positions and mobilization process?
l. Coordination with airport authorities:
m. Identification of key POCs, 24hr. contact information?
n. Designated patient unloading and staging areas?
o. Security requirements for airport access?
p. Alternate PRA locations due to closures?
q. Patient unloading equipment, storage, access, and use?

14. Have the factors that constrain “throughput” (number of patients that can be received at the airport, transported to hospitals and received by hospitals in a 24hr. period) been identified and mitigated to the greatest possible extent?
15. Are contingency plans in place to provide support to family members and others who may be evacuated with patients as part of a major disaster such as Hurricane Katrina?
16. What challenges exist to fully develop the PRA:
a. Staffing?
b. Equipment?
c. Training?
d. Communications/IT?
6.1.2 VA/DOD Contingency Hospital System
Description: To demonstrate this capability the facility should be able regularly report bed availability and provide beds to DOD during times of national emergencies and war-time should DOD medical treatment facilities be incapacitated or overwhelmed.  
Rationale: The VA plays a statutory back-up role to the DOD during national emergencies and war-time by providing staffed beds for the care of wounded or ill Service members.
Measurement:  
· Interviews with AD, AEM, and Patient Reception Team
Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· VA is required to provide beds to DOD during times of conflict

	Resources
	

	Supplies
	· N/A

	Facilities/Equipment
	· ADP and communications equipment are provided to complete bed reports and support program at the National level.

	Personnel
	· Facility staff are assigned to support this program, including bed reporting.

	Process
	· Facility conducts bed reports and insures consistency with DOD.

	Education/Training
	· Facility have been trained in their role supporting this program.

	Exercise
	· Facility completes all bed reports for the year.

	Evaluation
	· Facility conducts an annual program review to identify improvements.

	Organizational Learning
	· The lessons learned from evaluation inform improvements in the program.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present, including conducting all required bed counts and exercises.

	3
	Excellent
	Resources and training are in place, and VA/DOD bed expansion is tested annually.

	2
	Developed
	Resources and training are in place.  Facility meets underlying VA requirements for managing this program.

	1
	Being Developed
	Some bed expansion capability exists; however, some key components are not yet developed.

	0
	Needs Attention
	There is an absence of this capability.


Questions:
VHA Handbook 0320.04 defines VA policy for providing back-up support to the DOD during a military conflict.
1. Is the facility a Primary Receiving Center (PRC)?
Answer: VHA Handbook 0320.4, A PRC is a Military Treatment Facility or VAMC designated for coordinating and providing treatment to sick and wounded military personnel returning from armed conflict or national emergency.  PRCs may also be designated as a FCC of the NDMS.
2. Does the facility have a patient reception plan for Service Members if needed and who is in charge of your PRC program?

Answer:  VHA Handbook 0320.4, each VAMC Director who is in charge of a PRC is responsible for appointing a PRC Coordinator responsible for the readiness and operation of the PRC Program.  The patient reception plan includes the establishment of a PRT of necessary clinicians sufficient to support the expected clinical demand to receive patients at a pre-determined PRA.  The PRA, per the Handbook, is “a geographical locale containing one or more airfields, adequate staging facilities, and adequate local patient transport assets to support DOD patient reception and transport to VAMCs and/or to local healthcare providers capable of providing care.

3. Describe your bed reporting process?
Answer: VHA Handbook 0320.4, the bed report is the submission of a medical facility’s real-time capacity to receive, admit and treat patients from a disaster or war, or the submission of a PRC capacity for hospitalization.

Available beds are the beds that are vacant as of 12 midnight on the day previous to the day of the report.  Beds are reported in categories as instructed by the DOD GPMRC.
6.2 Liaison 

The facility establishes liaison with all appropriate VHA and non-VHA entities and officials, conducts information exchange, and coordinates incident response strategies and tactics.
6.2.1 Response/Interface with State and Community Emergency Management Authorities and State and Local Public Health

Description: To demonstrate this capability the facility should be able to maintain a working relationship with the state and local emergency management and public health authorities and to ensure communication channels remain intact.
Rationale:  During emergencies the facility may need assistance from or need to provide humanitarian assistance to the state emergency management authorities.  In addition, during emergencies the facility may need assistance from the state public health department to monitor disease outbreaks and response efforts.  
Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of EOP

· Interviews with Chief of Infectious Disease, and EPC (AEM if available)
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates an effective interface with relevant state and local emergency management authorities and public health departments.

	Resources
	

	Supplies
	· EOP Liaison position guidance (position description, EOP forms and Job Action Sheet). 

· Forms used by the State or local emergency management and public health agencies for sharing information, setting up work assignments, etc.

	Facilities/Equipment
	· Communications and IT to accomplish the Liaison function.

	Personnel
	·  Appropriately qualified and trained personnel to staff the Liaison function.

	Process
	· The facility has procedures for providing and receiving information to and from state emergency management agencies and public health authorities and conveying that information to the facility’s IMT and appropriate VHA response elements.

· The facility has a plan to communicate patient and deceased data with other healthcare agencies, when requested.

· The facility has a plan to communicate patient and deceased data with third parties (e.g., law enforcement, Federal Bureau of Investigation [FBI], etc).

· Liaison position participates in appropriate planning meetings and briefings with the state emergency management and public health authorities

· Personnel can produce minutes from joint meetings.  

	Education/Training
	· The individual designated to communicate with the state emergency management authorities has received training on their Liaison role and communication methods. 

· IMT Command Staff understand their facility’s roles and the chain of communication in relation to State emergency management and public health authorities.

	Exercise
	· The Liaison function with State emergency management and public health authorities is exercised at least once a year.

· The Liaison capability is fully exercised within a  community-wide exercise at least once a year.

	Evaluation
	· AARs from exercises and drills are evaluated annually.

	Organizational Learning
	· AARs are incorporated into the facility EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present. Communications protocols are tested as part of the exercise with the community. Evidence of ongoing relationships with local and state emergency management and public health agencies are present.

	3
	Excellent
	Facility has communications with emergency management authorities on an ongoing basis. Communications are tested at least annually as part of the exercise.

	2
	Developed
	Facility has identified POCs with emergency management authorities, including during emergencies.

	1
	Being Developed
	Facility can communicate with emergency management authorities, but it does not have an established collaborative relationship.

	0
	Needs Attention
	There is an absence of collaboration with POCs and emergency management authorities.


Questions:

1. Does the Emergency Operations Plan describe how, and under what circumstances, the hospital will communicate information about patients to third parties (such as other health care organizations, the state health department, police, the FBI)?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 12  which states, “The EOP describes how, and under that circumstances, the hospital will communicate information about patients to third parties (such as other health care organizations, the state health department, police, and the FBI)”.     

2. Is a mechanism in place for the rapid receipt and posting of public health alerts during an all-hazards event from agencies such as public health, Poison Control, Health Alert Network [HAN], CDC, etc.?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 2 which states, “The EOP describes how the hospital will communicate information and instructions to its staff and licensed independent practitioners during an emergency.”  

See also NFPA 1600, 5.10.4 “Communications and Warning” which states, “Emergency communications and warning protocols, systems, processes, and procedures shall be developed, periodically tested, and used to alert people potentially impacted by an actual or impending emergency.”  
3. Does the Emergency Operations Plan describe how, and under what circumstances, the hospital will communicate the names of patients and the deceased with other health care organizations in its contiguous geographic area?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 11 which states, “The EOP describes how and under what circumstances the hospital will communicate the names of patients and the deceased with other health care organizations in its contiguous geographic area”.
4. Does the facility communicate patient information to third parties? 
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 12  which states, “The EOP describes how, and under what circumstances, the hospital will communicate information about patients to third parties (such as other health care organizations, the state health department, police, and the FBI)”.     
5. Does your facility have a crisis communication strategy for an all-hazards event to other federal agencies? And/or the community?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 4 which states, “The EOP describes how the hospital will communicate with external authorities during an emergency.”  
In addition, NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Command and Management Standard” states,  “The facility ensures public information procedures and processes gather, verify, coordinate, and disseminate information during an incident or event.”  

See also NFPA 1600, 5.15.1 “Crisis Communication and Public Information.” states, “The entity shall develop procedures to disseminate and respond to requests for pre-incident, incident, and post incident information, as well as to provide information to internal and external audiences, including the media, and deal with their inquiries.”
6. Did your facility involve community response partners for comment and review when developing or revising its EOP?
Answer: There are no standards that specify requirements for this question.  The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
7. Do exercises include testing of the effectiveness of communication both within the facility as well as with response entities outside of the facility, such as local governmental leadership, police, fire, public health, and other health care organizations within the community?
Answer: TJC requires the VAMC complies with EM.03.01.03 EP 7 which states, “During emergency response exercises, the hospital monitors the effectiveness of internal communication and the effectiveness of communication with outside entities such as local government leadership, police, fire, public health officials, and other health care organizations”.
Tabletop Observations:

1. Staff allows for integration of communication between facility Incident Command Post (ICP) and External agencies (fire, EMS, police, FBI, public health and emergency management agencies).

2. A PAO is assigned in the ICP for dissemination of information as it relates to the incident.

3. A Liaison Officer is assigned to the ICP to facilitate communications with external agencies.

4. EOC staff utilize current MOUs and/or MOAs with external agencies, vendors or the VISN for the potential sharing of resources (e.g., personnel, hospital beds, transportation, linens, fuel, PPE, medical equipment and supplies).

5. Facility Decontamination Operations is capable of deployment to assist state or community assets or activate and maintain facility decontamination protocols.
6.2.2  Response/Interface with Community Healthcare Organizations

Description: To demonstrate this capability the facility should be able to share incident information, coordinate response strategies, and facilitate resource sharing among local healthcare organizations. 

Rationale:  Often the demand for healthcare services overwhelms the capability of the facility and assistance from outside health care organizations is required.  Establishing arrangements/agreements with other healthcare facilities in the community helps to ensure that adequate resources and staff are available to help manage surge demand. 

Measurement:  
· Pre-Survey

· Tour of facility EOC

· Review of EOP

· Interviews with ED Director, and EPC (AEM if available)
· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates methods to share incident information, coordinate response strategies, and facilitate resource sharing among local healthcare organizations in a mass casualty or mass effect incident (the local healthcare response organization).

	Resources
	

	Supplies
	· MOUs/MOAs are in place with other local healthcare facilities for information and resource sharing during emergency response.

· Forms, SOPs and other guidance related to the local healthcare organizations during response are available.

	Facilities/Equipment
	· Communications and IT equipment to support the healthcare facility’s’ mutual aid and response activities

	Personnel
	· The facility identifies qualified and trained personnel to staff the Liaison position.

· Facility leadership is trained on the objectives of the healthcare response organization.

	Process
	· Personnel regularly participates in planning meetings with other local healthcare facilities.

· Participation in regional planning meeting for coordination with community facilities occur

	Education/Training
	· Personnel designated to staff the Liaison position to communicate with other local healthcare facilities has received training on their role, the communications equipment, and the relevant protocols, forms and actions.

· IMT Command Staff understand their roles in sharing information, coordinating response strategy and offering or requesting assistance in relation to other local healthcare facilities.

	Exercise
	· The Liaison capability with the Healthcare Coalition is fully exercised within a community-wide exercise at least once a year.

	Evaluation
	· AARs from exercises and drills are evaluated annually.

	Organizational Learning
	· AARs are incorporated into the facility EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present. Communications protocols are tested as part of exercise with the community. Evidence of ongoing relationship is present.

	3
	Excellent
	Facility communicates with community healthcare facilities on an ongoing basis. Communications are tested at least annually as part of the exercise.

	2
	Developed
	Facility has identified POCs with community health care facilities, including during emergencies.

	1
	Being Developed
	Facility can communicate with the community healthcare facilities, but it does not have an established collaborative relationship.

	0
	Needs Attention
	There is an absence of collaboration with POCs and community healthcare facilities.


Questions:

1. Does your facility have agreements in place with other community healthcare organizations to receive and transfer patients as a result of a mass casualty incident?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
2. How does the facility collaborate with the community?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
3. Does your facility have a crisis communication strategy for an all-hazards event to other federal agencies and/or the community?
Answer: TJC requires the VAMC complies with EM.02.02.01 EP 4 which states, “The EOP describes how the hospital will communicate with external authorities during an emergency”.  
In addition, NIMS Standards were adopted by VHA as per VHA Memorandum for NIMS compliance dated January 17, 2007.  The NIMS FY 2008 & 2009 “Implementation Objectives for Healthcare Organizations Command and Management Standard” states,  ”The facility ensures public information procedures and processes gather, verify, coordinate, and disseminate information during an incident or event.”  

See also NFPA 1600, 5.15.1 “Crisis Communication and Public Information.” states, “The entity shall develop procedures to disseminate and respond to requests for pre-incident, incident, and post incident information, as well as to provide information to internal and external audiences, including the media, and deal with their inquiries.”
4. Did your facility involve community response partners for comment and review when developing or revising its EOP?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5. Is your facility represented in a regional planning group (e.g., local/regional Local Emergency Planning Committee [LEPC], Assistant Secretary for Preparedness and Response [ASPR] Bioterrorism District, and/or Metropolitan Medical Response System [MMRS]) or other groups responsible for all-hazards preparedness? 
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
Tabletop Observations:

1. EOC staff utilize current MOUs and/or MOAs with external agencies and vendors.
2. Patients and services are triaged in an effective manner when demand exceeds supply (e.g., patient surge, diagnostic radiology, laboratory services, blood products, and Operating Room [OR]).
3. Morgue services are a component of the EOP and integrated as needed for the management of dead bodies. This is a modular component and should be expanded or collapsed depending on the incident.
4. EOC personnel identify the need to transport pertinent information, including essential clinical and medication-related information, for patients to an alternative care site or sites (including other healthcare organizations) when the environment cannot support care, treatment, and services.
6.2.3  Support under the National Response Framework
Description: To demonstrate this capability the facility should be able to communicate and coordinate with other Federal agencies.

Rationale:  Responses to emergencies require collaboration with the community as well as other Federal agencies located in the vicinity of the emergency to receive needed supplies, support and report required information.  
How Measured:  
· Tour of facility EOC

· Review of EOP

· Interviews with Chief of Staff

· Tabletop Exercise

Framework for Capability Description
	Capability Element
	Assessment components

	Policy/Organization
	· The facility demonstrates the ability to Liaison with relevant federal agencies during emergency response, to seek or offer assistance and to fulfill the VHA Federal missions.

	Resources
	

	Supplies
	· Copies of guidance for performing Federal missions

	Facilities/Equipment
	· Relevant IT and communications equipment

	Personnel
	· Appropriately qualified and trained personnel to staff the Liaison function.

	Process
	· facility has an established method for response interface (Liaison) with the FBI, Federal Emergency Management Agency (FEMA), DOD, and relevant HHS agencies and response assets during emergency response.

· Liaison and other relevant IMT Command Staff personnel regularly participate in planning meetings and briefings with relevant federal agencies during response.

	Education/Training
	· The Liaison and other personnel designated to communicate with federal agencies has received training on their role and on the communication methods and relevant forms.

· IMT Command staff understand their roles and the chain of communication in relation to Federal agencies.

	Exercise
	· Liaison with Federal agencies is exercised at least once a year.

· This capability is fully integrated with community-wide exercises at least once a year.

	Evaluation
	· AARs from exercises and drills are evaluated annually.

	Organizational Learning
	· Lessons learned from AARs are incorporated in the facility EOP.


Measurement Factors
	4
	Exemplary
	All of the above assessment components are present. Communications protocols are tested as part of exercises with the community. Evidence of ongoing relationship present.  POCs are identified and there is ongoing evidence of collaborative activities including exercise planning, training, and identified POCs for each of these agencies.  Personnel can produce minutes from joint meetings

	3
	Excellent
	Facility communicates with other Government agencies on an ongoing basis. Communications are tested at least annually as part of the exercise.

	2
	Developed
	Facility has identified POCs with other Government agencies, including during emergencies.

	1
	Being Developed
	Facility communicates with the other Government agencies, but it does not have an established collaborative relationship.

	0
	Needs Attention
	There is an absence of collaboration with POCs and other government agencies.


Questions:

1. Describe your integration capabilities with HHS and other Federal Agencies including how communication is conducted.
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.  The question is also asked to determine how prepared a facility might be to fulfill the Liaison activities as part of any tasking from HHS under ESF 8 Public Health and Medical Services.
2. How often is this communication link tested?

Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
3. Do you participate in National response exercises?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
4. With which agencies does the facility have ongoing relationships?

Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
5. Are there joint planning activities with other federal agencies?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
6. Are there any joint exercises with other Federal agencies?
Answer: The purpose of this question is to understand actual practices at VAMCs.  This data will be used to help determine if there is a need for standards or policy.
Tabletop Observations:

1. EOC staff utilize current MOUs and/or MOAs with external agencies.  

2. Staff are capable of accessing hazard specific medical management guidelines from public health departments and other appropriate agencies.

3. Determine the extent and breadth of relationships with other Federal agencies.
7 Acronym List
	Acronym
	Definition

	AAALAC
	Association for Assessment and Accreditation of Laboratory Animal Care

	AABB
	American Association of Blood Banks

	AAR
	After Action Report

	ACOS
	Associate Chief of Staff for Research and Development

	AD
	Associate Director

	AEM
	Area Emergency Manager

	AOD
	Administrator on Duty

	ASPR
	Assistant Secretary for Preparedness and Response

	BOC
	Budget Object Code

	BPA
	Blanket Purchase Agreement

	BSL
	Biosafety Level

	CAP
	Corrective Action Program

	CBOC
	Community-Based Outpatient Clinic

	CDC
	Centers for Disease Control and Prevention

	CEM
	Comprehensive Emergency Management

	CEMP
	Comprehensive Emergency Management Program

	CERCLA
	Comprehensive Environmental Response, Compensation, and Liability Act

	CFR
	Code of Federal Regulations

	CIO
	Chief Information Officer

	CISD
	Critical Incident Stress Debriefing

	CLIA
	Clinical Laboratory Improvement Amendments

	CO
	Central Office

	CONOPS
	Concept of Operations

	COOP
	Continuity of Operations

	DEMPS
	Disaster Emergency Medical Personnel System 

	DHS
	Department of Homeland Security

	DOD
	Department of Defense

	EAP
	Employee Assistance Programs

	EC
	Environment of Care

	ED
	Emergency Department

	EMC
	Emergency Management Committee

	EMP
	Emergency Management Program

	EMS
	Emergency Medical Services

	EMSHG
	Emergency Management Strategic Healthcare Group

	EMTALA
	Emergency Medical Treatment and Active Labor Act

	EOC
	Emergency Operations Center

	EOP
	Emergency Operations Plan

	EP
	Element of Performance

	EPA
	Environmental Protection Agency

	EPC
	Emergency Program Coordinator

	EPS
	Emergency Pharmacy Service

	ER
	Emergency Room

	ESF
	Emergency Support Function

	FBI
	Federal Bureau of Investigations

	FCC
	Federal Coordinating Centers

	FCD
	Federal Continuity Directive

	FDA
	Food and Drug Administration

	FEMA
	Federal Emergency Management Agency

	FY
	Fiscal Year

	GPMRC
	Global Patient Movement Requirements Center

	HAN
	Health Alert Network

	HAZWOPER
	Hazardous Waste Operations and Emergency Response

	HBPC
	Home Based Primary Care Program

	HHS
	Health and Human Services

	HIPAA
	Health Insurance Portability and Accountability Act

	HR
	Human Resources

	HVA
	Hazard Vulnerability Analysis

	HVAC
	Heating Ventilation and Air Conditioning

	IACUC
	Institutional Animal Care and Use Committees

	IAP
	Incident Action Plan

	IC
	Infection Control

	ICP
	Incident Command Post

	ICS
	Incident Command System

	ICU
	Intensive Care Unit

	IM
	Information Management

	IMT
	Incident Management Team

	IS
	Independent Study

	ISD
	Instructional Systems Development

	IT
	Information Technology

	JIC
	Joint Information Center

	JIS
	Joint Information System

	LEPC
	Local Emergency Planning Committee

	MBO
	Management by Objective

	MMRS
	Metropolitan Medical Response System

	MOA
	Memorandum of Agreement

	MOU
	Memorandum of Understanding

	N/A
	Not Applicable

	NDMS
	National Disaster Medical System 

	NFPA
	National Fire Protection Association 

	NIMS
	National Incident Management System

	NRC
	Nuclear Regulatory Commission

	NRF
	National Response Framework

	OPM
	Office of Personnel Management

	OR
	Operating Room

	OSHA
	Occupational Safety & Health Administration

	PAO
	Public Affairs Officer

	PAPR
	Powered Air Purifying Respirator

	PBM
	Pharmacy Benefits Management Service

	PIO
	Public Information Officer

	POC
	Point of Contact

	PPE
	Personal Protective Equipment

	PRA
	Patient Reception Area

	PRC
	Primary Receiving Center

	PRT
	Primary Reception Team

	R & D
	Research & Design

	RS
	Regularly Scheduled

	SARS
	Severe Acute Respiratory Syndrome

	SCI/D
	Spinal Cord Injury/D

	SLEP
	Shelf Life Extension Program

	SOG
	Standard Operating Guideline

	SOP
	Standard Operating Procedure

	SPD
	Supplies, Purchasing, and Distribution

	TJC
	The Joint Commission

	UPS
	Uninterruptible Power Supply

	US
	United States

	VA 
	Veterans Affairs 

	VAMC
	Veterans Affairs/Administration Facility

	VAVS
	Veterans Affairs Voluntary Service

	VHA
	Veterans Health Administration

	VHA CO
	Veterans Health Administration Central Office

	VISN
	Veterans Integrated Service Network

	WHO
	World Health Organization

	WOC
	Without Compensation
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